
   

FAX to: 386-258-7677 
 

 
Physician Referral for (Child’s Name)    (M) ¨ (F) ¨ DOB __________ 

Parent/Guardian   Phone      Relationship    

Address     City     St     Zip    

Primary Insurance    Policy #       Group #    

Subscriber Name      Subscriber DOB     

Email     
 

 

  Autism Diagnostic and Functional Assessment 
May include: ADOS-2, EarliPoint, Occupational Therapy, Physical Therapy, Speech Therapy, and Audiology 
Evaluations 

 

  Pediatric Therapy Evaluation and Treatment 
       Occupational Therapy      Physical Therapy         Speech/Language Therapy 

 
  Applied Behavior Analysis Therapy (ABA) – Diagnosis required 

 
  Mental Health Counseling – (treatment 6yrs and older) 
 

Diagnosis Code: _______ (Z codes are not Permitted) 

 
(F84.0 can only be used for children who have already been diagnosed with Autism) 

*The referral for evaluation expires 1 year from the date signed. 
 

 
Physician Name _   Signature  _   
Physician Address         
Physician NPI#  Referral Date    
Email Phone   Fax      

 

 
 
 
D:Company/Forms/ACE/Pediatric Specialty Referral 7/2026 

Easterseals Florida, Inc., 1219 Dunn Ave., Daytona Beach, FL 32114 
Ph 386-255-4568 FAX 386-258-7677 https://florida.easterseals.com / info@esfl.org 

https://florida.easterseals.com/
mailto:info@esfl.org

	Physician Referral for Childs Name: 
	M  F  DOB: 
	ParentGuardian: 
	Phone: 
	Relationship: 
	Address: 
	City: 
	St: 
	Zip: 
	Primary Insurance: 
	Policy: 
	Group: 
	Subscriber Name: 
	Subscriber DOB: 
	Email: 
	Diagnosis Code: 
	Physician Name: 
	undefined: 
	Physician Address: 
	Physician NPI: 
	Referral Date: 
	Email_2: 
	Phone_2: 
	Fax: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off


