
Instructions / Comments: ______________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Patient’s Name: ________________________________________________________     Phone: ______________________________

Address: ____________________________________________________________________________________________________

Date of Injury: ______________________     Date of Birth: ___________________     Social Security #: ________________________

Diagnosis: ____________________________________________     Procedure: ___________________________________________

Insurance Co.: _________________________________________________      Claim # ______________________________________

Services
____ Functional Capacity 
	 Evaluation (FCE)

____ Work Hardening (8 hrs. FT)

____ Work Conditioning (2/4 hrs. PT)

____ Ergonomic Evaluation

Physical Therapy / Hand Therapy (CHT) Services
____ Range of Motion: (check one) 
	 c A	 c AA	 c PROM

____ Strengthening

____ Wound Care

____ Sensory Re-Education

____ Edema / Scar Management

____ Modalities: (check one)
	 c TENS	 c Stim

	 c Hot/Cold Packs	c U/S

Referral Source (check one):    c Physician      c Insurance Carrier      c Other (i.e. Attorney, Voc Rehabilitation)

Name: __________________________________________    Phone: _______________________    Fax: _______________________

Address: ____________________________________________________________________________________________________

Referring Signature: ___________________________________________________________     Date: _________________________  

Please Sign and Fax To:
301.587.3848
We Take Care of Authorizations

Free Parking   >   Free Transportation   >   Spanish Speaking Staff
(At the intersection of Cameron & Georgia Avenue  >  Silver Spring Metro Station (Red Line) only 2 blocks away.)

   Metropolitan 
Occupational Therapy Referral Form

____ Desensitization

____ Soft Tissue Mobilization

____ Custom Splinting: (check one) 
	 c Static	 c Dynamic

	 c Static Progressive	 c Digits

	 c Thumb	 c Wrist

	 c Forearm	 c Elbow	

	 c As Indicated________________ 

301.587.5333  >  301.587.3848 fax  >  8701 Georgia Avenue, Suite LL1  >  Silver Spring, Maryland 20910

www.metropolitanoccupationaltherapy.com

Evaluate and Treat:    c ________ Times        c ________ Times A Week        c ________ Weeks


