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	                            OPERASI PERKHIDMATAN SOKONGAN

                        PUSAT KESIHATAN UNIVERSITI
                          Kod Dokumen: PKU/BR10/REHAB

	
	                                  REHABILITATION SERVICES REFERRAL



(To be filled up by referring Doctor)
	DATE
	

	NAME
	

	ID / STAFF NO. / MATRIC
	

	AGE
	

	SEX
	

	CONTACT NO.
	

	CLINICAL HISTORY / DIAGNOSIS
E.g.: Post operation, DM, Cardiac condition
	

	  X-RAY/ CT SCAN/ MRI
	

	CONTRA-INDICATION / PRECAUTIONS
E.g.: Infection disease, allergy, pregnancy
	

	Pace Maker/Hearing Aid
	



Please mark the affected body part/s
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	OTHERS: (PLEASE SPECIFY)




  

Doctor	:
STAMP/SIGNATURE:

    For office use only

	Referred from
	

	Date received
	
	Appointment by (stamp/sign)

	Time received
	
	Physiotherapist
	Patient

	Appointment date/time
	
	

	


                                                         Referral letter is ONLY VALID for 1 month from date of referral
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