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Addendum

	 FORMCHECKBOX 
  PT     FORMCHECKBOX 
  OT     FORMCHECKBOX 
  SLP     FORMCHECKBOX 
  Audiology

	Check one

	Complete all sections.

	Student’s Name:
	     
	DOB
	     

	Medicaid/FAMIS ID#:
	   
	MM/DD/YY

	Diagnosis:
	
	ICD-9 Code:
	

	Therapist:
	
	
	     

	
	Name
	
	Title/Credentials

	Change to Original Plan of Care:
(Include reason for change e.g., long term goals need updated, IEP is being amended or significant change to duration of plan)

	

	Frequency of sessions:
	Individual &/or Group:
	
	per
	

	Plan of Care Addendum Implementation Date: (mm/dd/yyyy)
	     
	

	
	
	

	Signature of Therapist / Title
	
	Date
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