
Patient Information

Date:______________________________________________________ 	 Date	of	birth:_______________________________________________

Patient	name:	__________________________________________________________________________________________________________

Best	contact	number:________________________________________ 	 Alternate	phone:____________________________________________

Dx:________________________________________________________ _ Dx code: ___________________________________________________

Start	date:			 As	soon	as	possible			 At	patient’s	request			 Specific	start	date:__________________________________________________

Therapy Services:
Occupational	Therapy
Physical	Therapy
Speech	Therapy

Specialty Services:
Sports	Medicine	Therapy
Hand	Therapy
Aquatic	Therapy
Bone	Health
Incontinence/Pelvic	Pain
Cancer	Rehabilitation
Lymphedema/Swelling	Management	
Vestibular	Rehabilitation
Neurological	Rehabilitation
Driver	Evaluation	&	Training
Industrial	Rehabilitation

	 FCE
Work	Conditioning
Transitional	Work
Ergonomic	Assessment

Parkinson’s	Rehab
LSVT	BIG®	(OT/PT)
LSVT	LOUD®	(Speech	Therapy)

Rx:
Evaluate and treat
Therapeutic	Exercise
Gait	Training

WB	Status:______________
Manual	Therapy	 	
Neuromuscular	Re-Education
Custom	Orthotics	 	
UE	Custom	Splint:__________

Modalities:
Modalities	as	Indicated	
Ultrasound
Electrical	Stimulation
Iontophoresis

Dexamethasone	4	mg/ml		
	 	 (volume	per	protocol)

Other:_________________
Phonophoresis		
Cryotherapy/Thermal	Therapy
Paraffin	 	
Fluidotherapy	 	
TENS	Instruct	&	Dispense
Traction

Cervical	
Lumbar
Home	Unit	

Special	instructions:
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________	
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________		
__________________________________
__________________________________
__________________________________
__________________________________

Treatment	Plan:			 Therapist	Discretion			OR			 Frequency_____________________			 Duration	 ____________________________________

Physician	Signature:	 _____________________________________________________________________________________________________

Physician Name (please print): 	____________________________________________________________________________________________

When making this referral, physician certifies that prescribed therapy to evaluate patient, develop and implement a 
Plan of Care is medically necessary.

Rehabilitation Services — Mansfield/Shelby Area

Rx:
Evaluate and treat
Cryotherapy

Ice	Massage
Cold	Packs

Electrical	stimulation
Exercise

ROM/Flexibility
Strengthening
Proprioception
Endurance/Conditioning
Home	Exercise	Program

Gait/balance	training
NWB	 PWB______%
FWB
Wean	out	of	brace/boot

Heat
Ultrasound	 Moist	heat
Paraffin	 Fluidotherapy

Iontophoresis
Dexamethasone	4mg/ml		

	 					(volume	per	protocol)	
Phonophoresis

10%	Hydrocortisone
Manual	Therapy

Myofascial	Release
Joint	Mobilization
Muscle	Energy
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1. Ashland	
25	Amberwood	Parkway,	Suite	D,	Ashland,	Ohio	44805	
(567) 241.7764   fax | (567) 241.7531

■ ■ ■ ■

2. Mansfield Hospital	
335	Glessner	Avenue,	Mansfield,	Ohio	44903	
(419) 526.8685   fax | (419) 526.8634

■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■ ■

3. Medical Offices at Mansfield Hospital 
335	Glessner	Avenue,	Mansfield,	Ohio	44903	
(567) 241.7220   fax | (567) 241.7242

■ ■ ■ ■ ■ ■

4. Pediatric Therapy 
2011	West	Fourth	Street,	Mansfield,	Ohio	44906	
(419) 520.2386   fax | (419) 529.3515

■ ■

5. Shelby Hospital 
199	West	Main	Street,	Shelby,	Ohio	44875	
(419) 342.1724   fax | (419) 342.1797

■ ■ ■ ■ ■ ■ ■ ■

6. Ontario Health & Fitness Center 
1750	West	Fourth	Street,	Mansfield,	Ohio	44906	
(419) 526.8567   fax | (419) 526.8151

■ ■ ■ ■ ■ ■ ■ ■ ■

OhioHealth.com/Rehabilitation

Scheduling is directed to each site, with the exception of 
Audiology which can be scheduled at (419) 520.2064.

As of October 2016
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