Patient Name Dx: ICD-9 DOI---DOS
COPAY $
Circle for Evaluations/Reevals. IE -- PR 5 6
* * Date
Therapeutic Exercise (15 min.)
STM--PPR---Massage--—-MFR
JM----CR Stretch
Ultrasound: _ 3mhz _ 1mhz
PT ONLY:
IceOnly: __ Crushed ___Reg __ Form
Mechanical Traction: _ C/S __ LIS
Pulsetron:
__hand __ feetonly
EMS: _ _ice __ heat
Special Order/Reminder: Authorized by:
(“DN” = see Daily Notes for any additional info)
Initial subjective Condition:
Changes
In condition
indicated
here.
Comparable Sign 1
Measurable
Change
Comparable Sign 2
Measurable
Change
Signature of PT/PTA

*Number each treatment procedure in the order that it is rendered.
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