[Insert Logo and Address]

HAND THERAPY PRESCRIPTION

Name: _________________________
 Date: ________________​

Diagnosis: _____________________________________________

Date of Injury / Surgery:  __________________________________

Precautions:  ___________________________________________

Treatments per week/Duration: _____________________________   


TREATMENT

( Evaluate and Treat

      ( Pain Management

( AROM/AAROM/PROM

( Edema management

( Wound Care/Pin Care

( Scar Management

( Soft Tissue Mob/IASTM

( Desensitization


( Strengthening

( Nerve gliding

( Adaptive Equipment 

( Joint Protection 

( Home Exercise Program

( ______________________

Modalities

( Fluidotherapy

( Moist heat 

( Ice

( Whirlpool

( Ultrasound ___________________

( Electrical stimulation ___________

( Iontophoresis _________________

( ____________________________


Orthosis Management

( Immobilization 


(FO________________


(HO________________


(HFO_______________

(WHO______________

(WHFO_____________

(EO________________

(EWO______________

(EWHO_____________

(EWHFO____________

(SO________________

( Mobilization

(FO 

(HFO

(WHO

(WHFO
 

(EO

(EWO

(EWHO

Other___________

_______________


Comments: ___________________________________________

PHYSICIAN SIGNATURE: _____________________Date________

Please note: this template is for a general referral. There are additional requirements for durable medical equipment for Medicare beneficiaries.

