
NORTH VALLEY PHYSICAL THERAPY

Patient Name: __________________________________________ Date___________________

Diagnosis: _____________________________________________________________________

Frequency / Duration :   [ ]  2x/wk.   [ ]  3x/wk.   [ ]  4x/wk.   [ ]  5x/wk.     For: ______wks

[ ]  P.T.  Evaluation and Treatment:

[ ]  Theraputic Exercise
	 [ ]  Spine Program
	 [ ]  Strengthening
	 [ ]  Stretching Program
	 [ ]  Range Of Motion
	 [ ]  Home Exercise Program
	
[ ]  Vertigo
	 [ ]  BPPV 

[ ]  Massage Therapy
	 [ ]  Myofacial Release

[ ]  Joint Mobilization
	

	

[ ]  P.T.  Evaluation and Treatment:

[ ]  Aquatic Therapy
	 [ ]  Pool
	 [ ]  Whirlpool
	 	
[ ]  Modalities
	 [ ]  Electrical Stimulation
	 [ ]  Ultrasound
	 [ ]  Hot/Cold Pack
	 [ ]  Parafin Bath
	
[ ]  Functional Training
	 [ ]  Gait
	 [ ]  Transfers
	 [ ]  Balance
	 [ ]  Stroke Rehabilitation

[ ]  Traction
	 [ ]  Manual 
	 [ ]  Mechanical

Special Instructions:  __________________________________________  
Physician Signature:  __________________________________________ 

Dean Kannier, P.T. 
951 Butte Street   .  Redding, Ca  96002

Phone: 530 241-9142  .  Fax: 530 214-9201  .  www.northvalleyphysicaltherapy.com

“ One On One Care”


