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OUTPATIENT REHABILITATION SERVICES REFERRAL FORM 
 
 
DATE: _________________________________ DATE OF BIRTH: _____________________ 

NAME: ______________________________________________ PHONE #: ________________ 

INSURANCE:            

DIAGNOSIS: _________________________________________ ICD-9 CODE: _____________ 

PHYSICIAN SIGNATURE: ______________________________________________________ 
 
PHYSICIAN NAME PRINTED          
 
      

Evaluation and Treatment for: 

PHYSICAL/ OCCUPATIONAL/ SPEECH THERAPY/ ATHLETIC TRAINING 

 
UNDERWATER TREADMILL    SEATING/MOBILITY ASSESSMENT 

FUNCTIONAL CAPACITY ASSESSMENT  LYMPHEDEMA 

WORK CONDITIONING 

VESTIBULAR 

STROBOSCOPY OR FEES  

 

SPECIAL INSTRUCTIONS:          

              

              

 
 
 

PLEASE FAX REFFERAL TO 815-395-4507 
 

OSF Saint Anthony Center For Health 
5510 East State Street 
Rockford, IL  61108 

Phone: (815) 395-4505, Fax: (815) 395-4507  
The Sisters of the Third Order of St. Francis 


