
 
 

ACC - RUSK INSTITUTE OF REHABILITATION  MEDICINE 
240 East 38 th Street   •  16th Floor  •   New York, NY 10016  
Telephone: (212) 263 -6033  •   Website: www.ruskinstitute.org   

Outpatient Prenatal/Postpartum Physical Therapy  Referral Form  
FAX to the ACC RUSK INTAKE / REGISTRATION at (212) 263-0113 

 
Date: _________________________ 

Patient Name: (Last)____________________________(First)______________________________________ 

Date of Birth:___________________ Social Security:______________________________________________ :_________________ 
_____Obstetrical Low Back Pain    _____Diastasis Recti  
_____Joint Pain - Pelvis     _____Coccygodynia  
_____Neck Pain/Cervicalgia     _____Sciatica (pain) 
_____Sacroiliac Dysfunction     _____Other______________________  
 
Prescription for Evaluation and Treatment Including: (please select ALL that apply)  
_____Therapeutic Exercise, Manual Therapy, Self Care/Patient education, Therapeutic Activities          
           (baby care), Neuromuscular Re-education  
_____Hot pack/Cold pack  
_____TENS, ESTIM, Ultrasound, Biofeedback    

 

Physician’s Name/Specialty (Please Print) __________________________________________________ 

NPI#: _________________________ License Number:_________________ UPIN:_________________ 

Physician’s address:____________________________________________________________________ 

O


