Arkansas Division of Medical Services

Occupational, Physical and Speech Therapy for Medicaid Eligible Recipients

Under Age 21

PRESCRIPTION/REFERRAL

The PCP or attending physician must use this form to prescribe medically necessary Medicaid therapy services, or must use this form to make a referral for therapy services. The provider must check the appropriate box or boxes.






 FORMCHECKBOX 
 Referral 



 FORMCHECKBOX 
 Treatment

EVALUATE/TREAT IS NOT A VALID PRESCRIPTION

Patient Name: 

  Medicaid ID #: 





Date of Last Physical Examination: 










Medical Diagnosis: 












Developmental Diagnosis: 











Clinical Indication for Treatment: 










	Complete this block, if this form is a prescription

	Occupational Therapy (OT)
	Physical Therapy (PT)
	Speech Therapy (ST)

	          Minutes per week
	          Minutes per week
	          Minutes per week

	          Duration (months)
	          Duration (months)
	          Duration (months)


Other Information: 












Note:

	
	OT
	PT
	ST

	Expenditures for SFY02
	$17,848,926
	$13,648,708
	$23,455,387

	Average Units Per Recipient 
	92
	89
	87

	Average Cost Per Recipient
	$1,626
	$1,536
	$1,370

	Total Recipients Served 
	10,979
	8,886
	17,118


Primary Care Physician Name (Please Print)                                Medicaid Provider Number

Attending Physician Name (Please Print)                                      Medicaid Provider Number

By signing as the Primary Care Physician (PCP) or Attending Physician, I hereby certify that I have carefully reviewed each element of the therapy treatment plan, that the goals are reasonable and appropriate for this patient, and in the event that this prescription is for a continuing plan I have reviewed the patients progress and adjusted the plan for his/her meeting or failure to meet the plan goals.

Physician Signature (PCP or attending Physician)                        Date

DMS-640 (Rev. 1-2003)


