
                                                              

Referral Form 

Client Details 

Last Name First Name 

Date of Birth Phone Number: 

Address : City: 

State: Zip: 

Name 

 

and Contact Number of Legally 
Authorized Representative: 

 

 

Primary Insurance 

Insurance Name: ID Number: 

Group Number: Claim Number:  

Secondary Insurance 

Insurance Name: ID Number: 

Group Number: Claim Number:  

Source of Referrel: 
       

Primary Care Physician 

   

Hospital        

Skilled Nursing Facility 

   

Other  

 



 

Therapy Disciplines to be Evaluated and Treated: 

 

     Physical Therapy    Occupational Therapy      Speech-Language Therapy 

Treatment to be Provided 

        Assistance of Daily Living Training.                                    LSVT BIG 

        Balance Training                                                                          LSVT LOUD 

        Communication Disorders                                                       Manual Therapy 

        Balance Training                                                                          Neuromuscular  Re- 

        Fall Prevention Training                                                           Pain Management                                              

        Gait Training                                                                                  Range of Motion 

        Home Safety Evaluation                                                            Therapeutic  Exercises 

        Joint Replacement Physical Therapy                                  Others 

   Attach  File   

Choose a file    

 

 

Signature 

 

Name of Physician: NPI NUMBER: 

Date of Referral: Phone Number: 

Address: Patient Diagnosis: 

   

Phone Number: 248-730-0414 
Fax Number: 248-694-0916 
Email Address: activerehabinc@gmail.com | info@activerehabinc.com 


