Pl

PASS’ 800-438-8884

-

To order lorms cal; YIED

INH 03081 1

tvaliation/Reassessment Dale: EIFRANIE I § of s/t n )
]

T T, - e : GCCUPATIONAL THERAPY
(7] EVALUATION

_ 'cf;:i:zpy \;‘_Sr:# - (optional per agency paticy) ) ] FUNCTIONAL REASSESSMENT
mbine erapyVisit# _________ (optional per agency poli “111-13th - Visit - - Visi )
- Reason for OT Referral: s e s = LT vt Do o

Prior Functional Status:
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\ 9 Frequency of Pain interlering with patient's activity or movement: ! PAIN PROFILE
{J0-Pa Ient has no pain . {112 - Less often an daily i Primary site: ___ {per agenty. PO"CV)
(] 1 -Patient has pain that docs nol interfere {13~ Daily, but not constantly | e
with activity or moveinent {14 - Alf the time Qaset daze:
WONG-BAKER  Intensity: Mo ttun Hurts Hunts Hurts P D"UD‘M‘C‘J by: .
FACES1 Litlle Bit Lattic More  fuen Mare  hate Lot Worsl  pain sife assessment: T T T
PAIN RATING X PP - e
SCALE Z, . . . Current pain managcment & effecuvencss _______ .
O o Pain description: ] Oull [ Sharp [ Other: _____
a H i 3 i ] o
1 From Hockenberry M. Wi s sssootinis , . < (3 Pain management teaching to patientfamily  (document below)
pcr’ggsm‘:yc chp;;mryhl Illlosh’ysa" O: Wong's essentials gl QL‘{I Aloie puesing, ed 8 St vm S, 09, anhy lkcdmm Patient's pain goal:

Comments/Progress Towards Goals

{0 No deificit
tepondent | Reg, Assistance [ Defendent |-~ - oo - lndependent | Req. Assistance | Daperident
Get off/on commade

Go up/down siairs

¢ | Indepshdent | Req, Agsistance | Depenterit -

Feed self ' ' Wnle/Slgn name '
Cock meals ) o ‘Open door ' |
Clean/homemaking ’ ' Use tetephone

Shop Other__ .
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(] 1- Troubled by shortness of breath when perfsrming ADLS
{2 - Performs siower than other people of the same age on ADLs because of breathiessness
or has to stop for frequent breaks to complete ADLs

(33 - Usually too breathiess when dressing/undressing or performing ADLs {] Vision [] Medications [] Other:
End Score: ! [] Vertigo ([ tmpaired Cognition (specify): -
" Comments/Progress Towards Goals ] e T
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- EQUIPMENT/APPLIANCE/ADAPTIVE DEVICES .~ = EWMOTIONAL STATUS/SEHAVIORS WHICH MAY
{71 No appliances present at this time [ tone [ Identified as -
Currently Preseot: T

Raised Toilet Seat [T} Tub/Shower Chair [} GrabBars [ Cane - - n—
%Wnee Ichair () Hospital Bed [ JWalker ~ []Reachers * HOME STRUCTURE/HOUSEHOLD BARRIERS THAT MAY IMPACT PLAN OF CARE.
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OCCUPATIONAL THERAPY EVALUATION/
FUNCTIONAL REASSESSMENT

Ty

ONAL SERVICESINDICATE

¥ Frequency/Duration of OT Visits:

R [ Other:

. far: Assess/Perform/Instruct PiCg: -] Assess/Perform/nstruct PUCg: ' A P
R (7 Home safety assessment and intervention Oog {_] Teach independent homemaking skills OO0
§RlE [ Evaluation and inlervention for oblaining adaptive equipment of speciai (1 Body image training 0o E]
- devices to implement or enhance care and/or ADLs oo {71 Dressing/ Feeding Skill Training/Teaching [ - [
S8 [ Training and management of adaptive devices/equipment oo [ Other . 0L
- [ ADU training/retraining ’ - aoo
. oaao
X M (] Initiation of Home Safety Plan mEnEN! o
‘ 8 ;:a;z;t;:r;;;:;eﬁaﬂchmg/|mplement;t{on of energy conserving techniques [ [J [ [ Other - oo
2 g/linkage for additional resources OO0
HE (1 Cognitive training Oooo T e
8 (] Muscle re-ecucation aoga
GOALS/REHABILITATION POTENTIAL / DISCHARGE PLAN >~ ©. .~ Tz 3 P
Goals:
[ The patient’s ROM/Mobility will improve as evidenced by within period of lime.
{77 The patient's Muscle Strength will improve as evidenced by within ___ period of time.
. {7 The patient's Coordination will improve as evidenced by ___ within period of time.
- (] The patient’'s Endurance will improve as evidenced by R e wilhin ______period of time.
9_ {7 The patient’s Pain wili be controtied and managed at the patient’s own comfort level as verbalized by the patient/caregiver within _______ period of time.
L@ (] Patient will ebtain maximum levet of functioning, as evidenced by T within period of fime.
g [ Patient will have ADLs met, as evidenced by . within period of tima.
-J {TJ Patient will be in a safe physical environment, as evidenced by within pesiad of time.
§ [7] Patient will have improved cognitive/ functioning, as evidenced by within period of time.
{28 (] Patient/Caregiver wilt demonstrate safe use of equipment/adaptive devices, as evidenced by within period of time.
R () Patient/Caregiver's expeciations: __ . e e o
within ___ period of time.

[J Rehabilitation potential:

SPECIFIC OCCUPATIONAL THERAPY GOALS

: Measurable Short Term:

Skilled Services provided this visil and patient response:

@8 7 DISCHARGE PLANS

[ Patient to be discharged when skilied care no longer needed {7 Other (specify):

o 7] Patient to be discharged to the care of: [ Selt [] Caregiver [T} Other: -
“VARIABLE FACTORSICQND]T(ONS A»FF\ECT’NGPATI'ENT-‘S R‘ESP'ONSE-; R 3

[ Unexpected Yemporaty litness 7] New Diagnosis

D Unexpected Family/Personal Event [J Dther (speci‘y)'
" EXPECTATIONS PATIENT:S CONDITION WILL IMPROVE

Is Goal attainable in

a reasonable and generally predictable penod of nme? [ Yes [J No

R Provide clinically supportable statement to explain:

!
LLE

=

& is patient progressing lowards goals? [ Yes (7 No
{72

<

08 Continue with current Pian of Care? [T] Yes [J No

I No, notify MD if update to PDC is needed

Skilled Services provided this visit and patien response: _

Patient Signature/Date (optional per agency policy):

SPUs Signature/Date: Time in ©ax | Physician's Signature/Date (optional per zgency policy):
s Time Out O
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