
 

 

RECOMMENDATION/ORDER 
FOR APPLIED BEHAVIOR ANALYSIS THERAPY SERVICES 

 
 
Child’s Name: __________________________________  DOB: ____________________________ 
 
Projected Start Date: _______________________ Projected End Date: ______________________ 
 
Recommended Service:   Applied Behavior Analysis (ABA) 
 
Reason/Need for Referred Services: 
 

___x___ Autism Diagnosis 

The following information is REQUIRED from the licensed 

professional prior to start of services. 

 

ICD-10 code: ______F84.0______ 

 

____________________________________________ _____________________ 

Medical Practitioner Name (please print)    Title 

 

________________________________________________ _______________________ 

Signature (NO STAMPS)      Date (FULL DATE PLEASE) 

 

________________________________________________ _______________________ 

NPI Number       License Number 

 

(Medical Personnel Only) Medical Practitioner’s Contact Information (Office stamp may be used or pre-printed 
address and telephone number) 

 

 Name: ___________________________________________________ 
                               Address: _________________________________________________ 
                               City, State, Zip: ____________________________________________ 
                               Telephone: (            ) ________________________________________ 
 

23 Sitterly Road, Clifton Park, New York 12065 Phone: (518) 899.9235 Fax: (518) 899-9315 
220 Broadway, Fort Edward, New York 12828 Phone: (518) 338-3482 Fax: (518) 338-3484 

www.newmeadow.org 


