Covered Bridge Special Education District




         Rockville Community School Corporation
1320 Walnut Street






         South Vermillion School Corporation

Terre Haute, IN 47807






         Southwest Parke Community School Corporation

Office (812) 462-4364
FAX (812) 462-4377



         Vigo County School Corporation

PHYSICAL THERAPY --- OCCUPATIONAL THERAPY

PARENT PERMISSION AND PHYSICIAN CONSULTATION
	STUDENT:
	     
	DATE OF BIRTH:
	     /     /     
	DATE:
	     /     /     

	
	
	
	Complete Numerically
	
	Complete Numerically

	SCHOOL:
	     
	SCHOOL YEAR:
	     

	
	
	
	

	Dear Parent and Physician:  The above named student has been referred for evaluation and or service as described below through the Covered Bridge Special Education District.  Please fill in the appropriate information below if you wish for this student to receive the services that have been recommended.

	

	                                                                           To be completed by CBSED Staff only                                 EVALUATION/SERVICE

	Evaluation and/or Treatment as indicated in the following area(s):     FORMCHECKBOX 
 Physical Therapy   FORMCHECKBOX 
 Occupational Therapy

	

	Physical Therapy Annual Goal:  
	     

	
	

	Frequency of Physical Therapy:
	     
	Exercise Program:
	     

	
	
	
	

	
	
	
	

	Occupational Therapy Annual Goal:  
	     

	
	

	Frequency of Occupational Therapy:
	     
	Exercise Program:
	     

	
	
	
	

	PARENT PERMISSION

Parent permission is given to provide services identified and to contact the physician listed below to consult with school personnel toward the provision of those services.

________________________________________________________             _______________________

                                   Parent/Guardian Signature                                                      Date


	PHYSICIAN CONSULTATION

Physician’s Name and Address: ________________________________________________________________________________
_______________________________________________________________________________________________________________

             DIAGNOSIS:  __________________________________________________________________________________________
             PRECAUTIONS (if any):  ________________________________________________________________________________
________________________________________________________             _______________________

                                            Physician’s Signature                                                      Date




Please return this completed form to:

Covered Bridge Special Education District







Attn:  Sandy Boswell






1320 Walnut Street







Terre Haute, IN 47807
Updated August 2008        OT/PT Script


   






