
                    
 
                                        

 

 

Patient Name: ______________________________________  Phone: ___________________ 

Referring Physician: ______________________________________ Date: ________________ 

Diagnosis: ____________________________________________________________________ 

□ Evaluate & Treat     □ Continue Current Rx 

 

  

 

 

   

  

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

Physician Signature: _________________________________________________________________________ 

Waterford 
3901 Highland Rd. Suite B 

Waterford, MI 48328 
P: 248-682-3933 
F: 248-888-0052 

E: Waterford@fyzical.com 
 
 

Algonac 
329 Columbia St. Ste B 

Algonac, MI 48001 
P: 810-671-0018 
F: 810-671-0019 

E: Algonac@fyzical.com 
 

 

Pre/Post-Op Rehabilitation 

□ Knee  □ Neck 
□ Hip   □ Elbow 
□ Back  □ Wrist/Hand 
□ Shoulder  □ Ankle/Foot 
 

Orthopedic Rehabilitation 

□ Strengthening 
□ Flexibility/ROM 
□ Stabilization 
□ Soft Tissue Mobilization 
□ Joint Mobilization 
□ Other: ______________ 

Modalities 

□ Ultrasound 
□ Electrical Stimulation 
□ Iontophoresis 
□ Traction 
□ Other: ____________ 
 

Balance Rehabilitation 

□ Balance Retraining Therapy 
□ Canalith Repos. Manuever 
□ Neurological Gait Training 
□ NIR Infrared Treatment 
 

Programs 

 

□ Balance Retraining 
□ Vestibular Therapy 
□ Headaches 
□ Osteoporosis 
□ Fibromyalgia 
□ S/P CVA 
□ Parkinsons 
□ Sports Specific 
□ Work Specific 

Patient Education 

□ Home Exercise Program 
□ Fall Prevention 
□ ADL Training 
□ Other: ______________ 

Frequency: ________ Days per Week 

Duration: _______ Weeks/Months (Circle One) 


