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Office Use Only: Entered into EMR_______ Date:_________ 

 

 Physical Therapy, Yoga and More! 
 

8646 Eagle Creek Circle Phone:952-234-0377 
Suite 101     Fax: 612-324-7437 
Savage, MN 55378            www.PhysiYoWellness.com 
___________________________________________________ 

 
 

Physical Therapy Referral 
 
 
Patient’s Name:____________________________________  DOB:______________________ 
 
Diagnosis:____________________________________________________________________ 
 
 
❏ Evaluate and Treat  
❏ Car or Work Accident 
❏ Iontophoresis  

(Rx needed for 30mL 
Dexamethasone 4mg/mL) 

❏ Home Exercise Program 
❏ Manual Therapy 
❏ Modalities 
❏ Other (see below) 

 
 

 
Notes:_______________________________________________________________________ 
 
____________________________________________________________________________ 
 
 
 
Physician’s Name (please print):____________________________NPI:___________________ 
 
Physician’s Signature:___________________________________Date:___________________ 

 
 

 

Thank you for your referral! 


