
Assessment	 Due (Month/Year)	 Provider	 Appointment date/time
£ Occupational therapy evaluation	 _________________ 	 __________________________	 ____________	 ____________
£ Physical therapy evaluation	 _________________ 	 __________________________	 ____________	 ____________
£ Speech language evaluation	 _________________ 	 __________________________	 ____________	 ____________
£ SLP fluency evaluation	 _________________ 	 __________________________	 ____________	 ____________
£ MBSS w/dysphagia eval (MBSE)	 _________________ 	 __________________________	 ____________	 ____________
£ Chairside (no radiology) dysphagia eval (STEC)	 _________________ 	 __________________________	 ____________	 ____________

Insurance:_ ________________________________________________ ID number:___________________________________________

Primary care:_ ___________________________________ Phone number:_ _____________________Fax number:___________________

Pediatric rehabilitation  
referral fax form

Requested therapy treatment(s)	 Provider	 Proposed	 Proposed	 Frequency	 Number 
		  start date	 end date		  of visits
£ Occupational therapy	 ___________________________ 	____________	_____________ 	__________ 	_ _______
£ OT post botox/location:	 ___________________________ 	____________	_____________ 	__________ 	_ _______
£ OT splinting + three visits/location:	 ___________________________ 	____________	_____________ 	__________ 	_ _______
£ OT casting	 ___________________________ 	____________	_____________ 	__________ 	_ _______
£ Physical therapy	 ___________________________ 	____________	_____________ 	__________ 	_ _______
£ PT post-botox/location:	 ___________________________ 	____________	_____________ 	__________ 	_ _______
£ PT casting	 ___________________________ 	____________	_____________ 	__________ 	_ _______
£ Speech language therapy	 ___________________________ 	____________	_____________ 	__________ 	_ _______
£ Dysphagia/oral feeding therapy	 ___________________________ 	____________	_____________ 	__________ 	_ _______

Other (please describe below)	 Due (month/year)	 Provider	 Appointment date/time
£ 	 _________________ 	 __________________________	 ____________	 ____________

Patient name:_ _________________________________________________

MR #:_ ________________________________________________________

DOB:__________________________________________________________ 

19250 S.W. 65th Ave. 
Medical Plaza Office Building 1, Suite 125 
Tualatin, OR 97062

Program Phone: 503-692-1670 
Program Fax: 503-692-1669 
 Legacy Meridian Park tax ID: 93-0618975

The following services are requested for your patient.  

• Primary care physician:  Please sign below to indicate approval of these services and fax to our office. 
• Referral coordinator:  Please submit referral to insurance company, if necessary, for number of visits indicated.

If you have any questions, contact  Lynn Strand, clinic assistant, at 503-692-1670. Thanks!

Requestor:_______________________________________ Today’s date:__________________________________________

Auth #:_______________________________________________Number of Visits:__________ Date range:__________________________

Medical ICD9 code(s):_ __________________________________Therapy ICD9 code(s):_________________________________________

Physician/PCP signature:________________________________________________________ Date:_______________________________
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Program phone: 503-692-1670

Program fax: 503-692-1669

The referral form provides medical authorization for services 
requested and assists in verification of insurance autho-
rization for services to be rendered. Please complete the 
referral form per instructions below to refer your patients. 
Telephone referrals are also welcomed.

Please complete only the portions of the form listed below. We 
will complete remaining items as needed.

Top portion of referral form

• Patient name

• Patient DOB

• Insurance name

• Insurance ID number

• Primary care provider name

• Primary care phone number

• Primary care fax number

Middle portion of referral form

• �For evaluation referrals, please check procedure(s) being 
requested in “Assessment” section.

Written descriptions of assessment procedures offered are 
available on request; description will be sent to family at 
time appointment is scheduled to help them know what to 
anticipate in the assessment procedure.

• �For therapy treatment referrals, please check requested 
therapy or therapies and requested  
frequency and number of visits. 

You will receive periodic progress reports; you may also 
receive subsequent request(s) to extend  
PCP authorization beyond initial therapy request if contin-
ued therapies appear warranted.

Lower portion of referral form

• Medical ICD9 code(s)

• Physician/PCP signature and date

Please fax completed form to our program. Thank you for 
your referral.
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