
 

Patient: _______________________________________________________________ 

Diagnosis: _____________________________________________________________ 

Recent Surgery:____________________________   Date:_______________________ 

Precautions: ___________________________________________________________ 

Frequency: ________  times per week for  _________ weeks per Physical Therapist  

Treatment Plan.  

 ___ Evaluate and Treatment                               ___ Aquatic Therapy 

           ___ Home Program and Exercise                       ___ Balance and Instability 

 ___ Pre-Op/Post-Op Rehab                                ___ Vestibular Rehab 

 ___ ROM/Strengthening                                      ___ Hand Therapy  

          ___ Myofascial Treatment/Manual Therapy         ___ Kinesio Taping 

          ___ Cupping 

         Other: ____________________________________________________________ 

 

Signature __________________________________    Date _____________________ 
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