THERAPY PROS O.T. & EDUCATIONAL SERVICES, PLLC 

962 Manor Road, Staten Island, NY  10314

Phone: 718-982-5944 Fax: 718-494-2724

info@therapy-pros.com
Speech-Language Referral

District ________

Independent Provider Name ________________________

Provider NPI # _______________________ Agency NPI # ___1811208689___________

Referral Date: __________________

I refer ________________________ for Speech Therapy services beginning: _________

                   Name of Student                                                                               Start Date

through ____________ plus one year.

                 End Date

I recommend Speech Therapy services due to the following _______________________

                                                                                          Identify Child’s Speech Disability

In order to address the following (check all that apply);

□ Address speech and/or language disability             □ Address pragmatic disability

□ Voice or fluency disability                                          □ Other please specify

OSIS No. ______________________________________________________________

Date of Birth ___________________________________________________________

Place of Services _______________________________________________________

Mandate ______________________________________________________________

Diagnosis Code_________________________________________________________

□By checking this box, it is my intent to electronically submit this record to the NYC DOE.  My submission of this record in this fashion is the legal equivalent of my handwritten signature on the submitted referral.

____________________
  
   _______________________________________

School Year



   Speech-Language Pathologist







   NYS License #







   NPI #







   ASHA Certification #                         (If applicable)

