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Fax: 770.535.0252  (Attn: Nursing) 

Child’s Name:_________________________________________________DOB: _____________ 

Diagnosis (for sleep positioning):___________________________________________________ 

Equipment/Positioning Devices needed:     ⃝ Bouncy seat    ⃝  wedge under mattress 

other: ________________________________________________________________________ 

Recommended positioning:     ⃝ back      ⃝ head elevated 

other: ________________________________________________________________________ 

Times and Duration (for sleep positioning):     ⃝ half hour intervals     ⃝ hour intervals  

⃝   full duration of naps 

Additional MD Notes: 
______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Start Date: _____________________ End/Re-evaluation Date: ___________________________ 

 

Physician Name: __________________________ Signature: ____________________________ 

Address: ______________________________________________________________________ 

Phone: __________________________  Fax: ________________________ Date: ____________ 

 

 


