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Non-Surgical IDD Therapy®

IDD Therapy® Recommended Treatment Plan

Date_______________________

Patient Name___________________________________________________ 

Diagnosis__________________________________________________________________________________

Age_______ Body Weight___________lbs.

Choose One:

Aggressive Treatment (5 sessions per week x 4 weeks)

Moderate Treatment (5, 5, 3, 3, 2, 2 sessions per week—offi ce visits progressively decline—x 6 weeks)

Anticipated number of sessions required________________________________________________________

Frequency of sessions_______________________________________________________________________

Date of fi rst treatment ____/____/____ Anticipated date of last treatment ____/____/____

Recommended Starting Treatment Parameters:

Decompression Force __________________________ Decompression Force Hold _____________________

Regressive Force ______________________________ Regressive Force Hold _________________________

Progressive Time_________________________

Regression Time_________________________


