
 

Physical Therapy/ Occupational Therapy Evaluation 

Written Order 

 

1. Patient Name: _______________________________________________________ 
 
 

2. Description: PT/OT Evaluation for Mobility Device 

 

ICD 10 Code  Diagnosis 

3. Patient Diagnosis:      _____.______  _______________________________ 

_____.______  _______________________________ 

_____.______  _______________________________ 

_____.______  _______________________________ 

_____.______  _______________________________ 

 

 

4. Physician’s Signature: _________________________________________________ 
No Signature Stamps 
 

 

     _________________________________________________ 
       Physician’s Printed Name  
 

 

5. Date:   _________________________________________________ 

 

Please fax back to KJK Service at 317-614-7988 

 


