S movement for life treatment
AY physical therapy referral

PATIENT'S NAME: . PATIENT’'S PHONE:
DIAGNOSIS: DOB:
PRECAUTIONS:
physical therapy specialty programs
O Evaluate & Treat O Modalities O ACL Injury Prevention O Post-surgical Care
. . (Elect Stim, Ultrasound, . o
O Therapeutic Exercise lontophoresis) O Arthritis/Prehabilitation Program O Postural Program
(Active, Passive, PRE)
" O Balance/Fall Prevention O Strength-Training Program
O Functional Activities O Thermal Modalities .
(Gait, Balance, ADL) (Ice, Moist Heat) O Blood Flow Restriction (BFR) O TMJ/Headache Program
00 Neuromuscular O Traction (Lumbar, Cervical) O Cardiopulmonary Physical Therapy O Vestibular Rehabilitation
Re-education O Concussions O Weight Loss Prescription
Comments: (Weight Loss Coaching, Fitness Training)
= I\J/anu;ISTfh?ropy [0 Diabetes Management g d d
(Joint & Soft Tissue ) O Work Injury/Return To Work
Mobilization) [0 Osteoporosis Program
O Other

Comments / Parameters:

Frequency: ... times per week for ............ weeks. Signature: Date:




the experts in movement
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C Street

galt

835 C St

Galt, CA 95632

P: (209) 745-5802
F: (209) 745-5574

W. Turner Rd

lodi

2401 W. Turner Rd, #250
Lodi, CA 95242

P: (209) 334-2224

F: (209) 334-2225

e, movement for life
A physical therapy

Pine St

W. Hammer Ln
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534 E Pine St

N California St

E Cleveland St

stockton-hammer
1716 W. Hammer Ln
Stockton, CA 95209
P: (209) 473-2383

F: (209) 473-1350

stockton-pine

534 E Pine St, Ste A
Stockton, CA 95204
P: (209) 425-4071

F: (209) 451-5687

movementforlife.com
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