PHYSICAL THERAPY REFERRAL

Patient Name: ____________________________ Date: ____________
Diagnosis: ________________________________________________
PT   OT    1 2 3 4 5/week for 4 6 8 12 weeks

Sports Medicine

Shoulder and Elbow
Knee 
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Treatment Plan

· Evaluate and Treat

· Per Protocol

· ADL/Self care

· Home Exercise Program

· Functional Rehabilitation

· Return to Work

· Sport specific

Modalities

· Ice/Heat

· Ultrasound

· Phonophoresis / Iontophoresis

· Massage

· Pool Therapy

Spine

· Back / Neck Care

· Back / Pelvis Stabilization

· Range Of Motion

· Strengthening

· Traction

Other _____________________

· Stretching / ROM

· Passive

· Active assisted

· Active

· Limits

Flexion/Extension ______________

· Strengthening

· Isometric

· Resistive (Theraband)

· Weights – Max Lbs. 1 2 3 4 5 10 20

Signature _________________________ Date _______________

Renew Therapy ____________________ Date _______________


