	DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
	 



PLAN OF TREATMENT FOR OUTPATIENT REHABILITATION

(COMPLETE FOR INITIAL CLAIMS ONLY)
	    1. PATIENT’S LAST NAME
          
	    FIRST NAME 
          
	M.I.
 
	    2. PROVIDER NO. 
          
	    3. HICN 
          

	    4. PROVIDER NAME 
          
	    5. MEDICAL RECORD NO. (Optional) 
           
	    6. ONSET DATE
          
	    7. SOC. DATE
           

	    8. TYPE:
           FORMCHECKBOX 
 PT  

           FORMCHECKBOX 
 RT  
	 FORMCHECKBOX 
 OT         FORMCHECKBOX 
 PS
	 FORMCHECKBOX 
 SLP

 FORMCHECKBOX 
 SN
	 FORMCHECKBOX 
 CR

 FORMCHECKBOX 
 SW
	    9. PRIMARY DIAGNOSIS (Pertinent Medical D.X.) 
           
	  10. TREATMENT DIAGNOSIS
           
	  11. VISITS FROM SOC. 
          

	 12. PLAN OF TREATMENT FUNCTIONAL GOALS 

	            GOALS (Short Term)
     Etiam massa. Pellentesque bibendum mi et tellus. Donec lorem diam, tristique id, tristique a, eleifend ac, eros.
	  PLAN

    FORMCHECKBOX 
 Therapeutic Excercises
    FORMCHECKBOX 
 Self-Care/Domestic ADL's
    FORMCHECKBOX 
 Therapeutic Activities
    FORMCHECKBOX 
 Wheelchair Management

    FORMCHECKBOX 
 Coginitive Skills Development
    FORMCHECKBOX 
 Adaptive Equipment & Tng.
    FORMCHECKBOX 
 Patient/Caregiver Education
    FORMCHECKBOX 
 Heat/Cold Pack Application
	 FORMCHECKBOX 
 Sensory Integration

 FORMCHECKBOX 
 Neuromuscular Re-ed.

 FORMCHECKBOX 
 Community/Work Tng.
 FORMCHECKBOX 
 Aquatic Therapy

 FORMCHECKBOX 
 Orthotic Training

 FORMCHECKBOX 
 Manual Therapy

 FORMCHECKBOX 
 Other:      

	            OUTCOME (Long Term)
     Aenean ipsum. Cras at nibh quis dui eleifend semper. In egestas nunc at nulla. Nunc neque. Donec luctus lacus non sapien.
	
	

	   13. SIGNATURE (or name of professional, including prof. designation)

	   14. FREQ/DURATION (e.g., 3/Wk × 4 Wk) 
     2/Wk x 10/Wk

	I CERTIFY THE NEED FOR THESE SERVICES FURNISHED UNDER THIS PLAN OF TREATMENT AND WHILE UNDER MY CARE
	      FORMCHECKBOX 
 N/A
	   17. CERTIFICATION

    FROM          
	THROUGH          
	 FORMCHECKBOX 
 N/A

	   15. PHYSICIAN'S SIGNATURE


	   16. DATE
               
	   18. ON FILE (Print/type physician's name)
       FORMCHECKBOX 
          

	   20. INITIAL ASSESSMENT (History, medical complications, level of function 
                                                 at the start of care. Reason for referral.)
	   19. PRIOR HOSPITALIZATION

    FROM          
	TO          
	 FORMCHECKBOX 
 N/A

	    Lorem ipsum dolor sit amet, consectetur adipiscing elit. Etiam ultrices porttitor nisi. Nullam porttitor, nisl id consectetur hendrerit, leo nisi laoreet justo, eu facilisis justo enim eget lorem. Nulla facilisi. Aliquam felis nisl, egestas semper, hendrerit vel, bibendum eu, erat. Ut diam. Suspendisse eleifend. Aenean purus. In hendrerit lectus ac lorem. Proin laoreet porttitor erat. Etiam egestas lobortis ligula. Aenean urna nibh, rhoncus sit amet, sollicitudin ac, pretium sit amet, nisl. Proin sed enim eget magna dapibus mattis. Quisque vulputate velit pellentesque turpis. Vestibulum elit. Duis ligula diam, tristique et, elementum eget, rhoncus id, arcu. Maecenas pharetra metus consectetur quam. Fusce ut ligula. Sed quis leo ut odio ultrices viverra. 

Mauris consectetur dictum urna. Praesent vitae erat. Morbi sit amet nisl. Praesent purus erat, aliquam adipiscing, euismod id, lobortis at, nunc. Nullam lorem nunc, condimentum dignissim, ornare vel, scelerisque ac, lorem. Ut tempus iaculis magna. Suspendisse eros nulla, pulvinar vel, iaculis ut, sodales eget, elit. Suspendisse suscipit semper leo. Duis eu nulla. Ut imperdiet. Nam at mi. Cras dictum lorem nec leo. Phasellus tristique. Etiam sit amet nunc a ligula imperdiet placerat.

	   21. FUNCTIONAL LEVEL (End of billing period) PROGRESS REPORT                                                                  FORMCHECKBOX 
 CONTINUE SERVICES     OR           FORMCHECKBOX 
  DC SERVICES   
     Etiam massa. Pellentesque bibendum mi et tellus. Donec lorem diam, tristique id, tristique a, eleifend ac, eros. Phasellus eget odio in lacus venenatis vulputate. Donec ultricies, ante nec sodales adipiscing, lectus augue accumsan est, in iaculis lectus risus et ante. Donec at quam. Vestibulum nulla risus, rhoncus vitae, porta vel, sodales viverra, nisi. Vestibulum egestas sem. Vestibulum a elit vel nisl pulvinar tempus. Etiam blandit, augue ut faucibus tincidunt, nibh mi pretium mi, vel vulputate orci lectus non nunc. Maecenas elit. Proin elementum nunc eget ante. Praesent in diam.

	
	
	
	
	
	
	   22. SERVICE DATES
     FROM       
	THROUGH       


.

SAMPLE
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