
PHYSICIAN THERAPY REQUEST FORM / RX

CLIENT INFORMATION

CLIENT NAME:

DATE OF BIRTH:

CONTACT NAME:

ONSET DATE:

CONTACT NUMBER:

DIAGNOSIS/ICD10:

REASON FOR REFERRAL:

PHYSICIAN INFORMATION

PHYSICIAN:

NPI #:

ADDRESS:

UPIN #:

PHONE #:

FAX #: 

CONTACT NAME:

Please Note: request cannot be processed without Medical History. To avoid delay in scheduling, please submit the 
medical history along with this referral. If there is no medical history available, please indicate. 

SPECIAL INSTRUCTIONS / PRECAUTIONS:

SERVICES EVALUATE AND TREAT (CHECK ALL THAT APPLY)

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH THERAPY (** For Speech evaluations a status of hearing is required by insurance.)

PHYSICIAN SIGNATURE: DATE:


