
 

 
 
 
 
 

PHYSICAL THERAPY REFERRAL 
#2 
 

       LOCATION:_____________________________________ 
 
       PHONE #:______________________________________ 
 
PATIENT’S NAME:_________________________________________________________________________ 
 
DOB:_________________________ 
 
 
DIAGNOSIS:  PATELLOFEMORAL STRESS SYNDROME  R / L 
 

TREATMENT:  1. RANGE OF MOTION 
2. PAIN RELIEF 
3. QUAD STRENGTHENING 
4. HAMSTRING STRETCHING 
5. PATELLAR MOBILIZATION 
6. RETINACULAR STRETCHING 
7. IONTOPHORESIS with Dexamethasone 0.4%  
8. PHONOPHORESIS with Betamethasone 0.1% 
9. ULTRASOUND 
10. McCONNELL’S TAPING 
11. ORTHOTICS TRIAL (IF INDICATED) 
12. AQUATIC THERAPY (IF NECESSARY) 
13. DEVELOP HOME EXERCISE PROGRAM 
  

 
FREQUENCY: 2 TIMES PER WEEK FOR 8 – 12 WEEKS 
 
PRECAUTIONS / SPECIAL INSTRUCTIONS:____________________________________________________ 
 
__________________________________________________________________________________________ 
 
PHYSICIAN SIGNATURE:__________________________________  DATE:__________________ 
    Peter G. Noordsij, M.D. 
    Sports Medicine & Arthroscopy 
    Sara R. Lupien, PA-C 
 
E-mail with questions:  peter.noordsij@concordortho.com; sara.lupien@concordortho.com or you may 
contact my Physician Coordinator, Jeri Smith directly @ 603/526-8010 or jeri.smith@concordortho.com . 


