FOR APPOINTMENT, PLEASE CALL OR FAX

T ma TEL: 651-288-9616 FAX:651-739-8452

. EMAIL: ADMlN@RESULTS'THERAF’Y.CDM
WWW.RESULTS-THERAPY.COM

o 11

THERAPY REFERRAL FORM

DATE:

PATIENT NAME: DOB:
PATIENT CELL # Home # WoRrRk#
INSURANCE COMPANY: ID#: GrROuUP#:
ADJUSTOR: PHONE#:
D PERSONAL INJURY D WORKERS COMP CLAIM7#:
DOI: DIAGNOSIS:

REFERRING DR: PHONE#: FAX#:
REFERRING DR. SIGNATURE: NPI#:

PHYSICAL THERAPY
D EVALUATE AND TREAT Uurp 1O VISITS D SPECIFIC - PLEASE INDICATE BELOW

D LOWER EXTREMITY REHAB

D HOME EXERCISE PROGRAM DMEDX PROTOCOL

D ACTIVE / PASSIVE ROM [[] CERVICAL

D SPINAL DECOMPRESSION [ LumBaRr

D PAIN MANAGEMENT [l CERVICAL / LUMBAR

[

(CCUPATIONAL THERAPY / REHABILITATION SPECIALIZED CARE
D EVALUATE AND TREAT D LYMPHEDEMA CARE
D RETURN TO WORK PROGRAM DASTYM / MANUAL THERAPY
] PROGRESSIVE STRENGTHENING DDANDE / PERFORMING ARTS
] PosTURE / BODY MEGHANICS DEDLD LASER
D SHOULDER / UPPER EXTREMITY REHAB DTM.J CARE/PTERYGOID STRIPPING
D PAIN MANAGEMENT DPREBNANDY - BACK CARE AND EXERCISE
[ [

SPECIFIC REQUESTS:

PLEASE FAX APPROPRIATE RADIOLOGY REPORTS & RELEVANT OFFICE NOTES ALONG WITH THIS FORM
PLEASE FAX COMPLETED REFERRAL FORM TO RESULTS 651-739-8452
261 RUTH ST. NORTH, ST. PAUL, MN 55119



