
 Therapeutic Services Form 

August 2026 Please reach out to your Case Specialist with any questions. 

Participant Name: 

Participant Date of Birth: 

Instructions: Indicate the therapies that are medically necessary for the patient on an ongoing basis. Do not 
use this form for intensive therapies.  

Therapy 

You may select more than 1 

Frequency and duration 

E.g. 1 hour x 3 per week

 Animal-Assisted Therapy 

 Applied Behavior Analysis (ABA Therapy) 

 Aqua Therapy 

 Art Therapy 

 Behavioral Therapy 

 Feeding therapy 

 Massage Therapy 

 Music Therapy 

 Occupational Therapy 

 Physical Therapy 

 Recreational Therapy 

 Reflex Integration Therapy 

 Speech Therapy 

 Vision Therapy 

 Other: 

 Other: 

 Other: 

 Other: 

Provider Name:  

Provider Credentials: Practice Phone: 

Practice Address: Practice Fax: 

Provider Signature Date: 
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