- PEDIATRIC

THERAPY
X QK SERVICES
Medical History Information

Necessary to Secure Authorization

Patient Name: Birthdate:
Primary Care Pediafrician: Phone#
Address Zip Code

Patient's Specialists: (list all)

Are there any changes in your doctors2[ | Yes [ ] No
If yes, please list:
Any changes or additions to diagnosis2 [ | Yes [ | No
If yes, please list:

Current Medications: Please use back if necessary
Name Dose Frequency Purpose Method

Method choices might include: PO, IV, NG, Nebulizer, Aerosol.
List child’s equipment:
School, Daycare or Preschool child attends: Grade:
List special education services:
Other outside therapy?2 [_IPT [JOT [IST Frequency of each

If yes, Name of provider:
In school setting2 []PT [ JOT[IST  Frequency:

PROVIDE MOST CURRENT EVALUATIONS FROM PROVIDER.

Does child require special diet/restrictions2 ] Yes [ ] No
If yes, please list:
Areas of concern:
Safety Issues:
Therapy goalse

The information above has been completed fo the best of my knowledge and ability.

Printfed Name: Relationship to Patient

Signature: Date:

1215 E. Orange Street * Lakeland, FL 33801-5762 « (863) 802-3800 « Fax: (863) 802-0480
206 Ridgewood Avenue * Brandon, FL 33510-4617 « (813) 662-1060 * Fax: (813) 662-0530
www.ptsbeyourbest.com




