
Physical   Therapy   Consultation   Record
ชื่อ-สกุล.................................................................... อายุ.............ปี HN................................. หอผู้ป่วย / เตียง...................
	สำหรับแพทย์
	สำหรับนักกายภาพบำบัด

	Diagnosis…………………………………………………………….………..
Precaution…………………………………………………………….……..

Consult  Physical  Therapy  for
( ) Relive  pain
( ) Range  of  motion
( ) Muscle  strengthening
( ) Cervical  /  Pelvic  traction
( ) Ambulation
( ) Chest  Physiotherapy
( ) Program  for CP. Development  training
( ) Program  for   hemiplegia
( ) Other……………………………………………………

            Doctor / Date………………..…………………………..… 

	CC. …………………………………………………………………….…………..
PI. ………………………………………………………………………………..…
PH.  …………………………………………………………………….………….
Objective  Examination
…………………………………….…………………………………………….…..
………………………………………………………..……………………………..
………………………………………………………………..……………………..
Physical  Therapy  Diagnosis
…………………………………………………………………………….………..
Physical  Therapy  Managements
……………………………………………….…………………….……………….
……………………………………………………………………..……………….
……………………………………………………………………………….………

          Physical   therapist / Date …………..………..…….
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       Progression   Note
	                                                                                 FM-PST-012








