Daily Treatment Record

Date: ___________________






           Patient: ___________________________                  

SUBJECTIVE: (Review of Chief Complaint)        Areas of Complaint: _______________________________________________________________________   
 ___ See Case History                                           Functional Rating      1         2         3         4         5         6         7         8         9         10

        Condition Described as:   Intense    Severe     Moderate     Mild     Minimal    Resolved    Intermittent     Increased    Decreased     Persistent    Occasional     Frequent
      Based on today’s subjective report their condition has:   Improved  /  Stayed the same  /  Gotten Worse since last visit.     

OBJECTIVE: (Exam of the area involved in the Diagnosis) 

 ____ See Physical Exam/Re-Exam Form this date               The below findings we also treated with the following technique:  _________________________________________
        Spasm noted in the following areas:            C:  1   2   3   4   5   6   7   T:  1   2   3   4   5   6   7   8   9   10   11   12   L:  1   2   3   4   5   Other: _______________

Asy / Fixation  noted in the following areas:    C:  1   2   3   4   5   6   7   T:  1   2   3   4   5   6   7   8   9   10   11   12  L:  1   2   3   4   5   Other: _______________
                              Finding is:    Intense      Severe      Moderate      Mild      Minimal      Resolved      Decreased     Persistent      Increased   
         Based on today’s evaluation the patient condition has:    Improved    /    Stayed the same    /     Gotten Worse  since last visit.

ASSESSMENT: (Evaluation of Treatment Effectiveness)  Dx:  

 
____ Patient responded Favorably / Poorly to treatment today and is  Improving  / Getting Worse / Unchanged as Expected / Unexpectedly.


         Details: ______________________________________________________________________________________________________________

        ____ Patient reports an unexpected exacerbation today.  Details: ____________________________________________________________________

PLAN:  (Treatment provided today)       _____ Per Treatment Plan





Next Visit _____________  

____ 98940 (1-2 region)       ____ 97014 (Stim)                    ____ 9920  2   3   4 (New)
           ____ 9921  2   3   4 (Estab)                           ____ 97110 (Ther Ex.)      ____min         
____ 98941 (3-4 region)       ____ 97010 (Ice)
                   ____ 97035 (ultrasound)  ____min      ____ 97140-59(myofasc.)  ____min         ____ E0735 TENS rent / purch
____ 98943 (Extremity)          ____ 97012 (Traction)            ____ 97024 (Dia)                                     ____ 97112 (Neuro Re-ed)    ____min         ____ 81002 (UA)   
Dr. Somebody’s Signature: ___________                 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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