<Date>

<Insurance Company Name>

<Address>

<City, State Zip>

Re:


<Patient’s Name>

Claim Number:
<                        >

Chief Complaint:
1.<list area of complaint>

2.<list area of complaint>

3.<list area of complaint>

4.<list area of complaint>

Subjective: Provide the history including 

date of initial onset, 

how the condition began,

body part involved and the associated 

frequency (absent, occasional, intermittent, or constant)

intensity (none, slight, moderate or severe)

duration

what increases and decreases the symptoms

describe the pain quality (sharp, dull, throbbing, achy, numbness, burning, 

tingling)

radiation from where to where and how long it lasts

change in the symptoms based on the patient’s location during the day

change in the symptoms base on the time of day

The patient was first seen in this office on <list first date seen in your office for this onset> for examination, treatment for the above chief complaints.  At that time

[For each chief complaint listed above use this paragraph to describe the subjective. Keep the same order as the chief complaints listed above.]
The <body part involved> pain began on <date > when the patient <describe how it happened>. 

The pain was described as <occasionally, intermittently or constantly>  <sharp, dull, throbbing, achy, numbness, burning tingling> that increased with  < list >  and decreased with  <list >.  

A)  There was no radiation in this area. OR
B)  The pain traveled from <list > to <list > and lasted for < seconds, minutes, hours, days > when it occurs. 

A)  There was no change in the pain with change in the patient’s location during the day. OR
B)  The pain increased when the patient <describe the location> and increased when the patient was <describe the location>.

A)  There was no change with the time of day. OR
B) The pain was <absent, present, increased, decreased> in the <morning, late morning, afternoon, evening, night time>.

Past history showed <list any motor vehicle accidents, surgeries, hospitalizations which have a bearing on the complaints> and <has / has no> residuals form these.  

Treatment has consisted of <list the therapies> which have been administered at <home, office, health providers office>.

The patient was last seen in this office on <list the last treatment date>.  At that time the patient had <list the subjective complaints frequency, intensity and duration>.

Objectives:
The initial examination on <date of initial examination> showed a <normally/over/well/obese/under>  developed <patients age>  <Caucasian/Hispanic/Asian/African American> <male/female> <adult/teenager/child/infant> in <no/mild/moderate/severe> distress. 

[Complete the following for each chief complaint above keeping the same order]
Inspection showed no abnormality.
Inspection of the <body part> showed a <indicate any curvature, muscle spasm, elevated shoulder, hip, etc.>
Upon palpation of the <list body region> there was no tenderness or spasms.

Palpation of the <list body region> showed <1+/2+/3+/4+> muscles tenderness and associated spasms.

A) There were no trigger points in the area. OR
B)  There was trigger point of the <list> muscle which, upon palpation, caused radiation to <list area>.

A) Using a goniometer, active ranges of motions of the <list body joint> were normal and non-painful in all planes. OR
B) Using a goniometer, active range of motions of the <list body joint> were normal in all planes without pain except for <flexion, extension, left lateral flexion, right lateral flexion, left rotation, right rotation> which was measured to be <degrees>. OR
C) Using a goniometer, active range of motions of the <list body joint> was painful in <list motion> which was measured to be <degrees>
A)  Passive range of motions were non-painful in all planes. OR
B)  Passive range of motions were painful in <list the planes>.

A) Resisted range of motions were non-painful in all planes. OR
B) Resisted range of motions were painful in <list the motion> planes. 

A) Orthopedic tests including <list the orthopedic tests performed> were negative. OR
B) The following orthopedic tests were positive <list the orthopedic tests performed>
A) Neurological evaluation of the <upper/lower> extremity for light touch, sharp and dull, temperature were normal bilaterally. OR
B) Neurological evaluation of the <upper/lower> extremity for < light touch, sharp and dull, temperature> was/were <decreased/increased> at the <list the body area>.

A) Reflexes of the <upper/lower> extremities were 2+ bilaterally for the <biceps, triceps and brachial radialis OR patella and Achilles’>. OR
B) Reflexes of the <left/right> <biceps/triceps/brachia radialis/ patella/Achilles> were rated as <0/1+/2+/3+/4+/5+>. 

Diagnostic Imaging:
No diagnostic imaging has been performed for this injury.

A <list the number of views>  view radiograph of the <body area> was performed on <list the date of the x-ray> which was read by radiologist, <name of radiologist>.  The results were 1. <list the results>. 2. <list the results>.

A <MRI, CT, Bone Scan> of the  <body area> was performed on <list the date of the test> which was read by radiologist, <name of radiologist>.  The results were 1. <list the results>. 2. <list the results>.

Laboratory Tests:
No laboratory tests have been performed for this injury.  OR
A <list the laboratory test> was/were performed on <list the date of the test> which showed no abnormalities. OR
A <list the laboratory test> was/were performed on <list the date of the test> which showed the following to be increased: <list the ones which are increased>; and the following to be decreased: <list the ones which are decreased>. 

Progress and Discussion:
<Summarize the highlights of the patient’s subjective and objectives for each of the chief complaints when they were originally seen in your office.>
After a clinical course of <list the number of treatments since the last evaluation> treatments  consisting of <list the therapies>, the patient was re-evaluated on <give date of re-eval>.

<Select the ones below that apply to your patient’s treatment response.>
A) The evaluation showed <no, little, some, good, excellent> improvement in <list the subjective and objective improvements and body area>.

B) There was < no change/worsening> in <list the subjective and objective for the body areas>.

C)  The patient is still in need of treatment consisting of <list the therapies>.  Over the next <list the number of days/weeks> I anticipate the patient will need <number of visits> treatments. 

D)  The patient’s progress has been <good/steady/slow/poor>.

E)  The patient’s condition is improving as well as can be expected considering the nature of the injury.

F)  The patient is impaired due to <list the cause>.

G)  The patient plans to return to work on <date>.

H)  The patient <is / is not> disabled from work.

I)  The patient is released as of <date> to return to work with <full/restricted> duties. Work restrictions include <list the activity and how long they can/cannot do the activity>.

J)  The patient has been discharged from care at a maximum medical improvement on <date> with the following home care instructions <list the home care>.

K)  The patient has been discharged from care at a pre-injury status on <date> with the following home care instructions <list the home care>.

L) The patient was referred to <list name of the doctor>. The patient <is / is not> to return to this office for additional treatment of <list the complaint>.

M) The patient is to return to this office for additional treatment for the above chief complaints.

If you have any questions, please feel free to reach me.

Sincerely,

<Your Name>

