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PHYSICAL THERAPY PERSCRIPTION
Patient:  _________________________________________________________________________
DOB:  __________      Age:  ________
[bookmark: _GoBack]Diagnosis:  __________________________________________________  ICD-10 _____________
Precautions:  _____________________________________________________________________
	☐	Evaluate and Treat
	☐	Physical Therapy Evaluation
	☐	Physical Therapy Treatment
	☐	Therapeutic exercise
		☐Passive range of motion ________________________________________________
		☐Active range of motion _________________________________________________
		☐Active assistive range of motion __________________________________________
		☐Strengthening exercises ________________________________________________
	☐	Manual therapy
		☐Deep Tissue Massage
		☐Transverse Friction Massage
		☐Joint mobilization
	☐	Gait training   NWB / PWB / FWB / Crutches / Cane / Walker
	☐	Orthotic evaluation and casting

Frequency:  _______ time(s) a week for ________________________________________________
Additional instructions:  _____________________________________________________________
Physician Signature:  _____________________________________________      Date:  __________
Please stamp the back of this sheet with the office stamp to assure for proper communication between offices.
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