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Outpatient Physical Therapy Order Form
Community Hospital

911 State Street

Capital City, Georgia 30330
Outpatient Physical Therapy Report Form
Community Hospital

911 State Street

Capital City, Georgia 30330
Outpatient Physical Therapy Order Form
Community Hospital


911 State Street


Capital City, Georgia 30330

Patient Name: _________________________________________________________

Diagnosis: ____________________________________________________________

Surgical Procedures: ___________________________________________________

Precautions: __________________________________________________________

Allergies: _____________________________________________________________

Frequency: _____________________________________    Duration: ____________

Treatment and Recommendations

	
	Evaluation and Treatment
	
	Therapeutic and Home Exercise instruction 

	
	Functional Capacity Evaluation
	
	Orthotic Fabrication

	
	Sports Rehabilitation
	
	Lymphedema Management


Physician Signature:  ____________________________________    Date: _______________

Physician Name (Printed) _____________________________  Attending MD _________________

Phone: ________________________________   FAX: ____________________________

Insurance Infromation:

	
	BC/BS
	
	Tricare
	
	Workman’s Comp

	
	Commercial
	
	Medicare
	
	

	
	Companion
	
	Medicaid
	
	

	
	HMO Blue
	
	Other
	
	


Policy # __________________________  Group # _______________________________________

Authoriztion # ________________________________________________

Patient Name: _________________________________________________________

Diagnosis: ____________________________________________________________

Muscle Assessment Test: ___________________________________________________

Precautions: __________________________________________________________

Allergies: _____________________________________________________________

Muscle Strength Test:  Upper Extremity

	
	Right Arm
	Left Arm

	Use scale below to rate resistance
	Resist Flexion
	Resist Extension
	
	Resist Flexion
	Resist Extension
	

	Ask patient to squeeze your pointer and middle finger
	
	
	
	
	
	

	Thumb opposition
	
	
	
	
	
	

	Elbow
	
	
	
	
	
	

	SCALE

	0 
	No movement, no contraction of the muscle

	1 
	Trace, evidence of muscle contraction but no joint movement

	2 
	Poor, complete range of motion with gravity eliminated

	3 
	Fair, complete range of motion against gravity

	4 
	Good, complete range of motion against gravity with moderate resistance

	5 
	Normal, complete range of motion against gravity with maximal resistance without evidence of fatigue


ELBOWS, WRISTS, and FOREARMS.  
	
	Right Arm
	Left Arm

	
	Active
	Passive
	Change in ROM after Repetitions
	Active
	Passive
	Change in ROM after Repetitions

	Elbow Flexion
N = to 145
	
	
	
	
	
	

	Elbow Extension 
N = to 0
	
	
	
	
	
	

	Forearm Pronation
N = to 80
	
	
	
	
	
	

	Forearm Supination
N = to 85
	
	
	
	
	
	

	Wrist Palmar Flexion
N = to 80
	
	
	
	
	
	

	Wrist Dorsiflexion (Extension)
N = to 70
	
	
	
	
	
	

	Wrist Ulnar Deviation
N = 45
	
	
	
	
	
	

	Wrist Radial Deviation
N = 20
	
	
	
	
	
	

	a.   Indicate goniometer used to measure ROM.

c.   Indicate whether patient is left handed, right handed, or ambidextrous.  

Indicate method used to determine.

d. Comment on: the visible behavior of the Soldier; swelling; muscle spasm; muscle atrophy; deformity; and/or scarring.  If pain is associated with the condition, indicate whether pain appears to cause interference with weight bearing. 

e.  Discuss additional functional loss due to pain, fatigue, weakness, lack of endurance or incoordination during flare-ups or when the joint is used repeatedly over a period of time








Chart adapted from :  Guidance for Preparing MEB Reports for Soldiers with Conditions Affecting Range of Motion of the Spine and/or Joints

