
Rehabilitation Referral Form

New Appointment
Please attach a copy of insurance card with this form.  Each patient is given a “next available” appointment 
slot.  If the scheduled appointment is not soon enough, please contact us.

Patient Information

Referring Physician: _____________________________
Offi ce Contact Name: ____________________________

Patient Name: _________________________________
Parent or Guardian’s Name: _______________________
Address: ______________________________________
City: _________________ State: ________________ Zip: ___________

Offi ce Fax: ________________________________
Offi ce Phone: ______________________________

Date Of Birth: ______________
Home Phone: ______________________________
Alt Phone: _________________________________

Practice Information

Can we leave a message at the home/alt. phone?     Y     N Translator needed?     Y     N Language: ________

Reason For Referral/Symptoms: ______________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Has Lab been done?     Y     N   If yes, please include results with submission.
Has Radiology been done?     Y     N   If yes, please include results with submission.

Please be as detailed as possible to ensure appropriate clinic and appointment slot. 
Note size and location of lesions—particularly vascular. 

Gender:     M     F

Does patient have medical insurance?     Y     N

Notes / Special Instructions

Rehabilitation Clinic

Botox Clinic
Brachial Plexus Clinic
EMG (Electromyography) Clinic
First Look Clinic
General Rehabilitation Clinic
Limb Defi ciency (Amputation) Clinic

Mild Traumatic Brain Injury (Concussion) Clinic
Muscle Nerve (Muscular Dystrophy) Clinic
Seating (Wheelchair) Clinic
Spinal Defects (Spina Bifi da) Clinic
Torticollis Clinic
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