
_________________

_______________________

CONFIDENTIAL NOTICE: The content of this form is intended only for the facility recipient(s) and may contain information that is protected under applicable law. If you are not the intended recipient(s) or if you receive this 
form in error, please notify the sender at the telephone or address above. Please also destroy any and all copies. 

Derek Hill, DO 
Straith Orthopedics

Hip & Knee Specialist
 Phone: 248-386-7278 

Fax: 248-386-7286

Inpatient Rehabilitation 
Allscripts & Epic

 Direct Referrals Accepted  
Phone: 248-357-3360 Ext: 172 

Fax: 248-386-7275 

Michael Peer, PA Inpatient RehabilitationFirst Available 

Hip Knee Elbow

Thank you for choosing to refer your patient to our specialists! To begin the referral process, please 
complete the form and fax to the specialist of your choice below. We will reach out to the patient to schedule 
an appointment within 24-48 hours. 

PLEASE PROVIDE: Office Notes, Imaging, Medical History, PT History, Medication List

General Consultation Procedure/Surgical Consultation Rehabilitation Other

____________

Please Send Completed Form To The Department Of Your Choice Below 

www.Straith.orgREFERRAL FORM

Urgent 

Derek Hill, DO 
ORTHO Physician Assistant

Hand Shoulder Wrist Foot Ankle
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