ChiI‘Omed r(: S Referral / Requisition

HEALTH CENTRE

l:l Dr. Galati I:I Dr. Topos I:I Dr. Dhotar
Patients Name: Date:
Diagnosis:
Precautions (please specify)
Patient Type [_] MVA [_] Extended Health [] Ws.LB.

Treatment / Program

I:I Full Rehabilitation Program I:I Braces / Splints

(as appropriate, Physiotherapy, Chiropractic,

*Knee
Massage Therapy & Acupuncture)
€ i P *Ankle

I:I Physiotherapy *Wrist
eLumbar

I:I Chiropractic *Elbow
*Other (please specify)

D Massage Therapy

A
] Acupuncture [] TEN.S. Unit

D Other (please specify) |:I In-Home / Worksite /

Functional Assessment

Referring Physician: Dr .

Telephone:

3621 Highway 7 East Unit 123,
Markham, ON L3R 0G6

Warden / Hwy 7

T: 905.489.1928 | F: 905.489.1937
www.chiromedics.ca

S 3621 Highway 7 East
o Unit123

o
5, o
7“ 3
N\
% cedal

o uapseh




