
 

 

 

 

 

PART B THERAPY REFERRAL FORM  
 

Phone: 631.930.9375    Fax Referral: 631.912.1114 
 

Please download additional forms at: visitingnurseservice.org 
 

PATIENT INFORMATION 

Last Name                                                                                         

First Name     

Address  

 

INSURANCE INFORMATION 

Medicare #     

Secondary Insurance      

City  State_  Zip   Subscriber Name   _ 

Phone #1    

Phone #2    

Policy #    

Date of Birth    Male  Female 

Emergency Contact/Relationship    WC   Y    N  NF   Y  N  
 

Day Phone     

Evening Phone   

REASON FOR REFERRAL 

❑ Physical Therapy Evaluate and Treat    

❑ Occupational Therapy Evaluate and Treat   

❑ Speech Language Pathology Evaluate and Treat  

Diagnosis __________________________________________________________________________________________ 

Precautions ________________________________________________________________________________________ 

 ADL Training                                   Fall Prevention          Modalities 

 Balance & Postural Exercises         Fine Motor Coordination          Speech Disorders 

 Breathing Exercises                        Gait Training          Swallow Evaluation 

 Caregiver Training                           Home Safety Evaluation          Therapeutic Activities & Exercise 
 

 Education on use of DME                Manual Therapy    

 
Other _____________________________________________________________________________________________ 
 

   I certify that the above services are medically necessary for the patient’s plan of care.  

 Healthcare Professional Name     

 NPI    

 Address    

  Phone           

Healthcare Professional Signature ________________________________________________________ 

Date ____________________________      

4.3.25 


