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ONLY COMPLETE IF YOUR CHILD RECEIVES PHYSICAL THERAPY IN SCHOOL.

PHYSICAL THERAPY (PT) is an integral part of our school programs. If your child’s IEP calls for Physical Therapy, please ask your child’s healthcare provider to complete this form and return it to school in July. The school requests an update each new school year, so that the physical therapists can provide the best services for your child. Thank you for your assistance.
___________________________________________________________________________________________________________

TO BE COMPLETED BY THE HEALTHCARE PROVIDER:
 
Student Name: __________________________________________________________________________________________

Diagnosis: _______________________________________________________________________________________________

Orthopedic or Medical Contraindications: ____________________________________________________________

____________________________________________________________________________________________________________

Precautions/Restrictions or limitations for Physical Therapy (PT) and Physical Education (PE): 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Pertinent medical information: _______________________________________________________________________

____________________________________________________________________________________________________________
 
I hereby give my approval for the above-named student to receive Physical Therapy.


Physician Signature: __________________________________________________________________ Date: ____________


Physician’s Name (Printed): ____________________________________________________________________________


Address: _________________________________________________________Telephone number: _________________


Received____________Original order medical file in Nurses’ office________    copy to PT _________
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