CORE Physical Therapy - Provider Referral Form


Complete form and email document without signatures to info@okmta.com
To include signatures, print completed form and send scanned document as an email attachment -
or simply fax it to 405.285.8499
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	Iontophoresis: Dexamethasone 4 mg / ml, 1-2cc per treatment for [image: image48.wmf]

treatments
Phonophoresis: Hydrocortisone 10% / aquasonic gel 20 gms with [image: image49.wmf]

refills

M.D. Signature ____________________________________________



Physician Signature _________________________________ Date: [image: image50.wmf]
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I certify that the prescribed treatment is an appropriate course and the services prescribed are medically necessary.
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