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PHYSICAL THERAPY

11100 Hwy 165 #5, North Little Rock, AR 72117
Phone: 501-945-0200
Fax: 501-945-0245

Name Date
Diagnosis Date of Onset
Precautions

O Evaluate and Initiate appropriate therapy
O Evaluate and design treatment plan for my approval

{1 Please administer the following treatment

Duration of treatment weeks (number)

Treatment Frequency 1 2 3 4 5 days/week
Progress Report O By phone B By Letter

Additional Commenis

(circle one)

Physician’s Signature




