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Therapy Schedule 

Patient Name: _________________ DOB: __________ 

It is our goal to set a consistent therapy schedule with your family. You can find your next appointment time 

at the bottom of the previous week’s provided SOAP note. Please note the following: 

• Therapy appointments are on a ‘give or take 15-minute’ schedule (i.e., if your appointment is scheduled 

for 10AM, your clinician may arrive between 9:45AM and 10:15AM).  

• If you need to cancel your appointment, please give your clinician as much notice as possible. If the 

therapist arrives at your appointment time and you are not there, you may be subject to pay for that visit. 

• If your therapist needs to cancel, she will notify you as soon as possible. Appointments cancelled by the 

therapist will be made up to the best of our ability - but may not always be possible. 

Your therapy frequency is: ________________________________________________________ 

Your therapy frequency was determined by:   Early Steps   Insurance Company   SLP Recommendation 

-Feel free to utilize the calendar below for scheduling purposes- 
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