
P H Y S I C A L  T H E R A P Y

Signature: ______________________________________________    Date: _________________

Phone | (360) 835-5349  

Fax | (360) 835-5390 

1700 Main, Suite 136 

Washougal, Washington 98671

Thank you for choosing  
Washougal Sport & Spine Physical Therapy. 

We appreciate your referral!

Patient: _________________________________________________  Date: _________________

Diagnosis: ______________________________________________  ICD-10: ________________ 

p Evaluate and treat as appropriate    p Follow protocol below

Frequency:   p 1x   p 2x   p 3x  Per Week  for _______ Weeks

Special instructions or treatment requested:

washougalsportandspine.com
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