
Patient Name: [Insert Name] 

Date of Birth: [Insert DOB] 

Medical Record Number: [Insert MRN] 

Date of Service: [Insert Date] 

[Insert Clinical Summary or Certification Statement Here]  

 

__________________________ 

Attending Therapist Signature 

[Insert Name and Credentials] 

Date: [Insert Date] 

__________________________ 

Medical Director Signature 

[Insert Name and Credentials] 

Date: [Insert Date] 

 


