
Waitlist Service Plan

Child’s Name: _________________________________________   Birthdate: ______________

Date of Referral:   ___________   Date of Parent/Teacher First Contact: _________________ 

Age: ____    Site:  _________   Therapy Requested:  OT / PT / SLP       Urgency Rating: ____ 

Reason for Referral: ____________________________________________________________

Comments:  ___________________________________________________________________

Service Need Identified (i.e. type of intervention) 

________________________________________________________________________

Service Delivery Method Proposed: (i.e. assessment, individual/group treatment, 
consultation)

Frequency of Intervention Expected, if known: (i.e. weekly, twice a month, once a 
month, once every 6 months…)

_______________________________________________________________________

Waitlist Type :( Initial Consult, Assessment, Individual/group Treatment, Consult)

Date Child’s Name Placed on Waitlist: ________            Waitlist Priority:   ________ 

Date Child Received Service Identified: _______

Services Child Received While on This Waitlist:_______________________________

________________________________________________________________________

WAIT TIME _______  Therapist: ___________________________________


