Therapist Referral for Compression

***please include current therapy notes as required by Insurance and Face sheet. ***

Patients name: Date of Referral:
DOB: Phone:
Referring Dr.: (who we send RX to)
Referring Therapist: Contact # or Email:

Please Fax to (430)558-5856 or Email to referrals@mywhb.com

Email fitters only for additional Information or questions please don’t send questions to above email.

All Referrals will now be processed by referrals team Prior to going to store.

Must have one of these Diagnosis to qualify for products Documented in Medical Records: 189.0 197.2 Q82.0 197.89
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[J18/30[1 30/40] 40 or Greater ] Padded ClWrap
Ehight [liefe L] gilateral |:|Right Cieft [ Bilateral
] Arm SleeveL1 Gauntlet [(IGlove Calove LJArm [ bra

[ sleeve/glove Combo [JLower leg w/foot L_1Full leg w/foot

[JKnee L1 Thighd chap] waistL] Toe Cap
[l Head/Neck [] Genital

[C1 Compression Bra
] Foot Wrap [[IBelow knee Wrap

[1Knee Wrap |:|Thigh Wraps|:| Full Leg Wrap
] Arm Wrap ] Hand/gauntlet wrap Recommendations:
] Chip Pad

Compression Pump

CJarm L Arm w/shoulder CJArm w/chest panel
] Leg [IPants

[] Donning device

Additional ltems:

- ®

%HEN'S HEALTH
®

B o=U T Gl E

DALLAS ~ LONGVIEW ~ OAK CLIFF ~ PLANO ~ TYLER

WHB ONLINE

1130 Doctors Dr., Tyler, TX 75701 Tel. 800-525-2420 Fax. 903.352.3674



mailto:referrals@mywhb.com

	Please include current therapy notes as required by Insurance and Face sheet: 
	undefined: 
	Patients name: 
	Date of Referral: 
	Phone: 
	Referring Dr: 
	who we send RX to: 
	Genital: 
	Arm Wrap: 
	undefined_2: 
	Donning device: 
	Additional Items 1: 
	Additional Items 2: 
	Recommendations 1: 
	Recommendations 2: 
	Recommendations 3: 
	Recommendations 4: 
	Recommendations 5: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off


