
 
                                      Phone: 682.214.0845            Fax: 682.747.6839                

Email: referrals@pointofcaretherapy.com

Physician Referral Form- Order for Services 

Patient Information: 

Name: _______________________________________________________ 
  First   Last   Middle Initial    

Date of Birth: ___________       Age: _______     Gender: ________ 

Parent / Guardian (if under 18): _____________________________________ 

Address: ________________________________________________________ 

Home Phone: ____________________    Okay to Leave Message:  Y  /  N 

Cell Phone: ______________________     Okay to Leave Message or text:  Y  /  N  

Email Address: ______________________________________  

Medicaid:  Y  /  N       Type: ______________  Medicaid #: ________________ 

Other Insurance: ______________________ 

Referring Physician: __________________________________ 

Phone Number: __________________    Fax Number: __________________ 

Diagnosis (include ICD-10): ________________________________________ 

Reason for Referral: ______________________________________________ 

Recommended Therapy:  □  Speech/Language     □  Feeding/Swallowing                                
                    
□ Eval    □  Treat 

_____________________________         _____________ 
Physician Signature          Date 

Physician Referral Form (Effective 01/01/2017)
Unless otherwise indicated or obvious by the nature of this transmi6al, the informa8on contained in this 
FAX message is privileged and confiden8al, intended for the use of the designated recipient (or the 
employee or agent responsible to deliver to the designated recipient).  You are hereby no8fied that any 
dissemina8on, distribu8on or copying of this communica8on is strictly prohibited.  If you have received this 
communica8on in error, please no8fy us immediately via phone at 682.214.0845. 


