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         **  New Patient Referral Form **      
                                         (fax completed form & script/order(s) to 803-787-0300)
Client’s Name: ___________________________________________________________ DOB: __________________

Parent/Guardian: _________________________________________________________________________________
Address: ________________________________________________________________________________________
Contact Phone:
 ________________________ Email:  __________________________________________________
Referring Practice: _______________________________   Referring Provider: _______________________________

Office Phone: _______________________      Office Fax: ___________________________
Therapy Needed:  (mark all that apply)     
PT______
Diagnosis____________________________
ICD10 _______________

OT______
Diagnosis____________________________
ICD10 _______________

ST______
Diagnosis____________________________
ICD10 _______________
(***Please make sure to send a signed script/order indicating each therapy requested, frequency needed 
and diagnosis***)

Currently Receiving Therapy?   Yes_____ No____
 If yes, which ones and where? ___________________________________________________
Appt Days/Time Requested: ____________________________
Has child received therapy in the past? Yes____ No____

Reason for  Discharge?  _______________________________
Medicaid plans that we accept: Medicaid FFS and Blue Choice Medicaid 
(Please be aware that we do not participate with ANY commercial insurance carriers. If patient is only covered by a commercial plan, they will need to pay for services when rendered and we will provide them with the paperwork to file for reimbursement.  If commercial with Medicaid secondary, we will bill both.)

Primary Insurance: ____________________________        Secondary Insurance: __________________________
Policy #: ______________________________________       Policy #: ______________________________________
Thank you for your referral!!  Our office requires this form to be filled out completely for each patient you refer to us. Please fax this form to us along with only the signed order(s) from the referring physician. We will request additional medical records if necessary. Thank you for your cooperation and understanding.
Date of Referral:  ___________________








