
Outpatient Therapy Referral 

Date: ________________ 

Patient Name: _____________________________________________________________________ 

DOB: _______________________   Phone Number: ______________________________________ 

Diagnosis: _______________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________  

Please specify type of therapy:

 Physical Therapy  Occupational Therapy  Speech Therapy

Treatment Plan: 

 Evaluation and treatment to be developed by the therapist. 

OR 

 Referring provider requests:  ___________________________________________________ 

____________________________________________________________________________________ 

Precautions:  _____________________________________________________________________ 

Referring provider specific notes: _____________________________________________________ 

________________________________________________________________________________

________________________________________________________________________________ 

________________________________________________________________________________ 

_____________________________________________  _________________________ 
Referring Provider Signature  Date/Time 

_____________________________________________ 
*Services requested are deemed medically necessary*

 Referring Provider Name (Print) 

Physical Therapy & Rehabilitation
Newton  |  510 Wheatridge

Park City  |  1755 E 61st St N
Phone: 316-836-4700  |  Fax: 316-836-4750 

*Services requested are deemed medically necessary*
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