Corinthian Therapy

1225 Franklin Ave, Suite 325, Garden City, NY 11530
CPSE ATTENDANCE SHEET

CLINICIAN: ______________​​​​___________________ Service___________________________  Month/Year_______________________________
	P Student Name:
	IEP

Mandate  
	School

District
	Treatment Session
	Make ups
	Child Absent
	Therapist absent
	School Closed
	TOTAL- 

# sessions X rate=

	EX: Mary Smith
(for example, September)
	2x30
	Merrick
	9/3, 9/5, 9/10, 9/17, 9/19, 9/24, 9/26
	9/18 (for 9/12)
	9/12
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                                              TOTAL:  CSE $

+ CPSE $


= Grand Total $



I hereby certify that the visits on this billing sheet have been made as listed above with all dates and times being accurate. I understand that payment may be denied if all required documentation is not provided in a timely manner as requested and specified by the agency.   
Signature/ Title: ______________________________       Date:____________                         

Please list the dates in the appropriate boxes. Make sure you fill in mandates and school district. 





Please FAX this billing sheet and all log notes by the 5th of the month to:


(866) 541-7770








