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Date:_____________________________   Patient’s Name:_______________________________________ 

 

Diagnosis:_____________________________________  Frequency:_________________Duration:__________________ 

 

Restrictions/Precautions/WB Status:___________________________________________________________________________ 

 

___Eval & Treat 
___AQUATICS 

___Ultrasound 

___EMS/TENS 

___Massage 

___Traction 

___Exercises 

 

___Joint Mobilization 

___Gait Training 

___Orthotics 
___NEURO REHAB 

___Iontophoresis 

___Whirlpool/Fluidotherapy 

___Vasopneumatic Compression 

 

___FCE 

___Work Simulation/Hardening 

___Balance Assessment 
___EMG/NCV Test 

___Job Site Assessment 

___Splint/Brace 

____________________________ 

Doctor:__________________________________________     ______Substitution Permissible 
 


