ADIRONDACK PHYSICAL  & OCCUPATIONAL THERAPY, LLC
MEDICARE TREATMENT PLAN / RE-EVALUATION

In accordance to Medicare, all patients should have renewal of treatment plan every 90 days. Please review treatment plan and mail back to our office.  Thank you.

Patient name___________________​_________

DOB____________
Date_____________________

Diagnosis_______________________________
ICD-9___________
MD______________________

SUBJECTIVE:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
OBJECTIVE: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

TREATMENT GOALS:

STG (__WEEKS)






LTG (__WEEKS)

__Decrease pain to   /10



__No pain or independent pain management

__Increase ROM to ____________________

__Increase ROM to ______________________________

__Increase strength to__________________

__Increase strength to____________________________

__Initiate HEP





__Independent in HEP and ________________________

__Other  _____________________________

__Other  _______________________________________

PLAN OF CARE: Frequency_________________________

Duration__________________________

    Treatment to include the following:

    __Hot/ cold packs
__TENS/ E-Stim         __Ultrasound/Phono
   __Manual Therapy

    __Therapeutic exercise     __Neuromuscular Re-ed     __Gait training     __Other________

Therapist signature:_________________________

Print:___________________________

I CERTIFY THAT THE ABOVE REHABILITATIVE SERVICES ARE MEDICALLY NECESSARY AND AUTHORIZED BY ME.  

PHYSICIAN:_________________________________
DATE________________

