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              PASADENA  UNIFIED  SCHOOL  DISTRICT

                        Special Education Department 

THERAPY PRESCRIPTION

STUDENT: (last name)  __________________________  (first name) _____________________
DATE OF BIRTH: ____________________________

Dear Dr. Wilson,
The Individualized Education Program (IEP) team has recommended the following goals and services for the above student:

GOALS:

1. _______________________________________________________________________
2. _______________________________________________________________________
3. _______________________________________________________________________
SERVICES:

Therapy

Frequency
 Duration



Dates

□ Physical Therapy

________ X _________mins.   per __________   ______________
□ Occupational Therapy  
________ X _________mins.   per __________   ______________
Your signature below indicates that you are in agreement with these services that are being recommended through the Pasadena Unified School District as part of this child’s educational program, and will serve as the therapy prescription for the dates listed above.  

_____________________________


___________________

Therapist’s Signature




Date

_____________________________


___________________

Physician’s Signature




Date
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