HNS Chiropractic Treatment Plan
Patient Name _______________________________  Attending Doctor _________________________, D.C.

Date ________________      Chief Complaint:________________________________________________

Diagnosis: 
Cervical Dx:    
739.1

723.1

________
________
________
________

Thoracic Dx:     739.2
    
724.1

________
________
________
________

Lumbar Dx:  
739.3

724.2

________
________
________
________

Pelvis Dx:      
739.5

________
________
________
________
________

Sacral Dx:     
739.4

________
________
________
________
________

ExtraSpinal Dx: ________
________
________
________
________
________

Chiropractic Manipulative Therapy (CMT) -
(Must be supported by Chief Complaint, Exam findings and Diagnosis)
⁫
98940
Cervical ___
Thoracic ___
Lumbar ___
Sacral ___
Pelvic ___

⁫
98941   Cervical ___
Thoracic ___
Lumbar ___
Sacral ___
Pelvic ___

⁫
98942
Cervical ___
Thoracic ___
Lumbar ___
Sacral ___
Pelvic ___

⁫
98943
Shoulder___
Elbow     ___
Wrist     ___
Knee   ___
Ankle ___
Foot ___
Specific Modalities to be Used in Treatment – (Must relate to documented diagnosis)
	Therapy Type
	Cervical
	Thoracic
	Lumbar
	Sacrum
	Pelvis
	Extraspinal

	97014 - Elect. Stim.
	
	
	
	
	
	

	97012 - Mechanical   

              Traction 
	
	
	
	
	
	

	97010 - Hot Packs 
	
	
	
	
	
	

	97010 - Ice Packs 
	
	
	
	
	
	

	97140 - Manual Therapy
	
	
	
	
	
	

	97112 - NMR 
	
	
	
	
	
	

	97124 - Massage
	
	
	
	
	
	

	97110 - Thera. Exercises
	
	
	
	
	
	

	97035 - Ultrasound
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	If any non-covered services are recommended, obtain a signed waiver from the patient prior to tx.
	
	
	
	
	
	


Specific Treatment Goals

⁫   Improve Functional Deficits in ADL’s as noted below

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

⁫   Reduce Swelling

⁫   Reduce Spasms





⁫   Increase Spinal / Joint ROM

⁫   Reduce Pain






⁫   Increase Spinal / Joint Strength

⁫   Reduce patient’s level of impairment due to current symptoms (VAS)            ⁫   Other ____________
Treatment Period (should not exceed appx. 30 days) and Frequency of Visits 

Estimated treatment plan beginning   _____/_____/_____    to    _____/_____/_____

Estimated # of Visits per week _______



Estimated # of Weeks at that Frequency ________
Date of Re-evaluation (required whichever comes first – approximately 4 wks or 12 visit) _____/_____/_____

Patient Disability
From _____/_____/_____   to   _____/_____/_____

Patient Restrictions

⁫
Sitting



⁫
Bending

⁫
Pushing/ Pulling

⁫
Reaching


⁫
Twisting

⁫
Walking

⁫
Standing


⁫
Lifting – Avoid lifting over _________ pounds

Home Care Recommendations
⁫
Ice ……………………….Apply for _______ minutes every ______ hours

⁫
Moist Heat……………….Apply for _______ minutes every ______ hours

⁫
Cervical Pillow

⁫
Cervical Collar…………...Use only when in a car ________
Wear constantly_______

⁫
Lumbar Support………….Use only during activity _______       Wear constantly_______

⁫
Exercises:   Cervical ____   Thoracic ____   Lumbar ____    Protocol Used _______________________

⁫
Nutritional Supplements _______________________________________________________________

⁫
Orthotics

⁫
TENS

⁫
Other ______________________________________________________________________________
Recommendations – (If patient fails to meet treatment goals during this plan period)
⁫
Chiropractor - Specialist
⁫
Family Physician

⁫
Neurologist

⁫
Neurosurgeon

⁫
Orthopedic Surgeon
⁫
Spinal Specialist

⁫
Rheumatologist

⁫
Radiologist

⁫
Pain Management Specialist

⁫
MRI 

⁫
CT Scan

⁫
Nerve Conduction Velocity Test

⁫
Other _________________________________________________________

⁫
Supportive / Maintenance Chiropractic Care

Attending Doctor’s Signature ______________________________________  Date __________________
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