
My Pediatric OT Services - Intake Form

EMAIL: referralotservices@gmail.com
Phone: (508) 208–8438 Practice - NPI: 1669753547

Please complete this intake form

There is a wait list, which is dependent upon your child’s availability. The first step is to submit new patient
forms via fax, mail, or email (all forms can be found under the “Forms” tab at “mypediatricotservices.com”).

Date of call/email: _______________________________ Referral source: __________________________________________

Parent’s Name: _______________________________ Child’s Name: __________________________________________

Address: ___________________________________________________________________________________________________________

Primary Phone: _______________________________ Email: ____________________________________________________

Insurance Company: ______________________________________________________________________________________________

HMO or PPO: ____________________ Copay: ________________ Deductible: ______________OT Visits # per year_______

Referral Needed: YES       NO Interested in Formal Write Up ($325 fee ):

Pediatrician: ______________________________________ Phone: ________________________Child’s DOB: _______________

Child’s Age: _________ Grade: ____________________________________ School: ______________________________________

IEP or 504 Services Received:____________________________________________________________________________________

Presenting concerns/reason for referral at this time: __________________________________________________________

______________________________________________________________________________________________________________________

Family Schedule/Availability:

Monday Tuesday Wed Thurs Friday Saturday

Service Request: ( ) Evaluation ( ) Treatment ( ) Screening Consultation

Informed of New Patient paperwork:

YES       NO

YES       NO
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