
Therapy Prescription

Patient Name:___________________________________________DOB:________________

Physician Name:_________________________________________ NPI:________________

Follow up date: ______________________________________________________________

Diagnosis (ICD-10 codes):_____________________________________________________

Precautions:_________________________________________________________________

Order for: Physical Therapy Occupational Therapy

Prescription to: Evaluate and Treat Re-evaluate

Frequency:_____________________________ Duration:_____________________________

Goals:

� Improve ROM �Improve Strength �Improve Mobility �Improve Function

�Other:______________________________________________________________________

____________________________________________________ ________________
Physician Signature Date

Physician, please fax this referral slip to (888) 551-6210. Thank you!

www.myheroestherapy.com
725 S Overland Trail, Fort Collins, CO 80523

melissamatthews@myheroestherapy.com
P: (650) 483-3987   F: (888) 551-6210

http://www.myheroestherapy.com
mailto:melissamatthews@myheroestherapy.com

