
 

Samantha Del Bigio MPT, BSc 
Little Oak Wellness Clinic 

200 Main St. South - Kenora, ON 
littleoakwellness.ca 

E: yourhealth@littleoakwellness.ca 
Ph: (807) 468-9355 

 

PHYSIOTHERAPY REFERRAL 
 

Referral Date: _________________ 
 

 
Patient Name: ____________________________ DOB (dd/mm/yyyy): _________________ 
Patient Phone: _______________________ 
 
Referring Provider: ________________________ 
 ND  NP  MD  Other: _________ 
 
Referral Type:  
 MSK (Acute)   Post-Op   Pelvic Floor Therapy   
 MSK (Chronic)   WSIB   MVA/HCAI (Health Claims for Auto Insurance) 
 
Diagnosis/Reason for Referral/Additional Comments:  
 

 
 
 
 
 
 
 
 
 
 
 
 

 Please attach CPP and all relevant diagnostic & consultation documents 

 Please inform patients re: appointment booking options via online scheduling, phone 
or email if they prefer to initiate contact 
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