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Dear Parents / Guardians: 
 
Ohio law governing the practice of physical therapy requires me, with your permission, to notify 
the health care provider of your choice that your child will receive physical therapy services at 
school as established in the IEP.  I will notify the health care provider you specify below.  This 
can be a family physician, a pediatrician or a specialist. 
 
If you do not want me to inform your child’s physician, he / she will still receive PT services as 
determined by the IEP team. 
 
Please complete the form below including the physician’s address and / or phone number, sign 
and return it to your child’s teacher. 
 
     Sincerely, 
 
 
 
 
     Elizabeth Scott, PT 
 
--------------------------------------------------------------------------------------------------------------------- 
 
Student’s name:_____________________________  Date of Birth:_______________________ 
 

o I give permission for my child’s physician to be notified that he / she is receiving physical 
therapy services. 
The physician I would like notified is:__________________________________________ 
 
Physician’s Address:________________________________________________________ 
 
                                 ________________________________________________________ 
 
Physician’s phone number:___________________________________________________ 
 

o I do not give permission for my child’s physician to be notified that he / she is receiving 
physical therapy services. 
 
Parent’s or guardian’s signature:_____________________________  Date:____________ 


