	
[image: ]Clinic Phone
Clinic Address
CLINIC NAME



DOCTOR’S MEDICAL NOTE

	Date:
	
	
	Time:
	



	PATIENT INFORMATION

	
	
	
	
	

	Patient Name:
	
	Age:
	



	Diagnosed with:
	



I _________________hereby certify that I am providing physical therapy care to the above-named Patient.

	Patient May Return to School/Work:
	
	

	☐ Today
	
	

	☐ Tomorrow
	
	

	☐ On ________________, __/__/____
	



	INSTRUCTIONS
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	 Physiotherapist Signature 
	
	Date
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