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B U I L D I N G  S T R E N G T H  I N  O U R  C O M M U N I T Y

Outpatient Physical Therapy
PRESCRIPTION/REFERRAL FORM

PATIENT INFORMATION

Name: _______________________________________________________________________________________________

Date of Birth: _________________________________________________________________________________________

Address: _____________________________________________________________________________________________

Home Phone: ______________________________________  Work Phone: ______________________________________

PHYSICAL THERAPY EVALUATION / TREATMENT

Frequency/Duration: ___________________________  times per/week for ______________________________ weeks

Referral Source: _______________________________________________________________________________________

Insurance Company:___________________________________________________________________________________

Insurance Number: ____________________________________________________________________________________

Secondary Insurance: _________________________________________________________________________________

Secondary Insurance Number:__________________________________________________________________________

Workers Comp?          ❏ Yes           ❏ No          ❏ No Fault          ❏ Third Party Liablity

Employer: ____________________________________________________________________________________________

Date(s) of Injury: ______________________________________________________________________________________

Date(s) of Surgery: ____________________________________________________________________________________

Diagnosis:_____________________________________________________________ ICD 10: _______________________

Goals:________________________________________________________________________________________________

Precautions: __________________________________________________________________________________________

PHYSICIAN CERTIFICATION: I CERTIFY THE NEED FOR THESE SERVICES FURNISHED UNDER THIS PLAN OF 
TREATMENT AND WHILE UNDER MY CARE.

MD Name:____________________________________________________________________________________________

Signature: _____________________________________________________________  Date: _________________________


