DeWitt-Lavaca Special Education Cooperative
School-based Therapy Prescription

Patient’s Name: Date of Birth:

Diagnosis:

Check all that apply.
O Physical therapy to be provided through the school district
O Occupational therapy to be provided through the school district

Comments:

Physician’s Signature Date

Printed Physician’s Name Physician’s Phone Number
NPl Number Physician's Fax Number

For additional information, contact DeWitt-Lavaca Special Education Cooperative at:
(361) 293-2854 Fax (361) 293-6826
402 Hubbard Street PO Box 737
Yoakum, Texas 77995

The DeWitt-Lavaca Special Education Cooperative does not discriminate against any person on the basis of race, color, national origin, gender, disability, or age for admission, treatment, or participation in its educational programs,
services and activities, or employment. La cooperativa de educacion especial DeWitt-Lavaca no discrimina contra ninguna persona por motivos de raza, color, origen nacional, sexo, discapacidad o edad de admision, tratamiento, o la
participacion en los programas educativos, servicios y actividades, o empleo. CONFIDENTIALITY NOTICE The enclosed documents may contain confidential information. Allinformation is intended only for the use of the named recipient
If you are not the named recipient, you are not authorized to read, disclose, copy, distribute or take any action in reliance on the information and any action other than immediate delivery to the named recipient is strictly prohibited. If you
have received this documentation in error, do not read the information and please immediately notify sender by telephone to arrange for a return of the original documents. If you are the named recipient you are not authorized to reveal
any of this information to any other unauthorized person. If you did not receive all pages listed or if pages are not legible, please immediately notify sender. If the documentation is not intended for you, please call (361)293-2854 and ask
to speak to someone in the records department. Thank you for your assistance regarding this important matter
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