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TO:  PROVIDER
KSC RehabWorks
Mail Code NEM-008
Kennedy Space Center, FL  32899
Phone:  (321)  867-7497
Fax:      (321)  867-1144
Email:    KSC-RehabWorks@mail.nasa.gov
NASA/KSC REHABWORKS PHYSICAL MEDICINE AND MUSCULOSKELETAL REHABILITATION
FROM:  PROVIDER
Name (Last, First)
Clinic
Address
Phone  
Fax      
Email   
KSC RehabWorks provides rehabilitation services by Certified Athletic Trainers.
Our AT clinicians are licensed to practice in the state of Florida.
Please include available imaging reports and/or operative notes.
The information collected in this form is covered by the Privacy Act of 1974 and will become part of NASA’s Health Information Management System (HIMS).  Refer to KSC Form 8-218.  A complete description of this System of Records can be found by searching the Web for “78 FR 77503”.
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