
          2636 South Loop West, Suite 270 
                                    Houston, Texas 77054         

                  Ph:  713-428-1995 
www.KidAdventuresPt.com 

 

            Kid Adventures Pediatric Therapy 
THERAPY PATIENT REFERRAL FORM 

 
Referral Date:   Staff date: _________________________________  

Patient Name:  DOB:   
 
Sex  M  F 

 
Address:  City:  State:  Zip:  

Insurance:  Medicaid #:  
Med 
type:  

 
Ethnicity:  (For state and Federal record keeping only)  Language:__________ 
 
Parent/Guardian:  Relationship:  Cell #  
 
Parent/Guardian:      Relationship: ____________ Cell #  _______________ 
      

Services Ordered:  ST   OT     PT          (circle) 
Is the patient in school or 
Daycare?  

   
Days Available for Therapy:    Sun      Mon         Tues         Wed         Thurs        Fri     Sat (circle) 
Times Available:  All Day           Mornings                   After School             Evenings (after 5pm) 
  

                                            
Referred by:  Address:  
 
Phone:  Fax:  Email:  

 
Physician:   Specialty:  
 
Address:  City:  County:  State:  Zip:  
 
Phone:  Fax:  LIC # ___________    
    NPI # ___________  

 
PLEASE FAX REFERRAL TO   (281) 974-2307  

Diagnosis  Surgical Procedure ICD10 Code 
1.      1.      
2.      2.      
3.      3.      
4.      4.      
5.      5.      
6.      6.      


