
PROVIDER ID #: 

TREATMENT DATE: PLACE OF SERVICE:

TIME TREATMENT BEGAN:

TYPE OF SERVICES RENDERED:

PROGRESS ACHIEVED:

CHANGE IN RECIPIENT'S STATUS:

*Please note this form is not required by Florida Medicaid to prescribe therapy services.  This form is provided as an optional 

convenience to therapy providers to assist in the process of writing a plan of care.

TREATMENT FORM

RECIPIENT NAME: 

DATE OF BIRTH: 

REFER TO THE THERAPY SERVICES COVERAGE AND LIMITATIONS HANDBOOK  FOR COMPLETE POLICY INFORMATION

MEDICAID ID #:

CHRONOLOGICAL AGE: 

(Optional*)

THERAPIST SIGNATURE:

 Therapist Name (Please Print) Therapist Signature Date

MEDIPASS AUTHORIZATION #: 
(If Required)

NUMBER OF UNITS:



TREATMENT FORM

TREATMENT DATE: PLACE OF SERVICE:

TIME TREATMENT BEGAN:

TYPE OF SERVICES RENDERED:

PROGRESS ACHIEVED:

CHANGE IN RECIPIENT'S STATUS:

TREATMENT DATE: PLACE OF SERVICE:

TIME TREATMENT BEGAN:

TYPE OF SERVICES RENDERED:

PROGRESS ACHIEVED:

CHANGE IN RECIPIENT'S STATUS:

 Therapist Name (Please Print) Therapist Signature Date

NUMBER OF UNITS:

NUMBER OF UNITS:

THERAPIST SIGNATURE:

THERAPIST SIGNATURE:

 Therapist Name (Please Print) Therapist Signature Date


