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Name of Candidate___________________________________ Age  _______ Sex ______ Yrs with Condition  ______ 

Contact Cell _________________________________ Email ______________________________________ 

How did you hear from us?__________________________Referred by _____________________________ 

Treating Physician                        Specialty ___________________________ Email  ____________________________ 

Name _______________________________ Ph # ____________________ Fax# _____________________________ 

Brief  Clinical Summary of Candidate ________________________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________  

Candidate’s Current Physical Status__________________________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

______________________________________________________________________________________________ 

Recommendation for rehab services_________________________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

 

Need Rating (from 1 to 5, 5 being the highest) ________ Signature _____________________ Date ______________ 

 

Treating Therapist 

Therapist Name _______________________ Ph # ___________________ Email  _____________________________ 

Spero Rehab_____ Easter Seals_____   Therapy Needed:  PT ____   OT____    (100 Sessions @ $100/hr + Evaluation) 

Insurance: ______ None ____  Exhausted ____  DARS /TWS explored : Yes ____  No ____   Other _______________ 

Minor Equipment Needs: _________________ cost $_______  Transportation needs: ___________cost $_________  

Current Assessment of Candidate ___________________________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

______________________________________________________________________________________________ 

Summary of Proposed Rehab Program  ______________________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________           

Expected Results from Rehab Program _______________________________________________________________ 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

Other Notes: ____________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Recommendation ________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Progress reports are needed by treating Therapists every 30 days to the Committee 

Need Rating (from 1 to 5, 5 being the highest) ________ Signature _____________________ Date ______________ 

Ref: 


