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Movement for a better life
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Patient: | | pos: [ | Next MD Appt: |

Diagnosis: [

Pertinent History: [

Precautions/Contraindictions: [

Findings: (X-ray, CT, MRI, EMG, Other) [

(D U A R N N

Prognosis: [

Orders: O Evaluate/Treat D Evaluate/Consult O Evaluate/Specific Order O VO

)
(O Hot/Cold Pack O Contrast Bath O Neck Exercise O Increase ROM
O Ultrasound O Infrared O Flexibility Exercise »| O Decrease Pain
cé) O Massage (O Mechanical Traction (O Strength Exercise 8 O Decrease Edema
D—c? ( Electronic Stim/TNS O PROM/AROM (O Vasopneumatic GO | O Increase Strength
O lontol Phonophoresis O Manual Therapy O Other (O Decrease Spasm
\__/ (O Diathermy O Back Exercise O Increase Flexibility

Frequency: | |txwk [ |2xwk | 8xwk [ |4xwk [ | 5xwk  Other: | )
Duration: D 1wk D 2wk O 3wk O 4wk Other: [

-~

Physician’s Name Therapist’'s Name

Physician’s Signature Date Therapist’s Signature Date

N
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