B4 KINATEX

S PORTS PHYSIO

REFERRAL /PRESCRIPTION FORM

PATIENT’S NAME

PHONE NO. DATE OF BIRTH
SERVICES

I Manual Therapy (Physiotherapy / Chiropractic / Massage Therapy / Acupuncture) [ Chiropody (Foot Care)

[ Dietitian O Psychology CJExercise Program [ Pelvic Floor Rehabilitation
PRODUCTS

Ccompression Stockings/ Socks (20-30mmHg / 30-40mmHg / 40+mmHg)
[Jcustom-made Orthotics

[Jorthopedic Support / Brace Cother

Diagnosis

Other notes

Signature

Date

Physician’s Name

Physician’s Phone No .

KINATEX RICHMOND HILL &fﬁ

10376 Yonge St., Unit 104

Richmond Hill, ON L4C 3B8 CROSBY AVE

T 905.237.8439 F 905.237.8459
richmondhill@kinatex.com

1S 39NO,

MAJOR|MACKENZIE DR

KINATEX.COM



	Diagnosis: 
	Check Box4: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Pt Name: 
	Pt Phone No: 
	Physician Name: 
	Physician Phone No: 
	Other Product: 
	Pt DOB: 
	Signature Date: 
	Other Notes: 
	SEND: 


