
OT & PT THERAPY PATIENT REFERRAL FORM 

Referral Date: Staff date: 

Patient Name: DOB: Sex M F 

Address:  City: State: Zip: 

Phone:  Medicaid/Ins#: 
Med 
type: 

Language:  

Parent/Guardian: Relationship:  Cell # 

Parent/Guardian:    Relationship: __________ Cell # _______________ 

Services Ordered: 
Is the patient in school or 
Daycare? 

Level of Staffing 
RN only RN/LVN/LPN LVN/LPN only PT ST OT MSW 

Diagnosis Surgical Procedure ICD9 Code 
1. 1. 
2. 2. 
3. 3. 
4. 4. 
5. 5. 
6. 6. 

Referred by: 

Phone:  

Physician: Specialty: Pediatrics 

Address: City: County: Harris State:  Zip: 

Phone: Fax: LIC # 
NPI# 

Complete the top portion of the form and submit to 
info@elitespectrumaba.com

Ph: 713-730-9335

______________________
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