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PHYSICAL THERAPY REFERRAL 

NAME _____________________________DATE__________ 

DIAGNOSIS _______________________________________ 

PRECAUTIONS ___________________________________ 

o PHYSICAL THERAPY CONSULTATION TREATMENT: 

FREQUENCY X DURATION: TIMES PER WEEK FOR ___WEEKS 

AREA: 

o CERVICAL SPINE 0 SHOULDER / ROTATOR CUFF 0 HIP 

o THORACIC SPINE I RIBS 0 ELBOW 0 KNEE 

o LUMBAR SPINE o WRIST / HAND o ANKLE I FOOT 

TREATMENT: 0 PER EXAMINATION FINDINGS 

o JOINT MOBILIZATION o THERAPEUTIC EXERCISES Be 0 GAIT TRAINING: % 

o SOFT TISSUE STRETCHES o GAIT TRAINING - WBAT 

MOBILIZATION o PATIENT EDUCATION I o OTHER______ 

o MYOFASCIAL RELEASE HOME PROGRAM 

o MODALITIES PRN 

THERAPEUTIC EXERCISE / PROTOCOLS: 0 As ApPROPRIATE 

o PROGRESSIVE RESISTIVE WITH PERIODIZATION 

o ROTATOR CUFF / SCAPULAR STABILIZATION 

o ACCELERATED ACL PROTOCOL 

o SPINAL STABILIZATION PROGRAM 

o TOTAL HIP / KNEE ARTHROPLASTY 

o BALANCE TRAINING 

o NEUROMUSCULAR RE-EDUCATION 

o VESTIBULAR REHABILITATION 

DOCTOR'S SIGNATURE 

PLEASE PRINT DOCTOR'S NAME OFFICE PHONE NUMBER 

http:WWW.PASADENAPT.COM

