THERAPY IN YOUR HOME

     Occupational, Physical and Speech

147 Vista Del Monte

Los Gatos, CA 95030-6335

(408) 358-0201 (phone and fax)
SERVING THE BAY AREA  
PRESCRIPTION  / CERTIFICATION 
Date: ____________

To: _________________________

     Phone: ______________________

     Fax: _________________________

REGARDING: _______________________________DOB or identifying info__________

Our services were requested by _____________, because_____________________________,

To be paid by ____Outpatient Medicare provided in the home;    ____Private Pay (now or when reimbursement is no longer available);      ____Insurance;      _____Workers’ Comp; 

Health issues we are aware of: ____________________________________________________

____________________________________________________________________________

Plan of Care: (Discipline, frequency and duration)___________________________________________

Goals: What performance will change how, from what current level to what expectation, measured how, with how much help, under what conditions, for how long.
1. __________________________________________________________________________

____________________________________________________________________________

2.___________________________________________________________________________

____________________________________________________________________________

3.___________________________________________________________________________

____________________________________________________________________________ 

____ I agree with this plan and the medical information is complete.

____ Other medical issues ______________________________________________________

____ I disagree with this plan because______________________________________________

______________________________                        __________________

· Physician’s Name                                                        Date

**Please fax this information to confidential fax:  877-334-0714
TIYH 10-12
CONFIDENTIALITY NOTE:  This fax is intended only for the above recipient and is confidential and/or legally privileged.  Please notify the sender immediately if you have received this information in error.
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