E ‘Imi I Ke Ola - Seek Health

—2_yoshimoto

Patient: Phone: Date:

Diagnosis: Date of Injury:

ICD-10 Code(s):

Referring Physician:

Insurance Company: Adjuster or Claim Number:

Rx: TIMES A WEEK FOR WEEKS.

O Evaluate & Treat Modalities:

Q ROM/Stretches QO Low Level Cold Laser O Mechanical Traction

O Therapeutic Exercises Q Ultrasound O Education

Q Therapeutic Activities O Elec. Stimulation Prevention & hiehanies, Pelr hiansgement
O Stabilization O US/Elec. Stim. Combo = Home Exercise Program

O Gait Training QO lontophoresis opesi Instrustions;

O ADL/Functional Training O Heat/Cold

QO Neuromuscular Re-Education O Microcurrent

O Balance & Proprioception O Functional Elec. Stim.

O Work Conditioning O Manual Therapy:
Joint Mobilization, Soft Tissue Mobilization (STM), Manual Traction,
Instrument Assisted STM, Myofascial Release

Physician Signature: Date:

Yoshimoto Physical Therapy 8

600 Kapi‘olani Blvd. g e
Suite 409 ®
Honolulu, Hawaii 96813 & i *
Phone: (808) 525-5300 < 5 5
Fax: (808) 525-5301 s, = F

www.yoshimotophysicaltherapy.com



