Rehabilitation Institute of Washington suc

REFERRAL FORM
Please Fax to (206) 859-5031. Please attach any supporting documents or records.
PATIENT INFORMATION

Date
Patient Name DOB
Address SSN
City State Zip
Home Phone Cell Phone
Insurance Type: 0 Workers’ Compensation o Third Party Claim O Private Insurance
Primary Insurance Policy/Claim Number
Contact Name Phone Number
Secondary Insurance Policy/Claim Number
Contact Name Phone Number

Diagnosis/Reason for Referral:

Please select the service you are requesting:

o Pain Management Program o Work Conditioning Program

o Work Injury Evaluation o Physical Capacity Evaluation

o Work Hardening o Medical Evaluation: consultation only
o Psychological Evaluation o Neuropsychological Evaluation
o Physical / Occupational Therapy o Other:

Comments:

REFERRAL SOURCE INFORMATION

Provider's Name/Specialty:

Clinic name and Address:
Office Phone: Office Fax:

Provider Signature:

4300 Aurora Ave N, Suite 100
Seattle, WA 98103
Telephone: 206-859-5030
Fax: 206-859-5031



