referral for ccs medical therapy program (mtp) services
	
	/     /

	child’s name
	dob

	date of exam:      /      /
	age at exam:

	address:

	parent name(s):

	telephone:




1) Clinical Description:
2) Medical History and other pertinent information:
3) Physical findings establishing MTP Eligibility

Under 3 Years: (2 of 5 findings required for MTP eligibility)

( Exaggerated or persistent primitive reflexes beyond normal age:
( Root
> 4 months
( Crossed Extension   > 1 month
( Other (specify)_______________
( Moro
> 6 months
( Automatic walking > 4 months
________________________________
( Palmar grasp
> 6 months
( Babinski
> 12 months
( Increased DTR’s (3+ or greater, clonus) Specify location:___________________________________________________
( Abnormal posturing (please describe):____________________________________________________________________________
( Hypotonia with normal or Increased DTR’s and under 1 year of age. Greater than 1 year must meet the criteria for

hypotonicity under C.P. (below)
( Asymmetry of motor findings (describe):___________________________________________________________________________
Not Age Dependent:

( Cerebral Palsy, a motor disorder,  

Producing one of the following:

( Spasticity or rigidity (specify distribution):__________________________________________________________________
( Hypotonia with normal or increased DTR’s and exaggeration of or persistence of primitive reflexes beyond
the normal age (specify primitive reflexes present):_______________________________________________________
( Involuntary movements:  ( Athetoid
( Choreiform
( Dystonic

( Ataxia (specify findings)
( Incoordination of voluntary movement
( Reeling/shaking or trunk or head

( Dysdiadochokinesia
( Staggering or stumbling

( Intention tremor
( Broad-based gait

( Chronic musculoskeletal disease or deformity (specify):____________________________________________________________
e.g. Osteogenesis Imperfecta, JRA, Arthrogryposis, Amputation

( Neuromuscular condition producing weakness or atrophy (specify):________________________________________________
e.g. Myasthenia, Muscular Dystropy

( Connective tissue disease or contracture resulting from burn (specify):______________________________________________
        Other conditions manifesting findings listed under CP(e.g. degenerative neurologic disease, other intracrainial process)

4) Prescription for services:
( Physical & Occupational therapy Evaluation and Treatment services

___________________________________________
___________________________________________
____/____/____

Examining Physician’s Signature
Print Name
Date


california children’s service fax number
Alameda
510-267-3254
San Mateo
650-573-2751
Monterrey
831-443-5670
Santa Clara
408-793-6250

San Francisco
415-575-5790
Santa Cruz
831-763-8910
