
                                                                                                                               
   

IU Health Physicians Orthopedics & Sports Medicine 

BRIDGE-ENHANCED ANTERIOR CRUCIATE LIGAMENT
(ACL) REPAIR (BEAR)

PHYSICAL THERAPY PROTOCOL

Bryan M. Saltzman, M.D.
Indiana University Health Physicians

Assistant Professor of Orthopaedic Surgery, Indiana University
Sports Medicine, Cartilage Restoration, Shoulder/Elbow

IU Health Methodist Hospital – 1801 N Senate Ave, Indianapolis, IN 46202
IU Health North – 201 Pennsylvania Pkwy #100, Carmel, IN 46280

317-944-9400
www.bryansaltzmanmd.com

Patient Name: ________________________________             Date: ____________

Procedure: Right/Left ACL BEAR Repair 

Associated Procedure (circled if applicable): Meniscectomy/Meniscal Repair

__ Evaluate and Treat – no open chain or isokinetic exercises

__ Provide patient with home exercise program

Frequency:  ___________x/week    x       _________weeks

http://www.bryansaltzmanmd.com/


                                                                                                                               

 



                                                                                                                               



                                                                                                                               



                                                                                                                               



                                                                                                                               



                                                                                                                               



                                                                                                                               



                                                                                                                               



                                                                                                                               

By signing this referral, I certify that I have examined this patient and physical therapy is 
medically necessary. This patient __ would __would not benefit from social services.

______________________________                 Date:_________________________

           Bryan M. Saltzman, MD


