
 
PHYSICAL THERAPY 
REFERRAL/ORDER 

Name:  
MRN:  
DOB:  

or Apply Patient Label 
 

PCH10978  (Rev. 9  (12/2016 )  
  

*DTPHYORD*    
 

Please complete the following information as it applies to your referral. 
 

Patient Name: ____________________________________________________ DOB: __________________ 
Parent/Guardian: _____________________________________________ Phone #_____________________ 
MR # (for internal referral) __________________________ 
 

Date of Onset (mm/dd/yyyy) _______________        Routine           STAT      
 
DIAGNOSIS: ICD-10 CODE(S):  Please check all that apply to this child. 
                                                          ICD-10                                                                          ICD-10                                                                    

  Lack of Normal Physiological Dev       R62.50              Generalized Weakness                    R53.1 
  Delayed Milestones                               R62.0         Abnormal Gait                                 R26.9 
  Hypotonia                                              P94.2         Lack of Coordination                      R27.9 
  Hypertonia                                             P94.1         Ataxia                                               R27.0 
  __ IVH Grade ____                               P52.3         Hydrocephalus, Congenital             Q03.8 
  Torticollis, Congenital                          Q68.0                __________Cerebral Palsy             G80.9 
  Plagiocephaly                                        Q67.3         Other (include code(s)________________ 
  Prematurity < 28 #wks                         P07.20  
  Prematurity   28-36 #wks                     P07.30  

Please check ALL treatments that are related to this child: 
 

TREATMENT PLAN:   PROCEDURE CODE: 
Frequency & Duration: _________________________________________________________________ 
 

  Evaluation    97161, 97162, 97163  
  Re-Evaluation    97164 
  Tx-ROM, Strengthening, Endurance Training  97110 
  Dynamic Therapeutic Activities    97530  
  Gait Training    97116  
  Joint Mob/Manual Therapy    97140 
  Neuro-muscular Therapy Re-Ed    97112 
  E-stim attended    97032 
  Other (List in order of importance) _________    __________   __________   _________  

 
_______________________________________________  ___________________________ 
PRACTITIONER’S NAME (PLEASE PRINT)   PHONE NUMBER 
 

_______________________________________________   ___________________________ 
ADDRESS    FAX NUMBER 
 

_______________________________________________  _________________    ________________ 
PRACTITIONER’S SIGNATURE    DATE                         TIME 

 
Non-Phoenix Children’s Physicians, please provide authorization for therapy service ordered. 
 
Insurance: ___________________________________________________________________________________ 
 

Insurance ID#_____________________________          Group # _______________________________________ 
 

Authorization #___________________________________________________ # of visits: __________________ 
 

Auth. Valid From:  _____________________________________     Expires: _____________________________ 
 

Thank you for your referral and for your assistance in the continuing care of your patient 
 

                                        1919 East Thomas Road, Phoenix, AZ 85016-7710 
   Phone:  602-933-0980 Fax:  602-933-2465    email: OPRehabScripts@phoenixchildrens.com 
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