
KTH PHYSIOTHERAPY SERVICES 

REFERRAL FORM 

DATE: ____________ _ PHYSICIAN: ____________ _ 

Patient Name: Patient Phone#: 

D.O.B. (DD/MM/YY): _!_!_
( ___ ) ___ -____ (w) 
( ___ ) ___ - ____ (h) 

N.I.B. Referral O Yes □ No ( ___ ) ___ -____ (tj 

Diagnosis: 

Diagnosis Impacting Treatment: 

0 Initial Evaluation O Heat Rxs O Cold Rxs 
0 Traction/Spinal Decompression O Ultrasound/Phonophoresis D Massage/Myofascial Release 
0 Gait Training O Elec. Stirn/Tens O Passive Stretching 
0 ROM: □ passive □ active assistive □ active O Laser Therapy O Work Hardening 
0 Strengthening Exs. D CPM Shoulder/Knee D Osteoperosis Rx 
0 Pilates Rehab O Women's Health/Pelvic Floor Rx 

Other IN ates:

DOCTORS SIGNATURE: ____________ _ 
ESTIMATED NUMBER OF RXS: _________ _ 

OFFICE STAMP 

Suite C1 

East Bay Shopping Center 

P.O. Box EE-16638 

Nassau, Bahamas 

Tel: 242.394.5161 / 394.4902/ 603.5161 / 603.4902 
Fax: 242.394.5160 

Office Cell: 242.427.5161 

Cell: 242.457.1067 

Email: info@kthphysiotherapy.com 




