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Referral for Physical or Occupational Therapy 
 

Patient Name: ___________________________________  Date: ______________________ 
 
 Diagnosis:  ___________________________________________________________________________________ 
  
Physician Name: ______________________________ Phone: ___________________ Fax: _________________ 
 
Address: ______________________________________________ 
 

TREATMENT PLAN 
 Evaluate & Treat (per 

practitioner’s findings) 
  

Soft Tissue Mobilization 
  

Neurodevelopment Technique 
 Therapeutic Exercise  Gait Training  Sensory Integration 
 Therapeutic Activities  Neuromuscular Re-Education  Stretching 
 Myofascial Release  Postural/ Positional Education  Strengthening 
 Manual Cervical Traction  Craniosacral Therapy  ADL Training 
 Visceral Manipulation  Relaxation Training  Balance Training 
 Lymph Drainage Therapy  Home Exercise Program  Proprioceptive Training 
 Joint Mobilization  Pt Education for Self-Care  Other: 
 
Expected Frequency:   ______ per/week                 Duration:  ______ weeks/months 
 
Short Term Goals: _______________________     Long Term Goals:  _____________________________ 
                                 _______________________                                       _____________________________ 
                                 _______________________                                       _____________________________ 
                                 _______________________                                       _____________________________ 
 
Rehabilitation Potential:   ___Excellent     ___ Good    ___Fair  ___Poor 
 
Precautions or Contraindications:  ___________________________________________________________  
 
 
 
Physician’s Comments: _____________________________________________________________________ 
 
                                         _____________________________________________________________________ 
 
Physician’s Signature: ________________________________                 Date: ____________________ 
                                                                                    
Physician’s NPI: ___________________________                
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