
Birmingham          Cullman          Pelham          Trussville

Diagnosis :

Pat ient ’s  Name:

Frequency/Durat ion: CHT:

If  yes ,  provide information and documents at  appointment  

Pat ient ’s  Phone Number:

Pr imary Insurance:  

I  certify by signature that the fol lowing treatment is  medical ly  necessary  

Yes

Patient Referral Form 

 D E M O G R A P H I C S

I S  T H I S  A  W O R K - R E L A T E D  I N J U R Y ?

Date of  Birth :

Pat ient ’s  Emai l :  

E V A L U A T E  &  T R E A T

Secondary Insurance:  

No

Treatment:

Spl int :

Dry Needl ing:

Physic ian Signature 

S C A N  Q R  C O D E  T O  L E A R N  M O R E  
A B O U T  O U R  H A N D  T H E R A P Y  S E R V I C E S :  

P L E A S E  I N C L U D E  A N Y  N O T E S ,  H I S T O R Y ,  D E M O G R A P H I C S  A N D  I M A G I N G  R E P O R T S  

 O T  F A X  N U M B E R :  2 0 5 - 4 8 4 - 2 6 5 4
O T  S C H E D U L I N G  N U M B E R :  2 0 5 - 5 8 1 - 7 1 7 2

Surgery:

Date

F O R  C O N D I T I O N S  O F  T H E  E L B O W ,  W R I S T  &  H A N D

Physic ian Name (Pr int)

Q U E S T I O N S ?
K R A M E R  H O D G E S ,  O T ,  C H T  &  D I R E C T O R  O F  H A N D  T H E R A P Y

S E R V I C E S :  K R A M E R . H O D G E S @ A N D R E W S S M . C O M

A N D R E W S  S P O R T S  M E D I C I N E  |  M A I N  P H O N E  N U M B E R :  2 0 5 - 9 3 9 - 3 6 9 9

A N D R E W S  S P O R T S  M E D I C I N E  |  O T / H A N D  T H E R A P Y  L O C A T I O N S  

B I R M I N G H A M  
8 0 5  S T . V I N C E N T ’ S  D R I V E

B I R M I N G H A M ,  A L  3 5 2 0 5

C U L L M A N  
1 3 0 3 - A  B R I D G E  C R E E K  D R I V E  N E

C U L L M A N ,  A L  3 5 0 5 5

P E L H A M  
3 1 4 3  P E L H A M  P A R K W A Y

P E L H A M ,  A L  3 5 1 2 4

T R U S S V I L L E  
7 2 0 1  H A P P Y  H O L L O W  R O A D  

T R U S S V I L L E ,  A L  3 5 1 7 3


