Name of Participant:       

Start Date:       


OCCUPATIONAL THERAPY
(Adult & ABI Only)

 FORMCHECKBOX 
 G0152 Individual  
    Units                  

 FORMCHECKBOX 
 G1052UP Group
    Units
Provider:       



Date of assessment indicating need for such services:         

Why it is not billable to Medicaid:      
Recommendations (Sheet may be attached):       
Expected outcome of Therapy:       
How outcomes will be measured:       
*This form will serve as a recommendation from the above Therapist.  A physician’s prescription must be included.  

_________________________________​​__________
        ____________

Therapist Signature (required for waiver services)

        Date
Monthly documentation for waiver services must be submitted to the Case Manager by the 10th business day of the following month.
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