
Prescription & Treatment Plan

For office use:
Approved by:

Adjustor Nurse Case Manager

Name: (Print)/Title

Date:

NAME: HOME/ CELL PHONE NO.:

MEDICAL INSURANCE:

CLAIM / MEMBER NO.:

PHYSICAL THERAPY

MASSAGE THERAPY (BY LMT)

OTHER

DOB: WORK PHONE NO.:

Restrictions & Precautions

338 Kamokila Blvd. #201, Kapolei, HI 96707
Office: 674-9998 Fax: 674-9877
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DIAGNOSIS:

FREQUENCY & DURATION:

Times per week for 

Physician’s Name (Print) Physician’s Signature: Date:
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ICD-10 CODE(S):

Special Instructions/ Additional Notes

TR
EA

TM
EN

T

Weeks

DATE OF INJURY:

EVAL & TREAT CONTINUE

Costco

Outback

Kapolei Parkway

K
am

o
ki

la
 B

lv
d

Court House

K
al

ae
lo

a 
B

lv
d

N

Rebound
Hawaii

H1 East to Honolulu

H
o

m
e

 D
ep

o
t

H
1 W

est to 

W
aianae

SURGERY TYPE: DATE OF SURGERY:
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