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RICHLAND THERAPY SERVICES

PHysiclAN REFERRAL

Patient’s Name:

Diagnosis:

Precautions:

[0 Evaluate and Treat

[0 Home Program

[0 Work/Functional Conditioning
[[J Therapeutic Exercise

[0 Modalities

O

Other

Frequency: X week weeks or visits total

Signature:

Date:

Clinics
Richland Therapy
Services, LLC
160 Christian Dr
Rayville, LA 71269
(318) 728-4088

The Richland Therapy Team

http://www.richlandtherapy.com




