WESTERN N WMU Unified (?Iinics
M’CH’GAN Resiliency Center for Families and Children

UNIVERSITY

Patient Name: DOB: / /
Address: Phone:

Referring Physician:
Name of Practice:
Phone: - - Fax: - -

Date of last physical: / /

Please include a copy of the patient’s most recent history and physical.

Please Address:
Diagnosis and ICD-10 Code:

OT Eval and Treat

With my signature, | authorize the above individual for outpatient occupational therapy
evaluation and treatment.

Physician’s Signature: Date: / /
Printed Name:

Thank you for this referral!

Western Michigan University Unified Clinics
College of Health and Human Services

1000 Oakland Drive

Kalamazoo, M| 49008-5361

P:(269) 387-7000 F: (269) 387-7026

Web: wmich.edu/unifiedclinics



