    Treatment Plan and Recommendations




Name:_____________________________________________________________     Date:  ____/____/_____
Provider Initials:_________

Diagnosis:
1.___________________________________________________


7.__________________________________________________

2.___________________________________________________


8.__________________________________________________

3.___________________________________________________


9.__________________________________________________

4.___________________________________________________


10._________________________________________________

5.___________________________________________________


11._________________________________________________

6.___________________________________________________


12._________________________________________________

Treatment Plan:        FORMCHECKBOX 
 Plan to be in effect for thirty days.       FORMCHECKBOX 
 Re-evaluate patient in thirty days or if clinical picture substantially changes

 FORMCHECKBOX 
 Chiropractic manipulation  
 FORMCHECKBOX 
 2-3 times a week. 

 FORMCHECKBOX 
 Once a week. 
 FORMCHECKBOX 
 Once every two weeks. 
 FORMCHECKBOX 
___________________

 FORMCHECKBOX 
 Manual therapies
applied to ______________________
 FORMCHECKBOX 
 2-3 times a week. 
 FORMCHECKBOX 
 Once a week. 

 FORMCHECKBOX 
 Once every two weeks. 

 FORMCHECKBOX 
 Ultrasound applied to ____________________________
 FORMCHECKBOX 
 2-3 times a week. 
 FORMCHECKBOX 
 As needed per daily assessment. 

 FORMCHECKBOX 
 Interferential/EMS applied to _____________________
 FORMCHECKBOX 
 2-3 times a week. 
 FORMCHECKBOX 
 As needed per daily assessment.

 FORMCHECKBOX 
 Laser applied to ______________________


 FORMCHECKBOX 
 2-3 times a week. 
 FORMCHECKBOX 
 _____________________________

 FORMCHECKBOX 
 Acupuncture  







 FORMCHECKBOX 
 2-3 times a week. 
 FORMCHECKBOX 
______________________________

 FORMCHECKBOX 
____________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

 FORMCHECKBOX 
 Advise the patient to use ice. 

 
 FORMCHECKBOX 
 Four to six times a day.  
 FORMCHECKBOX 
 Two to three times a day.  FORMCHECKBOX 
 As needed for pain control.

 FORMCHECKBOX 
 Advised the patient to use heat.






 FORMCHECKBOX 
 Two to three times a day.  FORMCHECKBOX 
 As needed for pain control.

 FORMCHECKBOX 
 Advised the patient to use alternating ice and heat. 



 FORMCHECKBOX 
 Two to three times a day.  FORMCHECKBOX 
 As needed for pain control.

 FORMCHECKBOX 
 Advised the patient to do  FORMCHECKBOX 
 ROM exercises daily   FORMCHECKBOX 
 Dynamic core stabilization exercises daily    FORMCHECKBOX 
 Lumbar stabilization exercises daily

 FORMCHECKBOX 
 Advised the patient to use a TENS as needed for pain control.

 FORMCHECKBOX 
 Advised the patient to modify ADL’s—sleeping, positions of comfort, driving, rising, sitting, bending, sneezing , etc.

 FORMCHECKBOX 
 Advised the patient to use a cervical traction unit daily.

 FORMCHECKBOX 
 Advised the patient to use a brace to support the soft tissue.

 FORMCHECKBOX 
 Advised the patient to  
 FORMCHECKBOX 
 stop smoking    FORMCHECKBOX 
 decrease OH intake   FORMCHECKBOX 
  lose weight.
 FORMCHECKBOX 
 Coordinate care with allopathic provider.

Treatment Goals:

 FORMCHECKBOX 
  Reduce muscle spasm by ____% by first evaluation.


 FORMCHECKBOX 
  Reduce soft tissue inflammation.
 FORMCHECKBOX 
  Increase pain free ROM’s.






 FORMCHECKBOX 
  Alleviate patient’s pain by ____% by first evaluation.
 FORMCHECKBOX 
  Increase joint stability.







 FORMCHECKBOX 
  Decrease formation of ischemic areas.
 FORMCHECKBOX 
  Promote development of well-defined scar tissue. 


 FORMCHECKBOX 
  Minimize deconditioning and increase strength and endurance.
 FORMCHECKBOX 
  Decrease joint and soft tissue stress.




 FORMCHECKBOX 
  Establish lifestyle modifications to reduce re-injury.
 FORMCHECKBOX 
  Reduce patient’s pain level and increase their function, so they may _________________________________________________________.

Diagnostic Imaging: 
 FORMCHECKBOX 
 C/S x-rays



 FORMCHECKBOX 
 T/S x-rays



 FORMCHECKBOX 
 L/S x-rays



 FORMCHECKBOX 
  Pelvic x-rays

 FORMCHECKBOX 
 (  L  R  ) Shoulder x-rays
 FORMCHECKBOX 
 (  L  R  ) Elbow x-rays

 FORMCHECKBOX 
 (  L  R  ) Wrist x-rays

 FORMCHECKBOX 
 (  L  R  )  Hand x-rays

 FORMCHECKBOX 
 (  L  R  ) Hip x-rays

 FORMCHECKBOX 
 (  L  R  ) Knee x-rays

 FORMCHECKBOX 
 (  L  R  ) Ankle x-rays

 FORMCHECKBOX 
 (  L  R  )  Foot x-rays

 FORMCHECKBOX 
 C/S MRI



 FORMCHECKBOX 
  T/S MRI



 FORMCHECKBOX 
  L/S MRI



 FORMCHECKBOX 
  Pelvic MRI

 FORMCHECKBOX 
 (  L  R  ) Shoulder MRI

 FORMCHECKBOX 
 (  L  R  )  Elbow MRI

 FORMCHECKBOX 
 (  L  R  ) Wrist MRI

 FORMCHECKBOX 
 (  L  R  )  Hand MRI

 FORMCHECKBOX 
 (  L  R  ) MRI


 FORMCHECKBOX 
 (  L  R  ) Knee MRI

 FORMCHECKBOX 
 (  L  R  ) Ankle MRI

 FORMCHECKBOX 
 (  L  R  )  Foot x-MRI

Compliance

 FORMCHECKBOX 
 Discussed importance of compliance to achieving outcome goals  FORMCHECKBOX 
Patient agrees



 FORMCHECKBOX 
Patient is non-committal

Treatment Options:

 FORMCHECKBOX 
 Discussed treatment options including allopathic and chiropractic, risks, and benefits with patient.
Coordination of care:

 FORMCHECKBOX 
Recommended follow-up and coordination of care with  FP  
 FORMCHECKBOX 
 completed a referral letter
 FORMCHECKBOX 
 patient will call FP to make appt

 FORMCHECKBOX 
Recommended follow-up and coordination of care with  Ortho
 FORMCHECKBOX 
 completed a referral letter
 FORMCHECKBOX 
 patient will call ortho to make appt

 FORMCHECKBOX 
Recommended follow-up and coordination of care with  Neuro
 FORMCHECKBOX 
 completed a referral letter
 FORMCHECKBOX 
 patient will call neuro to make appt

 FORMCHECKBOX 
Recommended follow-up and coordination of care with  PMR  
 FORMCHECKBOX 
 completed a referral letter
 FORMCHECKBOX 
 patient will call PMR to make appt

 FORMCHECKBOX 
Recommended follow-up and coordination of care with  PT  
 FORMCHECKBOX 
 completed a referral letter
 FORMCHECKBOX 
 patient will call PT to make appt
Patient Education: 

 FORMCHECKBOX 
Educated the patient on the
 FORMCHECKBOX 
  usage of ice.  


 FORMCHECKBOX 
 usage of heat



 FORMCHECKBOX 
 usage of alternating ice and heat.

 FORMCHECKBOX 
Educated the patient on 

 FORMCHECKBOX 
 ROM exercises.


 FORMCHECKBOX 
 Core stabilization exercises.
 FORMCHECKBOX 
 Lumbar stabilization exercises.

 FORMCHECKBOX 
Educated the patient on the usage of a TENS.

 FORMCHECKBOX 
Educated the patient on modification of ADL’s—sleeping, positions of comfort, driving, rising, sitting, bending, sneezing.

 FORMCHECKBOX 
Educated the patient on the usage of a cervical traction unit.

 FORMCHECKBOX 
_____________________________________________________________________________________________________________________
Risk Management:

 FORMCHECKBOX 
 Patient was advised of risks and benefits of recommended treatment.  FORMCHECKBOX 
 Patient understood options, risks and benefits and gave written consent to treatment as outlined.   FORMCHECKBOX 
 Patient opted to consider other forms of treatment.

 FORMCHECKBOX 
 Patient was advised that if they experience any dizziness, whooziness, migraine headache, numbness or dramatic worsening of their condition they are to contact me immediately.

 FORMCHECKBOX 
 Patient was advised that soreness, achiness and bruising may be typical reactions to treatment and they are to use ice and home care.







