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Other Therapeutic Services

To be completed by the Occupational, Speech or Physical Therapist  
*ATTENTION Service Provider: 

Please fax completed form to Family Link: 512-532-6555 Ph: 512-233-6464

Type of Therapeutic Service Provided: Please check all that apply
 FORMCHECKBOX 
 Occupational Therapy            FORMCHECKBOX 
   Speech Therapy             FORMCHECKBOX 
 Physical Therapy
Name of Child: __________________ DOB: _____________ Date of Visit:_________________________ 

 FORMCHECKBOX 
 Initial Visit                           FORMCHECKBOX 
 Follow up                  FORMCHECKBOX 
 Final Visit -Services no longer required  
Does the child need to attend regularly?                                                                                         FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

How often __Weekly ___ Bi-weekly___ Monthly____ Other____ explain:_________________________________

_____________________________________________________________________________________________

Length of Session:_________

Short term goals:________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Long term goals:________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is the child progressing towards the goals that you have set?                                                         FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

*Please attach any reports created during this visit.

Signature: _____________________________ Therapist’s Printed name: ___________________________
Address: _______________________________________________________________TX __________________
Phone Number: ______________________________ Fax Number: ______________________________
Therapeutic report
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