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Patient: _________________________         Date: _____________ 

Diagnosis: ______________________________________________ 

Balance/Vestibular 

Requested Treatment: 

Area Type Modalities 
Cervical/neck 

Lumbar/Abdominals 

Thoracic 

Shoulder 

Elbow 

Wrist/hand/Fingers 

Hip 

Knee 

Ankle/Foot/Toes 

Therapeutic Exercise 

Flexibility 

Pain Mgt 

Dry Needling 

Evaluate and Treat 

MFR/Massage 

AAROM / AROM 

PROM 

Manual Therapy 

Ultrasound 

E-Stim/IFC 

Compression 

Paraffin 

Traction 

Cryotherapy 

Moist Heat 

Iontophoresis 

Phonophoresis 

Modalities prn 

Comments/Other: ___________________________________ 

__________________________________________________

 

Physical Therapy 

3825 Hwy 80 East 
Pearl, MS 39208 

Pearl: Kosciusko: Flowood: 

Phone: 769.777.4400     |     Fax: 769.777.4401 
www.ReliantPT.com 

671 Grants Ferry Rd, Ste A 

Flowood, MS 39232 

108 Veterans Mem Dr.  
Kosciusko, MS 39090 
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