
Matt Greenwood, PT
Philip Hix, PT, DPT, MTC

NAME:_______________________________________________________________________________________ 

PHONE:_______________________________________ DX CODE:__________________________________

DIAGNOSIS:_____________________________________________________________________________________

______________________________________________________________________________________________ 

DATE / TYPE OF SURGERY:___________________________________________________________________ 

INSTRUCTIONS/PRECAUTIONS:_____________________________________________________________

___________________________________________________________________________________________ 

___________________________________________________________________________________________

DR._______________________________________________ DATE:____________________________________

EVALUATION & TREATMENT

 Therapeutic Exercise     Back Program
 Mobilization   Gait Training
 Proprioceptive Retraining   ROM
 Functional Restoration   Home Program

MODALITIES OF CHOICE

 Ultrasound   Paraffin
 Electrical Stimulation   Traction
 Iontophoresis Dexamethazone   Hot/Cold Pack
 Tens   Whirlpool
 Bracing ____________________________________
 Orthotics ___________________________________

Patients are offered appointments within 48 hours.
     PLEASE CHECK HERE IF PATIENT NEEDS TO BE SEEN SOONER.

- This prescription is a statement of medical necessity for the above named patient -

1255 Logan Ave. • Belvidere, IL 61008 | T: 815.547.4733 | F: 815.547.9733

WWW.BRSPT.COM

Certified Specialists
in Physical Therapy

B E LV I D E R E  R E H A B  

&  S P O RT S  M E D I C I N E

FREQUENCY: _______________________________________________PER WEEK, FOR____________ WEEKS


