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PHONE (503) 371-0779                      FAX: (503) 371-0886

Rehabilitation Services Referral

	Patient Name                                                                                          

	Phone: (       )          -                                                                                  
	                                                             

	DOB:     /       /                       
	SSN        -           -                                                                    

	Diagnosis
	

	ICD 9:                                                                                
	Onset date:      /         /                                                             

	MD UPIN: 
	 


	Frequency:  __________  times per week for ________  weeks

	                                                                                                                                              

	Patient Follow-up with MD on:       /       /           ;  or in_________ weeks

	                                                                                                                         

	                                                                                                                              

	                                                                                                                              

	Physical Therapy
	Occupational Therapy
	Speech Therapy 


	□Evaluate and Treat
	□Evaluate and Treat
	□Evaluate and Treat

	□Evaluate only
	□Evaluate only
	□Evaluate only

	□Gait and Transfer Training
	□Self care/ADLs
	□Speech 

	□Functional Activities
	□Thermal Modalities
	□Language

	□Therapeutic Exercise
	□DME Eval
	□Swallowing

	□Wheelchair or DME Eval
	□Cognitive Skill Training
	□Cognitive Skill Training

	□Thermal Modalities 
	
	 

	□Electrical Stimulation
	
	 

	□Vestibular Rehabilitation
	
	 

	□Other:
	□Other:
	□Other:

	 
	
	 

	□ Per office protocol for: 
	□ Per office protocol for: 
	□ Per office protocol for: 

	 
	
	 

	 
	
	 

	 
	
	 

	Physician Name:
	                
	 Date: ___________

	Physician Signature
	 
	 

	 
	
	 


