
Physician / Therapist Referral Form
Physician/
Therapist Name: __________________________   Diagnosis/ICD9: _____________________

Signature: _________________________________

CHECK ONE
Pain Management

Back
Lower Extremity
Upper Extremity

Pre Surgery Rehab: Surgury Date:  _____ / _____ / _____
Post Surgery Rehab: Surgury Date:  _____ / _____ / _____
Stroke Aftercare
Cardiac Rehab Phase IV

Posture Re-Education
Gait Training
Balance Training
Weight Loss / Weight Gain
Sports Specific  ______________________
General Strengthening

Soft Tissue / Manipulation / Massage
Ultrasound / E-Stim
Heat / Ice

Notes: ____________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Date: _____  / _____  / _____
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III. Requested Service(s)

I. Patient Category

Begin to build a “fitter” life for yourself

II. Exercise Based Rehab


