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Physical Therapy Referral

VALLEY REHAB
PHYSICAL THERAPY PS, INC

PHYSICAL THERAPY REFERRAL

Troy Stang, MS, PT
Amber Leavitt, PTA

1600 Roosevelt Ave, Suite B
Mount Vernon WA, 98273
Ph: (360) 424-5215
Fax: (360) 424-4074

Patient Name  _____________________________  Date  _____________

Diagnosis  ___________________________________________________

Date of Injury  _________________  Claim #  ______________________

Date of Surgery  ______________________________________________

Precautions / Contraindications  __________________________________

Date of patient's follow up appointment  ___________________________

TREATMENT:

Evaluation and Treatment at Therapist's Discreation
Report by Phone Report by Letter

Procedures:

Modalities:

Therapeutic Exercise
AROM/PROM
Gait Training

Joint Mobilization
Soft Tissue Mobilization
Traction

Moist heat
Muscle Stimulation
Phonophoresis

Ultrasound
Cryotherapy
Interferential
Stimulation
Additional Treatment Instructions  _______________

____________________________________________________________

PLAN:
Frequency/Duration 1 2 3 4 5 times per week for _____ weeks.
Additional Comments  _________________________________________
____________________________________________________________
____________________________________________________________

Practitioner's Signature  ________________________________________

THANK YOU FOR THIS REFERRAL
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