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· Patient Information

Patient Name: ____________________________________Date of Birth ________________

Patient Medicare Number (if applicable): ___________________________________________

Patient Address: ______________________________________________________________

___________________________________________________________________________

· Clinical Information

Medical Diagnosis (please do not list ICD-9 code):______________________________________

Communication Diagnosis (please do not list ICD-9 code):________________________________

Prognosis: ___________________________Length of Need: ___________________________

· Equipment Prescribed:

Device: _____________________________________________________________________

Accessories: ________________________________________________________________


· Physician Information
I have reviewed a copy and agree with the Speech-Language Pathologist’s completed
Augmentative Communication Evaluation for the subject patient (required by Medicare).

The prescribed Speech generating Device and accessories are necessary to achieve the
functional communication goals stated for this patient in the Speech-Language Pathologist’s
treatment plan.

Additionally, I hereby certify that I do not have a financial relationship with, nor will I receive any other gain from, the manufacturer of the recommended device. 


Physician’s Name (print): _______________________________________________________

NPI #: __________________________ Phone #: __________________________________

Medicaid Provider #: __________________________ License #: ______________________

Address: ___________________________________________________________________


Physician’s Signature _______________________________________ Date _______________







