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Patient Name: ______________________________  Date of Surgery: ____________ 

 

 

 

       Procedure: Right/Left Knee Femoral Condyle/Tibial Plateau/Patella/Trochlea 

Microfracture  

 

 

 

Associated Procedure(s) (circled if applicable):  

 

 ACI biopsy 

 Partial Meniscectomy/Debridement 

 

 

http://www.bryansaltzmanmd.com/


 

                                                                                                                                
 

 

 

 

__ Evaluate and Treat – no open chain or isokinetic exercises 

 

__ Provide patient with home exercise program 

 

 

 
 



 

                                                                                                                                

 

 
 



 

                                                                                                                                

 

 



 

                                                                                                                                

 

 
 



 

                                                                                                                                

 

 
 



 

                                                                                                                                

 

 
 

 

 

__ Other: 

 __ Modalities                   __ Electrical Stimulation               __ Ultrasound          

 __ Heat before/after         __ Ice before/after exercise 

            __ May participate in aquatherapy after week three, begin aqua-running week 6 

 

 

 

Frequency:  ___________x/week    x       _________weeks 

 

 

 

 



 

                                                                                                                                
 

 

 

 

 

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 

 
 


