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Physical Therapy Referral /Evaluation/Prescription Form

Patient’s Name: 				 	Date Of Birth:
Primary Insurance:					Secondary Insurance:
Insurance ID#:						Group #:
Date last seen in office:				Diagnoses & Codes:
Referring Provider:				             Provider NPI #:

Check All That Apply:
     Prescription for Physical Therapy Evaluation & Treatment                                  
      Prescription for Durable Medical Equipment     
______     Medically Necessary*
Other Information/Comments:  ___________________________________________________
_____________________________________________________________________________

__________________________		______________________________
Physician Name (Please Print)				Other Authorized Prescriber(Please Print)

__________________	______	     	____________________	   _______
Signature			Date			Signature			    Date
By signing as the PCP and/or other authorized provider, I hereby certify that if I am prescribing treatment, I will review each element of the therapy plan of care, that the goals are reasonable and appropriate for this patient, and that if this prescription is for a continuing plan, I have reviewed the patient’s progress and adjusted the plan of care goals if necessary.
