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www.bestrongtherapy.com

 THERAPY REFERRAL FORM

Patient NAME: ___________________________________ DOB: __________________________

Patient PHONE No.: _______________________________

Diagnosis: _______________________________________ ICD 10: __________________________

▫ Physical Therapy Eval and Tx ▫ Occupational Therapy Eval and Tx

❖ Please include the most recent office visit notes with referral.

Reason for Referral:
Check all that apply

PHYSICAL THERAPY

❏ Manual Therapy
❏ Cervical Dystonia
❏ Limb Dystonia
❏ Freezing of Gait
❏ Balance
❏ Postural Retraining
❏ Falls
❏ Strengthening
❏ Pain of _______________________
❏ Limited Range Motion of

______________________________
❏ Other

______________________________

OCCUPATIONAL THERAPY

❏ Fine Motor Impairment
❏ Handwriting
❏ ADL Training
❏ Use of Adaptive Equipment
❏ Strengthening
❏ Pain of _____________________________
❏ Limited Range Motion of _______________
❏ Other

____________________________________

____________________________________
MD Signature

_____________________________________
TIME & DATE:

__________________________________
Print MD Name

__________________________________
NPI:

▫ Speech Language Pathology Eval and Tx

SPEECH LANGUAGE PATHOLOGY

❏ Speech
❏ Swallowing
❏ Cognition
❏ Voice
❏ Other

____________________________________


