Regional : sanpyspRrINGS

Medical Fax 404-943-9975 Phone 404-943-9996
Group 5335 Roswell Road NE, Atlanta, GA 30342
DAILY TREATMENT NOTES
Patient’s Name Visit # Date

Date this episode began

COMPLAINTS/CONDITIONS BEING TREATED WITH ACCOMPANYING FUNCTIONAL GOAL

#1 Complaint #3 Complaint
Goal Goal
#2 Complaint #4 Complaint,
Goal Goal

TREATMENT PLAN: (Assume 15 min. unless noted for time codes)
[ cMT Technique Used ] CMT-EXT ] Hot/Cold 1 EMS ] uss [ Traction

] Manual Therapy ] Massage

#1 COMPLAINT - PATIENT STATED:

[ pain [ stiffness [ Paresthesia [] Spasm L OrR OMin OMid [ Mod [ Severe [ Intermittent [] Frequent [] constant
] Other

[] Decreased ROM [ No [] Yes [JEdema [JNo [JYes [JR [JL
Muscle Hypertonicity ONo Oc O71 »OL O Upper [0 Mid O Lower (IR L [ Other
[] same [] Better [] Worse - Why? Improved % Worse %

[ Treatment effective [ ] Yes [] No Treatment w/o incident [ ] Yes [] No  Treatment tolerated well [ ] Yes [] No

O A therapies per treatment plan unless noted here:

#2 COMPLAINT - PATIENT STATED:

[] pain [] stiffness [ Paresthesia [ ] Spasm [JL [JR [J Min []Mid []Mod [] Severe [] Intermittent [ ] Frequent [] Constant
[ Other

[] Decreased ROM [ No [] Yes [JEdema [INo [JYes [JR [JL
Muscle Hypertonicity ONe Dc O OL O Upper [OMid [JLower [JR [JL [] Other
[ 1 same [ Better [] Worse - Why? Improved % Worse %

[ Treatment effective [ ] Yes [ No Treatment w/o incident [ ] Yes [] No  Treatment tolerated well [] Yes [] No

1Al therapies per treatment plan unless noted here:

#3 COMPLAINT - PATIENT STATED:

[] pain [ stiffness [] Paresthesia [ ] Spasm LJL ORrR O Min I Mid [ Mod [ Severe [ Intermittent [] Frequent [] Constant
[ Other

[] Decreased ROM [] No [] Yes [(JEdema [INo [JYes [JR [JL
Muscle Hypertonicity ONnoe Dc OO0 O Upper (I Mid [ Lower [JR [ L [ Other
[] same [] Better [] Worse - Why? Improved ______ % Worse ____________ %

[] Treatment effective [ ] Yes [] No Treatment w/o incident [] Yes [ ] No  Treatment tolerated well [] Yes [] No

[ All therapies per treatment plan unless noted here:

#4 COMPLAINT - PATIENT STATED:

[] pain [ stiffness [ Paresthesia [ ] Spasm CJL OOrR O Min I Mid [IMod [ Severe [ Intermittent [] Frequent [] Constant
[ Other

[] Decreased ROM [ No [] Yes [JEdema [INo [dYes [JRrR [JL
Muscle Hypertonicity [ 1 No []Jc [T [JL [Jupper [IMid [JLower [JR [JL [] Other
[] same [] Better [] Worse - Why? Improved % Worse %

[] Treatment effective [ ] Yes [] No Treatment w/o incident [] Yes [] No  Treatment tolerated well [] Yes [] No

1 All therapies per treatment plan unless noted here:

Treatment Frequency and Duration: 2 3 timesaweekfor 2 3 4 weeks Re-evaluation Date

Patient (sign and date)

Therapist Doctor




