
Prior Evaluation Therapy Request
1200 South Acadian Thruway STE 217
Baton Rouge, LA 70806
Office Number 225-323-8279|Fax 225-529-2369| Email info@missbsbutterflies.com
_____________________________________________________________________________________

Today’s Date: _______________________________

Child’s Name ____________________________________________________DOB ____________

Primary Care Physician __________________________________________________________

Insurance Provider _______________________________________________________________

Date of Evaluation ____________________________ (Must be within the last 6 months)

Evaluated by/at _________________________________________________________________

Diagnosed with:

______F80.9 Developmental disorder of speech and language, unspecified

______F80.2 Mixed receptive-expressive language disorder

______F80.0 Articulation Disorder

______F80.81 Childhood onset fluency Disorder

______F80.4 Speech and language development delay due to hearing loss

______F84.0 Autism

_____other

_____ I don’t know

mailto:info@missbsbutterflies.com

