
 AUBURN
4760 Garfield Rd.
Auburn, MI 48611
Phone (989) 662-8855
Fax (989) 266-3195

 AU GRES
401 E. Huron Rd. 
Au Gres, MI 48703
Phone (989) 254-6360
Fax (989) 876-0116

 BAY CITY - EAST
2618 Center Ave.
Bay City, MI 48708        
Phone (989) 892-4557
Fax (989) 892-4686

 BAY CITY - WEST
3720 Wilder Rd., Ste D
Bay City, MI 48706
Phone (989) 402-1215
Fax (989) 402-1218

 BAY CITY - YMCA
225 Washington Ave.
Bay City, MI 48708
Phone (989) 414-1399
Fax (989) 892-4686

  BRIDGEPORT
5460 W. Rolling Hills Dr. 
Bridgeport, MI 48722
Phone (989) 272-4500
Fax (989) 272-4501

 CARO - HOOPER
465 N. Hooper St. 
Caro, MI 48723
Phone (989) 672-5112
Fax (989) 673-3005

 CARO - M81
1796 W. Caro Rd., Ste II 
Caro, MI 48723
Phone (989) 231-5950
Fax (989) 231-5951

 FRANKENMUTH
406 W. Genesee, Ste B. 
Frankenmuth, MI 48734
Phone (989) 480-8872
Fax (989) 262-8514

 FREELAND
7329 Industrial Dr.
Freeland, MI 48623
Phone (989) 573-8266
Fax (989) 573-8269

 MIDLAND
2520 W. Wackerly St. 
Midland, MI 48640
Phone (989) 423-1240
Fax (989) 423-1243

 OSCODA
4431 N US 23
Oscoda, MI 48750 
Phone (989) 254-6455
Fax (989) 569-8077

 SAGINAW - 
      BAY RD.
3901 Bay Rd.
Saginaw, MI 48603
Phone (989) 401-5282
Fax (989) 401-5286

 SAGINAW - 
      STATE ST.
4616 State St.
Saginaw, MI 48603
Phone (989) 355-1010
Fax (989) 355-1011

 SAGINAW - YMCA
1915 Fordney St. 
Saginaw, MI 48601
Phone (989) 355-1010
Fax (989) 355-1011

 SHIELDS
8680 Gratiot Rd., Ste. B
Saginaw, MI 48609
Phone (989) 401-4791
Fax (989) 401-4794

 TAWAS
540 W. Lake St., Ste 3
Tawas City, MI 48763
Phone (989) 984-6075
Fax (989) 305-6038

CORPORATE OFFICE
804 N. Water St. Bay City, MI 48708 

Phone: (989) 450-3341 | Fax: (989) 778-1237

www.renuept.com

DATE: ______________  PATIENT NAME: ___________________________________________  DOB:________________

PHONE: ___________________________ DIAGNOSIS:______________________________________________________

 EVALUATE AND TREAT          PT  OT (OT offered at Bridgeport, Caro - Hooper, Saginaw - Bay Rd. & Frankenmuth clinics)

FREQUENCY: ________ per week  DURATION: ________weeks  DATE OF APPT: ________________ TIME: __________

PLEASE LIST ANY SPECIFIC ORDERS:

PHYSICIAN NAME: _________________________________________ SIGNATURE:_______________________________
The indicated plan of care is established and will be reviewed every thirty (30) days. I certify the medical necessity of therapy.
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