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Mid-Valley Special Education Cooperative


Dr. Marianne Fidishin, Executive Director



1304 Ronzheimer Avenue


St. Charles, Illinois 60174

 





Phone: 
331-228-4873    






Fax: 
331-228-4891

Therapy Division Release of / Request for Information

Student:      





District:      
Parent:
     






D.O.B.:      
Address:      






Phone:      
City/Zip:      

This release is effective for one year from the date signed.

Parent:

In order to allow your child to receive therapy and to facilitate communication, your written consent is required. Please fill in the following information in the blanks below.

1. Indicate your child’s primary treating physician and the name of the associated medical practice/clinic from whom a prescription for therapy should be obtained.

2. Indicate any additional physicians and/or non-educational agencies (such as clinics) to be included in your child’s treatment planning.

3. Date and sign form.

I give consent to Mid-Valley Special Education Cooperative to release written therapy reports and verbal information and to obtain medical referrals for therapy, records, reports and verbal information regarding the therapy program of my child, to/from:

Physician:      






Phone:      






Fax:      
Address:      


Other Physicians/Agencies/Therapists:      
This consent may be revoked at any time, provided such revocation is in writing, signed by the person who gave the consent, and witnessed.

     








     





    Child’s Name






Birthdate

     















Date





Parent/Guardian Signature

For Office Use:

Therapist(s)      





     





PHYSICIAN’S ORDER FOR PHYSICAL AND/OR OCCUPATIONAL THERAPY SERVICES

(Circle one or both service(s) requested)

Student:      





District:      
Parent:
     






D.O.B.:      
Address:      






Phone:      
City/Zip:      



· Please do a therapy evaluation.

· Please continue the therapy program.

· If the results of the evaluation so indicate, provide an appropriate therapy program.

· Therapy evaluation and treatment are not indicated at this time.

This order will be renewed annually to maintain a current physician’s order for the current school year, or one year from the physician signature date.

PHYSICIAN:
 Please complete the items below and return this form by fax to 331-228-4891.
Medical Diagnosis and/or Description of Disability:
     






Current Medication:
     










Precautions or Contraindications:      









Adaptive Equipment (e.g. splints, braces, assistive devices):
     





Additional Comments:      










__________________________


     






National Provider No.


       

Date

Physician’s Signature

For Office Use:

Servicing Agency: MVSEC Therapist(s)      



     



FAX COVER SHEET

DATE:
     
PAGES SENT (including cover sheet):      
TO: 
Physician:      






Phone:      






Fax:      
FROM: 
(Therapist’s name)      
(Therapist’s contact information)      
REGARDING:
Student:      






District:      
Parent(s):      






D.O.B.:       
The above mentioned student is eligible to receive physical and/or occupational therapy related services within their school program. 

If this is agreeable to you, please sign, date and complete the bottom portion of the enclosed “Physician’s Order for Physical and/or Occupational Therapy Services” form (required by state law). Please communicate any relevant precautions or restrictions for school based therapy, during P.E. class or other activity in a school setting. Please include pertinent medical reports, therapy notes and/or diagnostic imaging results if indicated.  

Please fax the completed form to the attention of:

   (Therapist’s name)
Mid-Valley Special Education Cooperative
Fax: 331-228-4891
Thank you for supplying this information so school based therapy services may continue.

CONFIDENTIALITY NOTICE:  The documents accompanying this fax transmission contain confidential informational belonging to the sender that is legally privileged.  This information is intended only for the use of the individual or entity named above.  The authorized recipient of this information is prohibited from disclosing this information to any other party and is required to destroy the information after its stated need has been fulfilled.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or action taken in reliance on the contents of these documents is strictly prohibited.  If you received this fax in error, please notify the sender immediately to arrange for the return of these documents.
TO:


Physician:					


Phone: 							Fax: 


Address: 	








07/24/2017

