
 
 

 
 
 

 
 

Patient Name: _____________________________________________________ 
Phone Number:  __________________ Insurance: ________________________ 
 

 

Diagnosis: _________________________________________________________ 
Precautions/Weight Bearing Status: ___________________________________ 
__________________________________________________________________ 
Goals: ____________________________________________________________ 
Frequency/Duration:   ____x wk /____x weeks 
 

 

� Evaluation & Treatment 
 

�   Therapeutic Exercise �   Modalities 
�   Range of Motion � Tens 
�   Muscle Strengthening � Interferential 
�   Balance Retraining � HVPC 
�   Neuromuscular Re-ed � Russian Stim 
�   Gait Training � Bio Feedback 
�   Joint Mobilization � Ultrasound 
�   Soft Tissue Mobilization � Paraffin 
�   Traction � Heat/Cold Therapy 
�   Back Stabilization � Other: __________________  
�   Back Education 
�   Lifting Mechanics 
�   Work Tolerance/Endurance 
�   ADL Training 
�   Ergonomics Assessment 
� Job/Work Site Analysis 
� Wheel Chair Assessment 
�   Other: __________________ 
 

 

M.D. Signature: __________________________________________________ Date:     /     / 
 

 
1933 Coffee Rd 

Modesto, CA 95350 
Across from Memorial Hospital 

Ph: (209) 524-7488  
Fx: (209) 522-7488 


	Patient Name: _____________________________________________________
	Phone Number:  __________________ Insurance: ________________________
	Diagnosis: _________________________________________________________
	Precautions/Weight Bearing Status: ___________________________________
	Frequency/Duration:   ____x wk /____x weeks
	1933 Coffee Rd
	Modesto, CA 95350
	Across from Memorial Hospital
	Ph: (209) 524-7488

