
PATIENT NAME: _____________________________________________ PHONE: _____________________ 

DATE OF BIRTH: _______________________ 

DIAGNOSIS: ______________________________________________________________________________ 

SECONDARY DIAGNOSIS / PRECAUTIONS: __________________________________________________ 

• PHYSICAL THERAPY • REHABILITATION SERVICES

 
 
 
 

 
 
 
 
 
COMMENTS: 

DURATION:               2WEEKS    4WEEKS      6WEEKS     8WEEKS 

I certify that this patient is under my care and requires the listed care above 

Print Provider's Name: ___________________________________________ 

Signature: _______________________________________________________    Date:  _________________ 

The information contained in this transmission is privileged and confidential. It is intended only for the use of the 
individual or entity named above. If the reader of this message is not the intended recipient, you are hereby notified that 
any dissemination, distribution or copy of this communication is strictly prohibited. If you have received this 
communication in error, please notify us immediately by telephone and return the original message to us at our address 
above via U.S. Postal Service. We will reimburse you for the postage. 

KINETIC ACTIVITES 

o Strengthening/Stabilization
o Flexibility/Stretching
o Neuromuscular Re-Education
o Therapist Recommendation:

________________________

MODALITIES 

o Electric Muscle Stim
o Ultrasound/Phonophoresis
o Hot/Cold Packs
o Myofascial Release/Manual Traction
o Joint Mobilization
o Motorized Vehicle Accident
o Worker’s Compensation
o Massage
o Other

_____________________________

PROGRAMS 

o Neck Rehab
o Back Rehab
o Shoulder Rehab
o Knee Rehab (Wt. Bearing

Non-Weight Bearing)
o Wrist/Hand Rehab
o Ankle Rehab
o PRP
o Other
o _____________________

• JOINT MOBILITY

• CHIROPRACTIC TREATMENT
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