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ﬁ ANW Special Education Cooperative - Interlocal 603




Re: _______________________________


Date:  _____________________
DOB: _____________________________

Dear  _______________________________,
The ANW Special Education Cooperative is a Medicaid Provider of School Based Services. Kansas Medicaid requires a yearly medical referral to be obtained and kept on file for evaluations and therapy in order to meet the Federal requirements for this program. Your signature authorizes your patient to receive one or more of the following services from August 1, 20___ to July 31, 20___. 
___  Initial evaluation and treatment for one or more of the following if indicated per evaluation results:

Physical therapy (PT)   
Occupational therapy (OT) 

Speech-Language (SL)

Attendant Care
Nursing
Audiology
___  Continued services and re-evaluation as needed for any of the following services:


Physical therapy (PT)   
Occupational therapy (OT) 

Speech-Language (SL)

Attendant Care
Nursing
Audiology
Please review, sign and return this form in the enclosed envelope.  Your cooperation is greatly appreciated.  

****************************************************************************************
TO BE COMPLETED BY PHYSICIAN

Other recommendations/precautions:  __________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________
_________________________

Physician’s Signature

_________________________
Date
Revised 9/24/2007

