
INITIAL THERAPY AUTHORIZATION FORM

PATIENT NAME ________________________________________________ 	 DOB _________________

PASSPORT ID# ________________________________________	 ORDERING MD __________________

DIAGNOSIS _____________________________________________________________________________

___________ NEW REQUEST or ____________ DATE INITIAL THERAPY STARTED W/ PHP

PT _____ STATE DATE ________ TIME/WEEK ____________ #OF WEEKS _______________

OT _____ STATE DATE ________ TIME/WEEK ____________ #OF WEEKS _______________

ST _____ STATE DATE ________ TIME/WEEK ____________ #OF WEEKS _______________

INJURY/ACCIDENT/DATES:

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
_______________________________________________

Note any therapy provided by 1st Steps or the school system, type, and frequency.

________________________________________________________________________________________

Note and previous therapy received, type, frequency, dates and provider.

________________________________________________________________________________________

Requesting Provider ________________________________________________________________________

Provider ID# ________________________________ Contact Person ________________________________

Phone# __________________________________ Fax# ___________________________________________

SERVICES APPROVED: PHP TO COMPLETE

Total Visits ___________________ Times/Week ________________ #/Weeks ________________________

Authorization# ________________________________ Date of Service Approved ________ to ___________

Date Authorized ______________________________ By ________________________________________



INITIAL THERAPY AUTHORIZATION FORM

	 NAME 	 ________________________________________________________________
	
	 DATE OF EVAL	 __________________________________________________________

HISTORY AND PHYSICAL
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

SUMMARY OF CURRENT STATUS

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

RECOMMENDATIONS/TREATMENT PLAN

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________



SHORT TERM GOALS

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

_______________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

LONG TERM GOALS

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

THERAPIST SIGNATURE/DATE	 _______________________________________________________



CONTINUED INITIAL THERAPY AUTHORIZATION FORM

PATIENT NAME ________________________________________________ 	 DOB _________________

PASSPORT ID# ________________________________________	 ORDERING MD __________________

DIAGNOSIS _____________________________________________________________________________

___________ NEW REQUEST or ____________ DATE INITIAL THERAPY STARTED W/ PHP

PT _____ STATE DATE ________ TIME/WEEK ____________ #OF WEEKS _______________

OT _____ STATE DATE ________ TIME/WEEK ____________ #OF WEEKS _______________

ST _____ STATE DATE ________ TIME/WEEK ____________ #OF WEEKS _______________

INJURY/ACCIDENT/DATES:

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
_______________________________________________

Note any therapy provided by 1st Steps or the school system, type, and frequency.

________________________________________________________________________________________

Note and previous therapy received, type, frequency, dates and provider.

________________________________________________________________________________________

Requesting Provider ________________________________________________________________________

Provider ID# ________________________________ Contact Person ________________________________

Phone# __________________________________ Fax# ___________________________________________

SERVICES APPROVED: PHP TO COMPLETE

Total Visits ___________________ Times/Week ________________ #/Weeks ________________________

Authorization# ________________________________ Date of Service Approved ________ to ___________

Date Authorized ______________________________ By ________________________________________



CONTINUED THERAPY EVALUATION FORM

	 NAME 	 ________________________________________________________________
	
	 DATE OF EVAL	 __________________________________________________________

UPDATED HISTORY AND PHYSICAL AND THERAPEUTIC EVENTS: E.G. BOTOX INJECTIONS, 
SURGERIES, UPDATED EQUIPMENT, OR ORTHOTICS

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

PROGRESS TOWARDS PREVIOUS GOALS (BE SPECIFIC)

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________



CURRENT GOALS

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

TREATMENT PLAN

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

THERAPIST SIGNATURE / DATE __________________________________________________________


