
 

Physical Therapy Referral Form 
Patient Name: ____________________________________________________________________ 

Patient Phone#:___________________________________________________________________ 

Diagnosis: _______________________________________________________________________ 

CPT Code: _______________________________________________________________________ 

MD Follow up Appt: ___________________________      Today’s Date: ___________________ 
 
 
 

 

 Manual Therapy    

 Soft Tissue Mobilization 

 Joint Mobilization 

 Joint Manipulation 

 Functional Dry Needling 

 Myofascial Release 

 

 Neuromuscular Re-education 

 Balance Program 

 Gait Training:  Weight Bearing 

Status:_____________ 

 Therapeutic Exercise 

 Range of Motion 

 Active 

 Active Assisted 

 Passive 

 Strengthening 

 Core Stabilization 

 Spinal Stabilization 

 Stretching 

 

 

 Evaluate and treat as appropriate 

 

 

Treatment Frequency (days per week):     ____1     ____2      ____3 
 

Treatment duration (weeks):  ___1    ___2     ___3    ___4    ___5   ___6 
 

Precautions: ______________________________________________________________________ 
 

Contraindications:_________________________________________________________________ 

 

Physician Signature:_______________________________________________________________ 
 

Dr. Marisa Merrill Bryson, PT DPT OCS  Laura Rain Tree, PTA CPT CHC 
 

259 North Broad St. Suite 4, Brevard, NC 29712 

Office: 828-883-4131 Fax: 828-348-8091   Email: info@resetphysicaltherapy.com 

Thank you for your referral! 

 
 

mailto:info@resetphysicaltherapy.com

