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For Physical Therapy

8lIO Cordova Road. Suite 107
Cordova. Tennessee 38016
(901) 756-1650 : Fax: (901) 756-1296

Physical Therapy Referral

Patient's Name: Date:

Diagnosis:

Phone Number DoB
Specific Treatment Requested

[] Neck Program O uitrasound

[0 shoulder Program [J Phonophoresis

[ Back Program ] 1ontophoresis

[ elbow Program O Electrical Stimulation

] Hip Program O Tens Setup

[J Knee Program ] Hot / Cold Packs

] Ankle Program [C] Bracing / Taping

] Feoot Program [] Compression Therapy

[C] Werk Conditioning Program [] Soft Tissue Mobilization

[0 Home Exercise Program ] Whirlpool

[J ROM 7 Joint Mobilization [C] Wound Care

[] Cervical / Lumbar Traction

Comments / Special Instructions:

O Evaluate and treat as indicated
Frequency: o Daily O 3x / Wk O 2x / Wk O Ix / Wk

Duration: Weeks

This certifies Medical Necessity
Physician's Signature



