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Referral for Physiotherapy

Date:

To: Physiotherapist in-charge/

Re: (Patient’s Name):
(Patient ID No.):

Diagnosis:

Clinical Information:

Remarks:

Doctor’s Signature and Chop:

Doctor’s Contact:
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Sports Medicine & Rehabilitation Centre, 1/F, CUHK Medical Centre, 9 Chak
Cheung Street, Sha Tin, N.T.
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