
PHYSICAL THERAPY REFERRAL FORM

Patient name:

Date of Onset:

MRI/X-Rays performed?  If yes, please send resultsYES

YES

NO

NO

Diagnosis/CPT Code:

Surgery Date/Procedure:

Results:

Physician’s Signature:

Date:

Referral for Physical Therapy Evaluate and Treat Notes/Comments

I certify that the patient is aware of his or her diagnosis and prognosis 
and that the treatment prescribed is medically necessary.

Lab Work performed?


