
MUSCATINE
 PHYSICAL
  THERAPY
   SERVICES, P.C.

“Let Our Strength Help You Regain Yours”

Our mission is to provide our patients with quality assessments, personalized treatment plans, and education that allow them 
to return to functional home and work activities in a timely manner, as well as encourage lifelong wellness.

APPOINTMENT SCHEDULED AT:
 Muscatine Physical Therapy Services, P.C.

 2109 Cedarwood Drive, Suite 100
 Muscatine, IA  52761
 Phone:  563-­288-­6787      Fax:  563-­288-­6719

 Columbus Junction Physical Therapy
 104 N. Main Street
 Columbus Junction, IA  52738
 Phone:  319-­728-­4441      Fax:  319-­728-­4442

 West Liberty Physical Therapy
 1103 N. Elm Street, Suite 101
 West Liberty, IA  52776
 Phone:  319-­627-­6809      Fax:  319-­627-­6810

Patient’s Name:______________________________________   Diagnosis:_____________________________________________________

Precautions/Suggestions:_____________________________________________________________________________________________

Frequency:  1 x Week  2 x Week  3 x Week  Daily

Duration:  1 Week  2 Weeks  3 Weeks  4 Weeks  Other______________________

 EVALUATE AND TREAT

 CRUTCH TRAINING

 GAIT TRAINING
   TWB     _____% PWB     WBAT     NWB

 MODALITES
  Ultrasound

 Phonophoresis (10% Hydrocortisone)
 Iontophoresis
 Heat or ice
 Electrical Stim

  Inteferential Current
 TENS
 Electrical Muscle Stim

 Massage
 Traction (Cervical or Pelvic)

 COMPRESSION GARMENT

 WELLNESS OPTIMAL HEALTH
  Weight Loss        

 Exercise/Fitness Program
 Sports Performance

 THERAPEUTIC EXERCISE
  AROM      PROM       Strengthening      PRE/Other

 Joint Mobilization
 Home Exercise Program
 Isokinetic Evaluation (i.e., Cybex)
 Low Back Stabilization
 Neuromuscular Rehab

 INDUSTRIAL REHABILITATION
  Work Conditioning

 Fit for Duty Test
 Functional Capacity Assessment
 Body Mechanics

Goal of Return to Work (Date):____________________________

 HYDROTHERAPY
  Wound Care            Debridement

 SPLINTING (Please specify below)

 BRACING (Please specify below)

DATE OF NEXT
PHYSICIAN
APPOINTMENT:_____________________________________________

APPOINTMENT DATE AND TIME: 

_____________________________________________

TO PATIENT:  1) Bring this referral sheet with you 
to your appointment;; 2) Please arrive 15 minutes 
prior to your appointment time.

OTHER:_______________________________________________________________________________________________________________

Physician Signature:_______________________________________________________________  Date:_____________________________
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