
 
 
 
 
 
 
 
 
 
 
 

1190 WAIANUENUE AVENUE 
HILO, HAWAII  96720 

 

OUT-PATIENT REFERRAL FORM 
REHAB SERVICES 

(Check One)        Fax:  (808) 974-6732 
 OCCUPATIONAL THERAPY                                                          Phone:  932-3045   
 PHYSICAL THERAPY                                                                                
 SPEECH THERAPY                   
                                                                                                                                                                                                                                                                            

PATIENT: ___________________________________________DATE REFERRED:_______________ 
MAILING ADDRESS:_________________________________________________________________ 
BIRTHDATE:____________________ SEX:___M ___F   TELEPHONE:_________________________ 
INSURANCE PLAN/#:_________________________________AUTHORIZATION #_______________ 
DIAGNOSIS: ICD-9 CODES(S): ________________________________________________________ 

              ICD-10 CODE(S):________________________________________________________ 
ONSET DATE:___________ FREQUENCY OF TREATMENT:_________________DURATION:________ 
TREATMENT:_______________________________________________________________________ 
PRECAUTIONS/SPECIAL INSTRUCTIONS:________________________________________________ 

         
 
 
                                                                ______________________________________ 
                                                                                      Physician’s Signature/Date 
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