
EVALUATE AND TREAT

P H Y S I C A L  T H E R A P Y  P R E S C R I P T I O N

Phys i c i an  Name :

D iagnos i s :

Name : DOB:

P recau t i ons /Comment s :

Abdomina l  Pa in

Abdomina l  Adhes ions

Cons t i pa t i on

Coccyx  Pa in

D ia s t a s i s  Rec t i

Dyspa reun i a

Headaches

Low Back /H ip /Gro in  Pa in

I hereby certify that Physical Therapy is medically necessary for this
patient’s plan of care.

Physician's Signature Date

Othe r :

Musc le  Weaknes s

Pe l v i c  Organ  P ro l apse

Sac ro i l i a c  Jo in t  Dys func t i on

Sc i a t i c a

Symphys i s  Pub i s  Dys func t i on

Ur ina ry  F requency

Ur ina ry /S t re s s  I n con t inence

Vu l vodyn i a

P H Y S I C A L   T H E R A P Y

R E V E L L E

p :   7 7 0 . 8 0 0 . 2 3 7 7        f :   8 3 3 . 7 7 0 . 4 9 6 6      e :   i n f o @ t h e r e v e l l e . c o m


