
Physician’s Order 
For  

Adaptive Equipment/Professional Services 

Patient Information 
Name:   
Date of Birth: 

Services needed from _________to _________ (If applicable) 
 effective date       end date 

Check applicable services needed. 

 Adaptive Equipment☐ 
 List what equipment is being requested: 

________________________________________________________________
    Professional Services ☐ 

 List what professional is being requested: 
 ________________________________________________________________ 

Medical Reasons and Qualifying Diagnosis: __________________________ 
________________________________________________________________ 
________________________________________________________________ 

Health Care Provider’s name (Printed) NPI # 

___________________________________ _______________________ 
Health Care Provider’s Email Address Phone # 

Health Care Provider’s signature Date 

For questions, please contact: Ronelle Baker at Ronelle-Baker@ouhsc.edu or 405-862-6682. 
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