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  below,	
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On	
  _________________________	
  (date),	
  I	
  received:	
  __________________________________________	
  
from	
  my	
  therapist	
  as	
  part	
  of	
  my	
  assigned	
  home	
  program.	
  	
  With	
  these	
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  also	
  been	
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  received	
  written	
  instructions	
  in	
  the	
  proper	
  use	
  and	
  care	
  of	
  the	
  equipment	
  or	
  device	
  and	
  
understand	
  the	
  precautions	
  and	
  associated	
  risks.	
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