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               Speech Therapy Prescription
Patient Name: _____________________________D.O.B: _______________Date:__________

Parent’s Name: _____________________________Phone Number: _____________________

Referring Physician: ________________________ Office Number: ______________________

· Speech Therapy Evaluate and Treat as Necessary

Medical Diagnoses (if applicable): _________________________________________________

Speech Modalities:
· Feeding/Oral Motor 
· Cognition

· Language

· Articulation

· Augmentative Communication

· Fluency

· Voice
· Auditory Verbal
· Literacy

· Auditory Processing

· Comprehensive Speech and Language 

 Speech Therapy Diagnostic Code: _________________________________________________
· Special Instructions/Other: _________________________________________________

Physician Signature: _______________________________Date:__________ Time: _________

Preferred Therapy Location: 

· Oyster Point Health Center
                Newport News, VA 

· Kempsville Health Center
                Norfolk, VA 

· Oakbrooke Health Center

                Chesapeake, VA 

· Princess Anne Health Center

                 Virginia Beach, VA 
· Williamsburg Health Center
                 Williamsburg, VA 

· Harbor View Health Center
                Suffolk, VA 
· General Booth Health Center
                Virginia Beach, VA 

· CHKD Main Building

                 Norfolk, VA 

FAX ALL THERAPY PRESCRIPTIONS TO: 757-668-7389


