
Patient Name: ___________________________________________________________________________________

Diagnosis: ______________________________________________________________________________________

PHYSICIAN SIGNATURE: ____________________________________________________

Physical Therapy
❒  Evaluate and Treat
❒  Therapeutic Exercises
❒  ROM
❒  Gait Training
  (WBAT / NWB / PWB / TTWB)

Modalities
❒  Electrical Stimulation
❒  Ice / Heat
❒  Traction
❒  Ultrasound / Phonophoresis
❒  Iontophoresis

❒  Flexibility
❒  Proprioception / Balance Training
❒  Body Mechanics Education
❒  Splinting / Bracing / Orthotics

Special Instructions:
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Referral
Date: ______ / _______ / ______

24670-i12    Rev. 10-12

Frequency:  ________ times / week        Duration:    1    2    3    4    5    6    weeks

Northgate Business Park
600 Tracy Way
Charleston, WV 25311

(304) 388-4900
Fax: (304) 388-4910
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