
	
  

(Please	
  print)	
  
Patient’s	
  name:	
  ____________________________________________________________________	
  
	
   	
   	
   First	
   	
   	
   Middle	
   	
   	
   Last	
  
Patient’s	
  date	
  of	
  birth:_________________________________	
  Patient’s	
  sex:	
  	
  	
  	
  Male	
  	
  	
  	
  Female	
  
	
  
Medical/treating	
  diagnosis:	
  __________________________________________________________	
  
	
  
ICD-­‐9	
  code:	
  _______________________________________________________________________	
  
	
  
	
  This	
  patient	
  needs	
  a	
  _____________________________	
  interpreter	
  for	
  ____________________	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Language	
   	
   	
   	
   	
  	
  	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  Service	
  

Center	
  for	
  Advanced	
  
Technology	
  and	
  Robotic	
  

Rehabilitation	
  	
  
Prescription	
  Form	
  

Fax	
  order	
  to:	
  404-­‐785-­‐4388	
  
Call	
  to	
  schedule:	
  404-­‐785-­‐4908	
  

	
  
Referring	
  Provider’s	
  
Statement	
  of	
  Medical	
  
Necessity	
  and	
  Services	
  
The	
  above-­‐named	
  individual	
  is	
  
currently	
  under	
  my	
  medical	
  care.	
  I	
  
have	
  recommended	
  the	
  
treatment/apparatus	
  indicated,	
  
which	
  is	
  medically	
  necessary	
  for	
  
optimal	
  care	
  of	
  the	
  condition	
  for	
  
which	
  I	
  have	
  been	
  consulted.	
  	
  
	
  
	
  
____________________________	
  
Referring	
  provider’s	
  name	
  
	
  
____________________________	
  
Referring	
  provider’s	
  signature	
  
	
  
____________________________	
  
Date	
  	
  
	
  
____________________________	
  
Referring	
  provider’s	
  license	
  number	
  
	
  
____________________________	
  
Address	
  
	
  	
  	
  	
  
____________________________	
  
City	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  State	
  	
  	
  	
  ZIP	
  
	
  
____________________________	
  
Fax	
  
	
  
For	
  questions	
  about	
  anything	
  on	
  this	
  
script,	
  contact:	
  
_____________________________	
  
Contact	
  name	
  
	
  
____________________________	
  
Phone	
  
	
  
	
  
	
  
Some physicians and affiliated healthcare 
professionals on the Children’s Healthcare of 
Atlanta team are independent providers and are 
not our employees.	
  

	
  
	
  
(Rev	
  9/4/14)	
  

Services	
  in	
  the	
  Center	
  for	
  Advanced	
  Technology	
  and	
  Robotic	
  Rehabilitation	
  
	
  
	
  

	
  Occupational	
  therapy	
  (OT)	
  
	
  Tyromotion	
  	
  
	
   	
  Amadeo	
  Robot	
  
	
   	
  Upper	
  extremity	
  technology	
  

	
   	
  RT	
  200	
  FES	
  elliptical	
  
	
   	
  RT300	
  FES	
  bike	
  
	
   	
  Motomed	
  FES	
  bike	
  
	
   	
  Other	
  
	
  	
  	
  	
  	
  	
  
	
  
 
	
   	
  
	
  	
  	
  	
  	
  	
  
	
  Evaluation	
  and	
  treatment	
  as	
  needed	
  __________	
  
	
  

Recommended	
  frequency	
  _____	
  x	
  per	
  _____	
  (week/month)	
  for	
  _____________(duration)	
  
	
   
Rehab	
  potential:	
  	
  Good	
   	
   	
  Fair	
   	
   	
  Poor	
  
	
  
Specific	
  Instructions	
  
	
  Intensive	
  therapy	
  recommended	
  to	
  work	
  on	
  endurance,	
  strength	
  and	
  gait	
  impairments	
  for	
  
improved	
  functional	
  mobility	
  and	
  ability	
  to	
  engage	
  appropriately	
  and	
  safely	
  in	
  their	
  environment	
  
	
  
	
  Intensive	
  therapy	
  recommended	
  to	
  work	
  on	
  fine	
  motor	
  tasks	
  and	
  upper	
  extremity	
  impairments	
  
for	
  improved	
  ability	
  to	
  appropriately	
  and	
  safely	
  perform	
  functional	
  tasks	
  affecting	
  ADLs	
  and	
  IADLs	
  
	
  
List	
  any	
  additional	
  specific	
  instructions,	
  contraindications,	
  precautions	
  or	
  weight-­‐bearing	
  
limitations:	
  
	
  
	
  
	
  

 

 

 

 

 

 

	
  
	
  
	
  
	
  

	
  
	
  Physical	
  therapy	
  (PT)	
  
	
   	
  AlterG	
  treadmill	
  
	
   	
  Vector	
  body	
  weight	
  support	
  system	
  
	
   	
  Bioness	
  L300	
  	
  	
  
	
   	
  Bioness	
  L300	
  fitting	
  trial	
  
	
   	
  RT	
  200	
  FES	
  elliptical	
  
	
   	
  RT	
  300	
  FES	
  bike	
  
	
   	
  Motomed	
  FES	
  bike	
  
	
   	
  Other	
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