
Specialty Rehabilitation · Wound · Lymphedema · Oncology · Ostomy

PHYSICIAN REFERRAL FORM Complete this referral form and fax with supporting documentation.

SECTION 1  —  REFERRING PROVIDER

REFERRING PROVIDER NAME

PRACTICE / ORGANIZATION PROVIDER SPECIALTY

PHONE FAX SECURE EMAIL

Preferred Contact Method:

Phone Fax Secure Email

SECTION 2  —  PATIENT INFORMATION

PATIENT FIRST NAME PATIENT LAST NAME

DATE OF BIRTH PATIENT PHONE INSURANCE PLAN

Preferred Contact Method:

Phone Secure Email Text Contact via Caregiver

PRIMARY LANGUAGE

SECTION 3  —  REFERRAL REQUEST

Requested Service (check all that apply):

Lymphedema Evaluation

Wound Rehabilitation

Post-Surgical Swelling

Other: _______________Oncology Rehabilitation

Ostomy Rehabilitation

Manual Recovery Therapy

PRIMARY DIAGNOSIS / REASON FOR REFERRAL

RELEVANT SURGERY HISTORY CANCER TREATMENT HISTORY

WOUND DETAILS / COMPLICATIONS

PRECAUTIONS / RED FLAGS

Urgency:

Routine Priority Urgent (Same Week)

Has patient been informed of referral?

Yes No

SECTION 4  —  SUPPORTING DOCUMENTS

Attach / include with fax (check all enclosed):

Physician Order Imaging Reports Surgical Reports Insurance Authorization

SECTION 5  —  COORDINATION NOTES

BEST CALLBACK TIME / WINDOW

Additional Notes for IPC Clinical Review:

Clinical context, treatment history, contraindications, goals of care…

RETURN COMPLETED REFERRALS BY FAX:

(321) 972-3590
Fax transmission is HIPAA-compliant. Include cover sheet with each referral.

CLINIC PHONE:

(321) 972-3238
integumentarypt.com  |  Longwood, FL


