
Treatment Prescription
Name _______________________________________  DOB:_______________________

Contact Phone Number ______________________________________________________

q Evaluate and Treat
1      2      3      4      5          Visits per Week for _________ Weeks	    q As Needed	       

q  Urinary Incontinence
	 q  Stress q  Urge q  Mixed
q  Fecal Incontinence
	 q  Stress q  Urge q  Mixed
q  Pelvic Organ Prolapse
	 Type: __________________
q  Voiding Dysfunction/Retention
q  Pregnancy Related Pain
q  Low Back Pain
q  Abdominal Pain
q  Scar Tissue Adhesions
q  Painful Scar
q  Constipation
q  Other: __________________

Treatment Interventions
q  Therapist’s Discretion
q  Manual Therapy
q  Core Stability
q  Bladder Training
q  Pelvic Floor Relaxation/Training
q  Maternal Wellness
	 q  Prenatal	
	 	 Weeks Gestation _________
	 q  Postnatal

I hereby certify these services as medically necessary for the patient’s plan of care.

Signature ___________________________________________      Date ______________
NPI#  ___________________________________________________________________

Specializing in Pelvic Floor Physical Therapy for Women and Men

Diagnosis
q  Pelvic Floor Muscle Dysfunction
	 q  Interstitial Cystitis
	 q  Endometriosis
	 q  Vulvodynia
	 q  Dyspareunia
	 q  Non-Functioning Pelvic Floor
	 q  Overactive Pelvic Floor
	 q  Underactive Pelvic Floor/Weakness
	 q  Generalized Pelvic Pain
	 q  Vaginismus
	 q  Vestibulitis
	 q  Post-Prostatectomy
	 q  Benign Prostatic Hypertrophy
	 q  Erectile Dysfunction
	 q  Other: _______________________

Lenexa Clinic
8550 Marshall Drive, Suite 210
Lenexa, KS 66214
Ph: 913-492-0333 
Fax: 913-492-0334

Lansing Clinic
712 1st Terrace, Suite 103
Lansing, KS 66043
Ph: 913-727-2022 
Fax: 913-727-2033

Gladstone Clinic
101 NW Englewood Rd, Suite 110
Gladstone, MO 64118
Ph: 816-413-0900 
Fax: 816-413-0737

Modalities
q  Electrical Stimulation
q  Biofeedback/sEMG
q  Ultrasound
q  Cryotherapy

Equipment
q  Vaginal Dilators
q  Vaginal Weights
q  Biofeedback
q  SI Belt


