
 

 

 

 

 

 

 

 

PHYSIOTHERAPY REFERRAL FORM 

 

Patient Name:   ________________________________________ 

 

Patient Telephone #:  ________________________________________ 

 

Patient Date of Birth: ________________________________________ 

 

Diagnosis: ________________________________________________ 

 

Treatment Recommendations: 

____________________________________________________________ 

____________________________________________________________ 

Medical Concerns/Contraindications: 

____________________________________________________________

____________________________________________________________ 

 

 

Referring Health Care Provider:    _______________________________________________ 

 

Date of Referral: ___________________________________________________________ 

Tuxedo Physiotherapy 

156-2025 Corydon Avenue 

Winnipeg, MB / R3P 0N5 

Phone:   204-885-1109 

Fax:       204-489-5876 

tuxedophysio@gmail.com 
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