
Physical Therapy Referral  

          Date:_________________ 

Patient Name: ____________________________________________________ 

Diagnosis: _______________________________________________________  

Special Instructions: _______________________________________________ 

________________________________________________________________ 

Frequency: ______________________ Duration: _______________________ 

Date of Next Appointment with Physician: ______________________________ 

Insurance Type: Private          Work Comp              Other  

 
 Evaluate and Treat       Manual Mobilization 
 ROM      Therapeutic Exercise 
 Modalities     Home Program                 
Other:_______________________________________ 

 
 

 Physician Signature: ______________________________________________  
 
Physician Name (please print) _______________________________________ 

Physician O�ce Fax # _____________________________________________  

PTforHealth.com 

Coralville  
3290 Ridgeway Dr, Suite 3  

Coralville, IA 52241  
319-665-2630 

Fax: 319 -665-2631 

Cedar Rapids  
645 32nd Ave SW, Suite A  

Cedar Rapids, IA 52404  
319-363-2901 

Fax: 319 -363-2903 

Kalona  
209 1st Street 

Kalona, IA 52247  
319-656-2630 

Fax: 319 -656-4409 

Hiawatha  
762 N Center Point Road 

Hiawatha, IA 52233  
319-294-6717 

Fax: 319 -363-2903 
 


