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Physical Therapy              Occupational Therapy                Speech Therapy 
                         (circle one above please) 
 

     Patient Name ___________________       Diagnosis ________________________ 
     Date of Onset ___________________       Physician Name ___________________ 
 
     Pt progressing:      slowly      moderately      rapidly.            Pt regressing            Pt plateauing 
                            (circle one above please) 

Subjective Information: 
 
Objective Information: 
 

 
         Goals                Progress toward Goals 

  

  

  

  

  

  

  

  

  

          
     Number of attended visits last authorization period: ____________________________________________        
  
     Requesting Plan of Care: continue therapy  1   2   3   4   5 times per week for ____ weeks      _____ D/C to HEP 
                                                  (circle one above please) 
     Therapist Signature: _____________________________                         Date: ________________ 

     Physician Signature: _____________________________             Date: ________________ 

THERAPY PROGRESS NOTE 
 
 


