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PRESCRIPTION FOR SCHOOL-BASED RELATED SERVICES 

Child’s Name: _________________________________		DOB: ______________

District: ______________________________________		School: _____________


The child named above has been recommended for the following service by his/her school district. Please fax the form to 631-546-7493. 

	               Therapy
	             IEP Dates
	  Frequency/Duration
	ICD10 Code(s)

	     Occupational Therapy
	2025-2026 school year
	
	

	      Physical Therapy
	2025-2026 school year
	
	

	      Speech Therapy
	2025-2026 school year
	
	



*ICD10 Code(s):  Medical Professionals- This MUST be indicated for each service.


Physician/Nurse Practitioner Information (Please print or use stamp)
	Name :
	

	Address:
	

	
	

	Phone Number:
	

	License #/ NPI #
	




Signature of Physician/ Nurse Practitioner (NO STAMP)				Date

Signature of a NYS licensed and registered physician, a physician assistant, or a licensed nurse practitioner acting within his or her scope of practice (for psychological counseling services this also includes an appropriate school official and for speech therapy services, a speech-language pathologist) 

******************************************************************************
An Order/Referral for services must be completed for each IEP period.  In addition, a new Order/Referral must be completed whenever reviews conducted during an IEP period result in a change in a service (either the addition of a service or a change in the frequency and/or duration of a service).
           Administrative Offices & NYT Kids Pediatric Therapy Centers
299 Hallock Avenue, Port Jefferson Station, NY 11776  (631) 473-4284
500 Bi-County Blvd, Suite 450, Farmingdale, NY 11735  (718) 264-1640  (516) 753-6507
Serving Long Island & NYC
nytps.com
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