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Treatment Form 
 

Patient Name: _________________________________ Handedness: __________ 
 

                 Date:                                                                                                    Visit # ____ 
  
Type 

  
√   

Name Point Treated  
(R or L, G or S) 

 
Post Treatment Assessment 

Oscillation   
Inversion   

MaO   
Histamine   
Endoxan   
Prostaglandin   
Vit. C   
Ginseng   
Other: 
 
 
 
 
 

  
 

 
 

                 Date: Visit # ____ 
  
Type 

 √   Name Point Treated 
(R or L, G or S) 

 
Post Treatment Assessment 

Oscillation   
Inversion   
MaO   
Histamine   
Endoxan   
Prostaglandin   
Vit. C   
Ginseng   
Other: 
 
 
 
 
 
 

  

 

                 Date: Visit # ____ 
 Type √  Name Point Treated 

(R or L, G or S) 
 
Post Treatment Assessment 

Oscillation   
Inversion   
MaO   
Histamine   
Endoxan   
Prostaglandin   
Vit. C   
Ginseng   
Other: 
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            Date:                                                                                                    Visit # ____ 
 
 Type 

 
√   

Name Point Treated 
(R or L, G or S) 

 
Post Treatment Assessment 

Oscillation   
Inversion   
MaO   
Histamine   
Endoxan   

Prostaglandin   
Vit. C   
Ginseng   
Other: 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
  

 
 
 

 
 
Summary: (Include responses to treatments; change in pain scales; Primary Focus; Process 
of Healing; Other Key Points; Final Assessment and Learning) 
________________________________________________________________ 
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
_______________________________________________________________ 
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
      
 
 
 
      Clinician:  __________________________ 


