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Physician’s Referral Form 

 
Referring Physician: 

 
Physician Name: ____________________________     NPI: _____________________________ 

 

Phone: ____________________________________     Fax: _____________________________ 

 

 

Patient Information: 

 
Name: ____________________________________      DOB: ____________________________ 

 

Phone: ____________________________________     Diagnosis: ________________________ 

 

Surgery Date: ______________________________  

 

 Evaluate and Treat  

 Manual Therapy     

 Neuromuscular Re- Education 

 Therapeutic Exercise   

 Lymphedema Protocol 

 Gait Training      

 Compression Garments X 2     

 Other/Notes: ___________________________________________   

 

Frequency and Duration: 

 As recommended by the Physical Therapist 

 ____ Times/Week for _____ weeks or ______ visits total  

 

 

Physician Signature: _______________________________________   Date: _________________ 


