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PHYSICAL THERAPY/OCCUPATIONAL THERAPY REFERRAL
SHOULDER

PATIENT:

DIAGNOSIS: Right Left Bilateral

AC Joint Arthritis Glenohumeral Arthritis Posterior Instability
Acromioclavicular Separation Impingement Syndrome Proximal Humerus Fracture
Anterior Instability Multidirectional Instability Rotator Cuff Tear
Frozen Shoulder Osteonecrosis Humeral Head Other

SURGERY DATE: Right:_____ Left:_____ Bilateral:_____

Acromioplasty/RC Repair (arthroscopic/open) Posterior Shoulder Repair
Anterior Shoulder Repair (arthroscopic/open) Proximal Humeral Replacement
Arthroscopic Subacromial Decompression Proximal Humeral Replacement and
Inferior Capsular Shift Tuberosity Reattachment
Lateral Clavicle Resection Shoulder Arthroscopy
ORIF Proximal Humerus Fracture Total Shoulder Replacement
Other

RX:
Local Modalities Ultrasound Heat Cold

ROM Exercises: (____forward elevation, ____external rotation, ____internal rotation to chest, ____behind back)

PROM: Limitations:_____
AAROM AROM Gentle Stretching to increase ROM

STRENGTHENING: deltoid external internal rotation scapular muscles
isometrics Isotonic (Progressive Theraband) Isokinetic

Additional Instructions/Precautions:

Frequency/duration of Treatment:_______times per week for _______weeks
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