D M Health Services – Physician Referral Form
8555A Knight Road

Houston, TX. 77054
(713) 839-9473  Phone          (713) 839-9471  Fax              
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Patient Name:________________________________________________DOB___________________    Date:_____________________


Diagnosis/ICD-9:___________________________________________   Patient Phone #:______________________________________


Current Findings:_______________________________________________________________________________________________


Significant Medical History:______________________________________________________________________________________


Special Instructions/Precautions/Contraindications:____________________________________________________________________





Frequency and duration:


PHYSICAL  THERAPY ___ x wk x ________wk  or  _________ visits


RESPIRATORY THERAPY____X / WEEK FOR____WEEKS OR _____VISITS


Services:								Goals:


*Assessment by Physical Therapist,  Respiratory Therapist, RN, LPC		*Increase activity tolerance and endurance in activities 


*Therapeutic exercise, nutrition, and breathing retraining			    of daily living


*Assistance with or instructions in Activities of Daily Living (ADLs)		*Increase ability to cope with disease and limitations


*Education and training.  Balance training.				*Increase knowledge of disease and therapies


*Bronchial hygiene and aerosol medications if indicated			*Develop effective breathing techniques


*Pulmonary Function Tests (PFTs) if needed








The following baseline evaluation procedures MAY be performed for patient progress evaluation if indicated.


Baseline Evaluation Procedures: Body Composition Analysis, Balance testing, Spirometry Testing, Oxygen Titration, The Six Minute Walking Test, MIP/MEP Evaluation.


Other Orders:


Patient may be given oxygen as needed.


Patient may be given HHN treatment as needed with Albuterol / Atrovent (please circle desired medication).


In case of cardiopulmonary arrest:


⁪ Do provide CPR and call 911		⁪ DO NOT provide resuscitation











Physician’s Name:________________________________________________	NPI:______________________________________





Physician’s Address:______________________________________________	Fax:_______________________________________





Physician’s Signature:______________________________________________	Phone:____________________________________








