

September 1, 2017

THERAPLAY JUNCTION, INC
3301 US Hwy 70 E.
New Bern, NC  28560
252.672.8680 (P)

252.637.4812 (F)
Referral-Physical/Occupational Therapy Treatment
Patient Name: _____________________________________________________________

Patient D.O.B______________________________________________________________

Parent/Guardian Name: ______________________________________________________

Patient/Guardian Contact Number/s:    1: (       ) _____-_______     2: (      ) ______-_______

----------------------------------------------------------------------------------------------------------------------------

Medical Diagnosis/s : ________________________________________________________

Primary Insurance: _______________________

Policy #______________________

Secondary Insurance: _____________________

Policy #:______________________

Insured’s Name (If different than patient):__________________________________________

------------------------------------------------------------------------------------------------------------------------------
Prescription for:          _____ Physical Therapy Evaluation and Treatment as Indicated
                                       _____ Occupational Therapy Evaluation and Treatment as Indicated
                                       _____ Feeding/Swallowing/Dysphagia Evaluation and Treatment


           _____Speech/Language Evaluation & Treatment as Indicated
Additional Comments:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physician’s Name (Please Print):_______________________________________________________________
Physician NPI #:____________________________________________________________________________
Facility Name: ______________________Phone #:_________________________Fax#___________________
Physician’s Signature: _____________________________________________Date:____________________
Revised 03/29/2017
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