
	
	

THERAPY	REFERRAL	
	
	

PATIENT:		____________________________________________________________			DATE:		____________________	

DIAGNOSIS:	_________________________________________________________________________________________	

EVALUATE	&	TREAT:				PT			/			OT	
	
FREQUENCY	/	DURATION:			___________________x	week	for	___________________	weeks	
	

MOTION:					Passive										Active											Active-assist																				Gentle										Aggressive	

WEIGHT	BEARING:					NWB										WBAT										Four	Point	Gait										PWB										TTWB	

SPECIAL	INSTRUCTIONS	/	PRECAUTIONS:			

________________________________________________________________________________________________________	
	
PROTOCOLS:	
☐	Pre-operative	Hip																 ☐	Pre-operative	Knee	 ☐	Shoulder	Rehab	
☐	Total	Hip	Protocol														 ☐	Total	Knee	Protocol		 ☐	Spine	Rehab	 	
☐	ACL:		Pre-op	 	 	 ☐	ACL	Protocol		 	 ☐	TFCC	Repair	
☐	Ankle	Sprain	 	 	 ☐	Scapula	Instability		 ☐	Tendon	Repair	
☐	Elbow	UCL	Rehab	 	 ☐	Thumb	CMC		 	 ☐	Tendon	Transfer
	 	
	
	
Physician:	__________________________________________________________________________________________	
 
 

ALEXANDRIA	OFFICE	
224	Pecan	Park,	Suite	B	
Alexandria,	LA	71303	
Phone:	(318)	427-7851	

PINEVILLE	OFFICE	
429	Rocky	Bayou	Drive	
Pineville,	LA	71360	

Phone:	(318)	545-4120	
 
	

Fax:	(318)	442-0562	


