
Carolina Therapies  
Outpa1ent and Mobile Occupa1onal and Hand Therapy Prac1ce         
Pooja Desai, OTR/L, CHT, CPAM 
Occupa1onal Therapist and Cer1fied Hand Therapist  
Cer1fied in Physical Agent Modali1es 
Phone Number: 704-850-9099         
Fax Number: 980-247-4004 
Email: info@carolinatherapies.com 
Loca1on: 436-1 East Long Avenue, Gastonia 28054. 
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Compassionate care at its best 

Arm and Hand Therapy Referral Form 
 
Pa1ent’s Name: __________________________________________________ DOB__________________ 
 
Diagnosis and ICD 10: ___________________________________________________________________ 
 
Pa1ent’s Phone: _______________________________________________________________________ 
 
Date of Injury: ________________________    Date of Surgery: _________________________________ 
 
Surgery: ______________________________________________________________________________ 
 
Precau1ons: ______________________________________________________________ 
 
       Occupa1onal Therapy Eval and Treat  
Select from the following below, if needed: 
Treatment                                                                              Modali1es                                                       
      Pain Management                                                               Ultrasound 
      Edema Management                                                          Electrical s1mula1on                                                                                                        
      AROM/AAROM/PROM                                                        Other _________________________________                                        
      Strengthening 
      Scar management 
      Wound care 
      Desensi1za1on 
      Other _________________________________ 
 
 
Custom Orthosis/Splints 
      Sta1c  
      Dynamic 
      Other ___________________________________________________________________ 
 
 
Treatment Frequency: ____________1mes ____________weeks. 
 
Physician Signature: ______________________________________   Date: _________________ 
 
Physician’s Name: _____________________________________________ (Please Print) 
 

 
                       Thank you for the referral.  Please fax this referral form to 980-247-4004.  

X 


