ROCKY
Top

THERAPY CENTER

Patient Name:
Patient Date of Birth:
Diagnosis:

Date:

PHYSICAL THERAPY PRESCRIPTION

Goals of Rehabilitation to include:

Frequency:

Improved Range of Motion

Improved Gait

Increased Strength

Improved Motor Planning

Improved Posture / Biomechanics
Improved Functional Ability

Improved Midline Orientation

Improved Balance

Establish / Upgrade Home Exercise Program

Duration:

Comments/Recommendations:

Physician Signature:
Physician Name:
Address:

Telephone #:

Fax #:

Rocky Top Therapy Center
660 Keller Smithfield Road e Keller, Texas 76248
Office #: (817) 379-5717 e Fax #: (817) 431-6100
www.rockytoptherapy.org

1/Physical Therapy Prescription



