
Referral Form

Pelvic Floor Physiotherapy

Patient information

Name: ____________________________________

Date of Birth: ____________________________

Phone number: __________________________

Date: ___________________

Referring Physician

Name: _________________________________  Signature: _______________________________

Pelvic Health Concerns

☐ Urinary/fecal incontinence             ☐ Urinary/fecal urgency

☐ Constipation                                        ☐ Painful urination/bowel movements

☐ Painful intercourse                            ☐ Pre & post natal care

☐ Other: __________________________________________________________________________

Physician’s notes:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_________________________________________________________________________________

1 Harbourside Access Rd, Charlottetown, PE  C1A 8R4
 (t) (902) 894-4400, option 1.  (f) (902) 702-9979  (e) info@bodyworkspei.ca

Corena Hughes. B.Sc., Physiotherapist


