www.geneseevalleypt.net

6012 S. Linden Road, Unit 15 Tel: (810) 655-8244
Swartz Creek, MI 48473 Fax: (810) 655-2192

PROVIDING PHYSICAL THERAPY TO THE FOLLOWING AREAS:

GEN ESEE VALLEY * Fenton/ Holly/ Linden ¢ Rankin
PHYSICAL THERAPY e Grand Blanc/ Burton e Flint/ Flushing

e Durand/ Mundy Twp * And Surrounding Areas
Date:

Patient’s Name:

Diagnosis:

Precautions:

Treatment:
Frequency/Duration: _ X PerWeek For ___ Weeks
O EVALUATE & TREAT O Neuromuscular Re-education
O Home Exercise Instruction [0 Modalities
O Active O Paraffin Bath
O Active Assisted O Ultrasound
O Passive/Gentle O Ultrasound/E. Stim
O Closed Kinetic Chain O TNS
O Williams Flexion O Phonophoresis/lontophoresis
O McKenzie Extension O Cervical Traction/Pelvic Traction
O Other O Specialty Programs
O Hydrotherapy O Back Rehab
O Whirlpool O Shoulder Rehab
O Wound Care g Ene: Rhehbab
O Gait Trainin Ip Reha
9 O GoodHealth 30
O Manual Therapy 00 Other
g musfle I.Enlesr?yt-r?h' O Functional Assesment
yofascial Stretching e .
[ Cranio-sacral Therapy [0 Work Conditioning
O Joint Mobilization
O Massage
O Soft Tissue
| hereby certify the above services to be medically necessary.
Physician Date

DO NOT EMAIL PRESCRIPTION The electronic prescription form is provided for your convenience. With respect to responding to this form, please
do not send the prescription via email. Please populate, print and sign a hardcopy that may be faxed, mailed or hand delivered to the clinic.
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W Hill Rd

GENESEE VALLEY
PHYSICAL THERAPY

Just A Reminder

Please bring this referral slip with you on your
first visit.

Please arrive 15 minutes before your scheduled
appointment to complete the necessary
paperwork.

What to Bring (Insurance Forms)

Appropriate insurance claim form or
PPO/HMO referral slip or
Worker's compensation employer information.

W Hill Rd

What to Wear

Please wear/bring comfortable clothing,
shoes/sneakers.

Please bring shorts if we will be treating
your leg(s).
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