N2
CONE HEALTH

Outpatient Neurorehabilitation Center
912 Third Street, Suite 102 *Greensboro, NC 27405 * Phone: 336-271-2054 * Fax: 336-271-2058

BEYOND BALANCE PROGRAM
REFERRAL FORM

Patient’s Name: Date of Birth

Diagnosis: Check one Frequency & Duration: xiweek for____ wks
[ ] Gait Abnormality
[ ] Weakness, muscle
[ ] Benign Paroxysmal Positional Vertigo
[ ] Peripheral Vertigo

SCREENING

Does your patient report:
[]Falling at home or in the community [ |Reluctance to leave home
[ |Fear of falling [ |Decreased activity level

D Difficulty getting up and down from chair

BEYOND BALANCE SERVICES PROVIDED AT THE NEUROREHABILITATION CENTER

Check Appropriate Discipline and Treatment:

[ |Physical Therapy [ ]Occupational Therapy
[ ]Evaluate and Treat as Needed [ ]Evaluate and Treat as Needed
[ |Balance Training [ |Balance
[ |Vestibular Rehabilitation [ |ADL Assessment
MD Signature Date

Please provide the following information when faxing a referral.
The outpatient rehab center will call the patient to schedule an appointment.

Referral from: Telephone:
(Office Name)
Office Contact: Fax:
Patient’s Social Security #: Patient’s Phone (day/evening):
Referred by: Primary MD:
(if different from referring MD)
Insurance:
OR
Workers’ Comp Case Manager: Phone:
# Authorized Visits Employer Name: Phone:

Please fax the patient’s history and physical findings in order to assure the most thorough treatment.



