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Physician Referral for Physical Therapy Services

STUDENT NAME:______________________________  Date of Birth:____________

Medical History: (Please check all that apply)
☐ Asthma			☐  Cardiac
☐  Shortness of breath	☐  Nature of cardiac___________
☐  Stroke				☐  Cancer
☐  Seizures			☐  Wear glasses
☐  Diabetes			☐  Hearing loss
☐  Bleeding Tendency	☐  History of Fractures
☐  Scoliosis			☐  Osteoporosis
[bookmark: _GoBack]☐  None of the Above


 List all surgeries and date of surgeries:




 List all hospitalizations, date of hospitalizations, and reasons why:



List all medications and doses:



☐No past medical history provided-call made on _________at________by______

Parents Signature______________________________Date______________

IU Physician Signature_______________________________Date_________
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Intermediate Unit 1 does not discriminate on the basis of race, color, national origin, sex, disability, age, religion, ancestry or any other legally protected
classification in its educational programs, activities or employment practices.




