PROVIDER SESSION NOTES
Corinthian Therapy Mgmt Services, Inc.  Fax: 1-866-541-7770 NPI #1427339381 Month/Year:​​ 

  

	Student Name (last, first):

	Date of Birth:


	District:

	Service Provider Name/License Number:

Service Provider NPI#
	Supervising Provider/License Number:

Supervisor NPI#:
	Location (School, Home, Other):


	Service Type, Mandate, Ratio (as per IEP):

(ST, OT, PT, RR, BIS, PrTr) (2x30,5x50) (1:1, 3:1, Grp, Ind.)
ICD-9 CODE:
ICD-10 CODE (after 10/1/15):

IEP Start Date - End Date:
	Visit Code Key:

P:     PRESENT and  RATIO (1:1, 3:1, 5:1, G, I)
SA:   STUDENT ABSENT WITH  NOTICE

SAB: STUDENT ABSENT WITHOUT 24 Hrs. NOTICE

TA:   THERAPIST ABSENT

MU:  MAKE UP

H:     HOLIDAY

SC:    SCHOOL CLOSURE

CSE:  ATTENDED CSE MEETING
	   *  Provider signature and date required after each session note
** Supervisor signature and date required when services are provided by a CFY, COTA or PTA.
***Authorized signature and date required for each session....must be signed by parent, teacher, or school personnel.



My signatures below serve as verification that the services were provided on the dates indicated. I understand that this information
	Date of Session
	Time In
Time Out


	CPT

Code
	Visit Code &
Ratio
	Focus of Treatment and Outcome (including objectives and measure of success and responses of child)
	Parent/Authorized Witness Signature***

	
	
	
	
	
	Provider Signature*/Supervisor Signature**
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may be used for Medicaid claiming purposes and must accurately reflect services provided.
