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Therapeutic Care

PHysiclAN REFERRAL

Patient’s Name:

Clinics

Diagnosis:

Precautions:

[0 Evaluate and Treat

[0 Home Program

[0 Work/Functional Conditioning
[[J Therapeutic Exercise

[0 Modalities

O

Other

Frequency: X week weeks or visits total

Signature:

Date:

Queens

100-15 Queens Blvd.
Suite 202

Queens, NY 11375
(347) 813-4960

http://advancetcpt.com




