A PHYSIOTHERAPY
| & CHIROPODY
/YorkRehab

For Injury & Sport

REFERRAL FORM

Date:

Patient’s Tel:
NAME

Diagnosis & Medical Information:

Program requested:
Q Chiropody Q Physiotherapy

Q Sports Injuries O Assessment & treatment
Q Orthotics U Post-surgical rehab
Q Wound care U Sports injury
Q Nail care O Facial paralysis rehab
Q Diabetes O Vestibular rehab
Q Surgery O Acupuncture
Q Custom footwear U Exercise/conditioning
Q Group Fitness Classes J Work hardening
Q Core training g grah?e /h SF;)"“t
olf reha
Q Massage Q Ergonomic / work assessment
Q Home visit
O Neuro physiotherapy
Referred by:
(Please PRINT) Signature:
730 Davis Dr. #1 DAVIS DRIVE
Newmarket, ON L3Y 2R4 P
Tel: (905) 715-7201 Regional B
Fax: (905) 715-7037

York Rehab

info@yorkrehab.com 730 Davis Dr.

www.yorkrehab.com
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