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Physiotherapy Referral Form  

Patient Label 
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Patient name: ________________________  Age / Sex:________________________ 

 

Diagnosis: _________________________________________________________________ 

 

Recommended Frequency of Treatment: _________________________________________ 

 

Recommended Treatment: 

 

 
 

 
Chest Physiotherapy 
 

 
 

 
Pain Relief 
 

 
 

 
Walking Training 
(NWB / PWB / FWB) 

 
 

 
Strengthening 
 

 
 

 
Cardiac Rehabilitation 

 
 

 
Woman’s Health 

 
 

 
Postural Assessment 
 

 
 

 
Neuro Rehabilitation 
 

 
 

 
Core Muscle Training 

  
Weight Management 
 

 
 

 
Vestibular 
Rehabilitation 
 

 
 

 
Stretching Exercise 

 
 

 
Others: _________________________________________________________ 
 
 

 

Prescription of Equipment: 

 
 

 
SP Walker 

 
 

 
Donjoy Ultrasling 

 
 

 
Armsling 

 
 

 
XP walker + / - Heel raise 

 
 

 
Hinge Knee Brace 
 

 
 

 
Knee Support 

 Ankle Support 
 

 Criss Cross Corset  Abdominal Binder 

 Carpal Tunnel Splint 
 

 Wrist Splint  Triflow 

  
Others:___________________________________________________________ 
 
 

 

Date :_______________________     Signature of Dr.:___________________________ 
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