
Service Date Patient Name
Start 
Time

End 
Time Clinician Type

Type Of Treatment 
Session 

(OASIS, Eval, Visit) 
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Total # Oasis: __________ Total # Evals: __________ Total # Visits:__________

         Authorized Facility Approver Signature: _________________________ Date: ____________

Employee Signature: _______________________________         Date: ____________

1630 East 15th St., Suite 201, Brooklyn, NY 11234
OFFICE: (718) 724-2810  Therapy FAX: (866) 549-1581 Nurse Fax: 866-549-1599

           Employee Name:__________________________     Facility Name: __________________________ 

                              Authorized Facility Approver Name: ___________________________

Documentation Type (Manual, Electronic) 
Enclosures If Manual 
(HEP/NOMNC/OASIS)


