Epic Down Time note
Patient:
DOB:
Date:
Time In:			Time Out:
[bookmark: _GoBack]Subjective:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Objective:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Exercise:
	Reps/Sets:
	Resistance:
	Other:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Manual Therapy: _______________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Neuro Re-Education:  ____________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Gait Training: __________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Assessment:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Short Term Goal #1:_____________________________________________________________
Short Term Goal #2:_____________________________________________________________
Short Term Goal #3:_____________________________________________________________
Long Term Goal #1:______________________________________________________________
Long Term Goal #2:______________________________________________________________
Long Term Goal #3:______________________________________________________________
Plan:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Frequency/Duration:____________________________________________________________

Provider Signature:______________________________________________________________


Therapist Signature:_____________________________________________________________
