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F O R  O F F I C E  U S E  O N L Y

O U R  S E R V I C E S

Manual Therapy
Joint Mobilization
Manual Traction
Myofascial Release
Strain-Counterstrain

Therapeutic 
Exercises
Home Exercise Program
Postural Education/ 
Ergonomics
Strengthening

Modalities
Mechanical Traction
Electrical Stimulation
Ultrasound

Neuromuscular 
Re-Ed
CVA/ Stroke Recovery
Coordination/  
Proprioception

Physical Therapy

x per week for weeks.

TOTAL

TOTAL

Work Hardening & Conditioning 

x per week for weeks.

Other

Evaluate and Treat


