
Patient Name: ​​​_____________________ Date:  _________ Case #______

DAILY NOTES: S. O.  A.  P.   

 
	Subjective: Patient Feels:   How do you feel today since last visit?      Same    Better   Worse              Slight     Much                    


Pain  Scale 0 no pain 10 worst pain



	Objective Findings:                  


	Assessment:   (Stable    (Same as last visit   (Worse   (Improving   -Slow   -Slight  -as expected          Update Diagnosis:  (See reverse side of page for description and codes

	Plan / Treatment: Please CIRCLE Each Modality 

 ( NO TREATMENT GIVEN TODAY  ( Continue Prescribed Treatment Plan   ( MMI Patient and dismissed from care
Spinal Adjustment  C1-2-3-4-5-6-7 T 1-2-3-4-5-6-7-8-9-10-11-12 L 1-2-3-4-5 S P Lt-Rt (Diversified  ( Other_____________
(CP              (HMP           (EMS         (Manual Therapy (Soft-Tissue Massage ( Interseg. Traction  ( Other_____________

S:____ E:____   S:____ E:____ S:____ E:____      S:____ E:____             S:____ E:____               S:____ E:____              S:____ E:____        

R:__________   R:__________  R:__________     R:__________              R:__________               R:__________              R :__________

                                                 S=Start Time                E=Ending Time                             R=Region

Rehab Exercises: Active -  Passive: Neck;  Lower Back;    R  L Shoulder;  R   L  Elbow;  R   L Wrist/hand; R   L  Hip;  R  L Knee;   R  L Ankle S:____ E:____
 ( (NMR) Neuro-Muscular Re-Education  S: ____E:___  ( Therapeutic Exercises S: ____ E:____ ( Gait Training S: ____ E: ____

Refer To: (Orthopedist (Neurologist (Neurosurgeon (Primary Care (MRI of: ___________ (FCE ( Work Conditioning
( X-Rays needed of: _______________________________________________

Modify Frequency to:  ( Daily ( 5 X per week ( 4 X per week ( 3 X per week ( 2 X per week ( 1 X per week 

	Modify Length of Frequency to: (  1 week ( 2 weeks ( 3 weeks ( 4 weeks ( 5 weeks ( 6 weeks


Doctor’s Signature
  X         




      
( Doctor’s Name 


Patient Signature: Must be signed after Treatment





X 


I HEREBY, CONFIRM THE ABOVE CHECKED THERAPIES I RECEIVED TODAY.  
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( pain in upper  middle lower trapezius muscles   B R   L�
�
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( Radiating  to U/E  pain, tingling, numbness        B R   L�
�
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                          U/E  weakness                              B R   L�
�
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( Radiating  to L/E  pain, tingling, numbness         B R  L�
�
Wrist / hand /Finger(s)R   L    B�
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Pain Level 1 – 10: No Pain=0   10 = Severe Pain   S(1)=SLIGHT M(2)=MILD  MO(3)=MODERATE   SV(4)-SEVERE, (=) = same – (C) =Constant,- I-Intermittent   (F) = Frequent











 Doctor’s Notes:
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TENDER�
MUSCLE 
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Range of Motion�
Pain Level 


(  ( Today�
Palpation Misalignments�
�
Suboccipital  Tenderness�
1 2 3 4�
1 2 3 4�
�
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(     =      (�
 U/E weak  Lt 5/5 4/5 3/5 2/5 1/5  Rt  5/5 4/5 3/5 2/5 1/5                       �
�
Neck                             R   L   B�
1 2 3 4�
1 2 3 4�
�
 (        (    �
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C 1-2-3-4-5-6-7      C/S Foraminal Comp + -�
�
Upper back                   R   L   B�
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�
 (        (    �
(     =      (�
T 1-2-3-4-5-6�
�
Mid back                      R   L   B�
1 2 3 4�
1 2 3 4�
�
(        (    �
(     =      (�
T 8-9-10-11-12�
�
Lower back                  R   L   B�
1 2 3 4�
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�
(        (    �
(     =      (�
L 1-2-3-4-5    Kemp’s +  - R  L,  yeoman’s  +  -  R  L   �
�
Shoulder/arm /forearm R  L    B�
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�
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�
Wrist / hand /Finger(s)R   L    B�
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 ROM ( C-Sp ( ( ( T-Sp ( ( ( L-Sp ( (�
�
Hip Thigh Knee / leg   R  L    B�
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McMurrry’s +  -  R  L, Valgas +  - R  L, Varus +  - R  L�
�
Other Area �
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1 2 3 4�
�
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�
�
S(1)=SLIGHT M(2)=MILD  MO(3)=MODERATE   SV(4)-SEVERE, (=) = same  P= tenderness present, TP=Trigger point
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