
 
 
 

 
 

 
Dx: o Right o Left    Deltoid strengthening Program for RTC Deficiency  
 
Date of Surgery: ____________    Patient Name:    _____________________________   
 
PT/OT: Please evaluate and treat. Follow attached protocol. 2-3 x per week x 6 weeks. 
 
Signature/Date: ______________________________     
 
 
 

 



 



 
 
 
 
 

 




