
 Occupational Therapy Prescription 
Fax Prescriptions to: 757-668-7389 
 

Patient Name: _____________________________ D.O.B: _____________ Date: ____________ 
 
Parent’s Name: ____________________________ Phone Number: _______________________ 
 
Referring Physician: _________________________ Office Number: _______________________ 
 
□          Occupational Therapy Evaluation and Treat  
 
Medical Diagnosis: ___________________________ICD-10 Code: ________________________ 
 
Special Instructions/Precautions: ___________________________________________________ 
 
______________________________________________________________________________ 
 
Physician Signature: _______________________________ Date: ___________ Time: ________ 

 
 
 
------------------------------------------------------------------------------------------------------------------------------------------ 
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