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Pediatric Occupational Therapy Central Florida
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NEUROPLAY STUDIO

Pediatric OT

SESSION ATTENDANCE LOG

Patient Name: Date of Birth: Month/Year:
. . Service Duration Therapist Parent/Guardian
Date jlimeiIniS{ETIme  OUC I ooy /e (min) Initials Signature

Parent/Guardian: By signing above, I confirm that my child attended the occupational therapy session on the date and time indicated. This log
serves as verification of services rendered.



NeuroPlay Studio™ LLC e Pediatric Occupational Therapy e (352) 729-1796 ¢ connect@neuroplaystudio.com
Retain this log for your records and scholarship documentation



