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					Program polityki zdrowotnej pod nazwą „Rehabilitacja lecznicza dla mieszkańców województwa łódzkiego w wieku 60+ na lata 2026-2028”


Załącznik C do Programu
Karta uczestnika Programu „Rehabilitacja lecznicza dla mieszkańców województwa łódzkiego 
w wieku 60+ na lata 2026-2028” 

Imię i nazwisko: …………………………………………………………………………………………………………….
PESEL lub data urodzenia ………………………………………………………………………………………………..
Numer telefonu lub adres e-mail: ……………………………………………………………………………………….

I konsultacja fizjoterapeutyczna. Data ……………………………………………………………………..

Wywiad i rozpoznanie stanowiące podstawę zlecenia zabiegów fizjoterapeutycznych 

…...................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................
Wyniki testów zgodnych z klasyfikacją ICF i zasadami diagnostyki funkcjonalnej

.......................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................... 
Dolegliwości bólowe wg skali VAS
....................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................
Pacjent kwalifikuje się do udziału w Programie (wpisać TAK lub NIE)
..............................................................................................................................................................................
Zabiegi zlecone w ramach Programu (max. 5)
............................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................ 

…………………………………….……..….
            podpis fizjoterapeuty



II konsultacja fizjoterapeutyczna. Data ………………………………….
Wykaz świadczeń zrealizowanych w ramach Programu: 
................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................ 
Wyniki testów zgodnych z klasyfikacją ICF i zasadami diagnostyki funkcjonalnej
..........................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................
…………………………………………………………………………………………………………………….. 

Dolegliwości bólowe wg skali VAS 
.................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................... 
Pacjent wziął udział w spotkaniu z edukacji zdrowotnej (wpisać TAK lub NIE)
................................................................................................................................................................................
Zalecenia
........................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................... 


…………………………………….……..….
            podpis fizjoterapeuty
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