
OT 010 (10-07) 

Faith Regional Outpatient Rehab Services 

1500 Koenigstein Avenue  
Norfolk, NE 68701 

http://www.frhs.org/rehab.html 
 
 

Physical and Occupational Therapy Consultation 
 

Patient Name: ____________________________________________________________________ 

Diagnosis: _______________________________________________________________________ 

Precautions and/or Special Instructions: ________________________________________________ 

________________________________________________________________________________

Frequency of Treatment ________ days/week for ________ weeks 

Certification / Recertification from _________ to __________ 
 

*Check all boxes that apply 
���� PHYSICAL THERAPY 
���� OCCUPATIONAL THERAPY 
 

���� Evaluation and Treatment 
� Exercise 

 � ROM Exercise 

     � Passive 

     � Active Assistive 

   � Active 

 � Strengthening 

� Home Exercise Program 

� Modalities as Indicated 

 � Ultrasound 

 � Phonophoresis with .05% Fluocinonide 

 � Iontophoresis with 4% Dexamethasone  

 � Electrical Stimulation 

 � Biofeedback 

 � Fluidotherapy 

 � TENS 

� Joint Mobilization / Manual Therapy 
 
 

I certify the above services are medically necessary for this patient on an outpatient basis. 
 

 

Physician Signature: ___________________________________________ Date: _______________________ 
 

FAITH REGIONAL HEALTH SERVICES 
PHYSICAL AND OCCUPATIONAL THERAPY 
CONSULTATION FORM 

 
PATIENT STICKER 

 
 

         402-644-7396 
FAX 402-644-7394 

� Gait Training: WB status: _____ (R) / (L) 

� Balance Training  

� Aquatic Therapy/Pool 

� Whirlpool 

� Orthotic/Splinting (please specify type):      
           ___________________________ 
 � Customized 

 � Prefabricated 

� Work Hardening/Conditioning 

� Vision Therapy 

� Dressing Change 

� Mechanical Traction 

� Desensitization 

� Edema Control 

� Other: ___________________________ 
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1500 Koenigstein Avenue 
Norfolk, NE 68701 

REFERRAL 

Speech Language Pathology  
 

Patient Name: __________________________________________________________  
 
DOB: _______________________ Phone: _______________________________ 
 
Medical Diagnosis That Indicates Need for Speech Therapy:  
 

 Dysphagia 
 Cognitive Impairment 
 Speech Difficulties 
 Other _______________________________________________________________ 
          

 SPEECH THERAPY Evaluation and Treatment 
 

 MODIFIED BARIUM SWALLOW STUDY 

 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 

 
_____________________________________________________________________________________________ 
 
 

 
 
I certify the above services are medically necessary for this patient on an outpatient basis. 

 
 
Physician Signature:                                                               _      Date: _____________ 
 

 
 

Fax signed referral to 402.644.7394 
If you have questions, call 402.644.7396 


