	[image: BW%20Logo%20Horizontal]
	902 Northside Drive
Perry, GA 31069
(Ph) 478-987-1610
(EFax) 973-965-4580
	4116 Arkwright Road Ste 2
Macon, GA 31210
(Ph) 478-477-0601
(EFax) 973-965-4580
	408 E 3rd Ave
Cordele, GA. 31015
(Ph) 478-987-1610
(EFax) 973-965-4580



	Kay Hancock, M.Ed., CCC-SLP
Lori Badgett, M.Ed., CCC-SLP
Tiffany Scavo, M.A., CCC-SLP
Amy Way, M.Ed., CCC-SLP
Beverly Sinclair, M.Ed., CCC-SLP
Michelle Thompson, M.Ed., CCC-SLP
Kayde Campbell, M.Ed., CCC-SLP

	Kristi Hilliard, MCD, CCC-SLP
Kelly Smith, SLP.D., CCC-SLP
Katlyn Chitwood, M.Ed., CF-SLP 
Jacqueline Davis, M.Ed., CCC-SLP
Christy Bullard, M.Ed., CCC-SLP
Rachel Taylor, M.Ed., CCC-SLP
Heather Lewis, MSEd., CCC-SLP
	Morgan Curro, M.S., CCC-SLP
Rebecca Benefield, M.Ed., CCC-SLP
Wendi Martin, MPT
Krista Brooks, DPT
Staci Andrews, MPT
Ashley Herndon, OT
Ame Smith, COTA



PRESCRIPTION/LETTER OF MEDICAL NECESSITY
 FOR SPEECH-LANGUAGE-SWALLOWING EVALUATION AND/OR THERAPY


Referred by: ______________________ (Your MD Name)	Tele#_________________________________________
								
								Fax#_________________________________________

PATIENT INFORMATION – REQUIRED

Patient Name: ______________________________		DOB: ________________________________________

Address: ___________________________________

	    __________________________________
Patient Telephone Numbers:					Insurance Information:

Home: ____________________________________		Primary: _____________________________________

Work: _____________________________________		Secondary: ___________________________________

Cellular: ___________________________________		Parent Name: _________________________________

Patient Hx Information Relevant To Treatment Dx or Send Copy of H&P:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Primary Concern/Reason for Referral:

__________________________________________________________________________________________________


Physician Signature: ___________________________________	Date: __________________________________


DIRECTIONS/NOTES FOR PHYSICIAN:

	**PLEASE FAX WITH THIS REFERRAL:

1. This completed form
2. Copy of front/back of insurance card
3. Any Hx/physical

	** EXAMINATION MAY INCLUDE ALL OR SOME OF THE FOLLOWING:

· Speech/Language/Fluency Evaluation
· Dysphagia/Feeding/Oral Motor Evaluation
· Voice Evaluation
· Physical Evaluation
	**RECOMMENDATIONS MAY INCLUDE:

· Continue with current plan/goals
· Initiation of treatment plan/goals
· Monitor Pt
· Discharge Pt
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