
65655  (12/10)   

Physical & Occupational 
Therapy Referral

65128  (11/23)

Physical and Occupational Therapy Referral 
Phone: 713-521-0020 or 1.888.301.8477  
Fax: 713.874.1798 or 1.888.504.8477  memorialhermann.org

Date: _________________________________  

Patient Name:______________________________________________________________  Phone:_____________________________

Diagnosis: ______________________________________________________________   ICD 10 Code:_________________________

Date of Injury:________________   Date of Surgery:____________   Procedure:_________________________________________

Frequency/Duration: days per week (check one)  1  2  3  4  5 for _____ weeks  Area to be Treated:_____________

Case Manager: ____________________________________________________________   Phone:_____________________________

 Physical Therapy      Occupational Therapy      Speech Therapy        Rehabilitation Protocols

 Evaluate and Treat

Procedures
 Procedures per Therapist Discretion 	  Isokinetic Strength Testing
 Therapeutic Activities 	  Return to Play
 Neuromuscular Re-education	  Modalities as Indicated
 Instrument Assisted 	  Aquatic Rehabilitation
      Soft Tissue Mobilization (IASTM)	  Home Education and Instruction
 PROM / AAROM / AROM  	  Proprioceptive / Balance Training
 Stabilization / Strengthening	  Mechanical Traction
 Functional Exercises  	  Dry Needling
 Joint / Soft Tissue Mobilization  	  Manual Therapy

 Other ___________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Splinting/Taping ____________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

Comments _________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

Requested Location _____________________________________________ Requested Therapist ________________________________________
                                                        optional                                                                               optional

Next physician appointment _________________________________________________________________________________________________

 Epicondylitis
 Carpal Tunnel
 Pitching/Throwing Program
 Shoulder Impingement
 Shoulder Instability
 Shoulder Adhesive Capulitis
 S/P Rotator Cuff Repair
 S/P Acromioplasty
 S/P Flexor/Extensor Tendon Repair
 S/P Hip/Knee Joint Arthoplasty
 S/P Hip Arthroscopy Labral Tear/Microfracture
 S/P ACL Reconstruction PT/HT/ALLO/AUTO
 S/P Meniscal Repair Medial/Lateral
 S/P Spine Fusion/Laminectomy
 Weight Bearing Status _______________________

FWB                        PWB____ Weeks   
TTWB ____ Weeks     NWB____ Weeks

                                                                                                                                                                                                         AM
	______________________________ 	___________________________	_ _________________ 	________ 	______  PM	_____________
 Provider Signature	                                   Print Name                                       NPI/MHHS ID.              Date        Time            Contact No.



4410379-1/24 Map only


