
‭Referral‬‭For‬‭Physical‬‭Therapy‬

‭Patient‬‭Name:‬‭_________________________________________________________________________‬

‭Phone:‬ ‭_________________________________________________________________________‬

‭DOB:‬ ‭_________________________________________________________________________‬

‭Diagnosis/‬‭Treatment‬‭area:_____________________________________________________________‬
‭L‬ ‭>‬‭/‬‭<‬ ‭R‬

‭▢‬‭TMD‬ ‭▢‬‭DJD‬ ‭▢‬‭Joint/‬‭Disc‬‭pathology‬ ‭▢‬‭Capsulitis‬ ‭▢‬‭Arthritis‬ ‭▢‬‭Myalgia‬‭▢‬‭↓’‬‭d‬‭MIO‬

‭▢‬ ‭HA‬ ‭▢‬‭EA‬ ‭▢‬ ‭Cervical‬ ‭▢‬ ‭Parafunction‬ ‭▢‬‭Hx‬‭of‬‭Trauma‬ ‭▢‬‭Hypermobility‬

‭Recommendations:‬
‭▢‬ ‭Evaluate‬‭and‬‭Treat‬‭▢‬‭↑‬‭MIO‬ ‭▢‬‭↑‬‭Stability‬ ‭▢‬‭Ultrasound‬‭▢‬‭Iontophoresis‬ ‭▢‬ ‭Dry‬‭Needling‬ ‭▢‬ ‭↓‬‭Inflammation‬

‭▢‬‭↓‬‭Trigger‬‭points‬ ‭▢‬ ‭Cervical/posture‬

‭Comments:‬

‭Dentist‬‭or‬‭Provider‬‭Information‬

‭Name:‬ ‭____________________________________________________________________________________‬

‭Phone:‬‭____________________________________________________________________________________‬

‭Fax:‬‭_______________________________________________________________________________________‬

‭Dentist‬‭or‬‭Provider‬‭Signature:‬‭______________________________‬ ‭Date:‬‭_________________________‬

‭8492‬‭Hiram‬‭Acworth‬‭Hwy,‬‭Ste‬‭211‬
‭Dallas,‬‭GA,‬‭30157‬

‭P:‬‭678-687-0630‬
‭F:‬‭678-647-7985‬

‭www.salisbury-pt.com‬


