
 

Patient’s Name:_____________________________________________________________________

Diagnosis:______________________________________________________________________________

Physical Therapy Requests:

ESPT
  Elite Sports Physical Therapy

194 Francisco Lane
Suite 104

Fremont, CA 94539
P: 510-656-3777
F: 510-656-3750

 Modalities
o Ultrasound
o Electrical Stimulation
o Iontophoresis

 Traction (Cervical/ Lumbar)
 Other

Frequency and Duration:   ___________ times per week for __________ weeks

Special Instructions/ Comments:__________________________________________
________________________________________________________________________________

Physician Signature:______________________________________    Date:__________
(I certify that the prescribed rehabilitation is medically necessary and is approved).

Where Everyone’s A Pro

 Evaluate and Treat
 Orthotics Evaluation
 Myofascial Release
 Joint Mobilization
 Therapeutic Exercise
 Body Mechanics/

Ergonomics Education

Jacon C. Chun
MPT, ATC, CSCS

Director of Physical
Therapy


