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Patient Name- 	 OCCUPATIONAL THERAPY 
Li EVALUATION 

TheraPYViSit# 	(optional per agency policy) 	 fl FUNCT1O14L RESSESSENT
ComblnedmerapyVispt# 	 11-13th-Visi (optional per agency policy) 

 
17-19th -Visit 	[j 30 - Day 

Reason for 01 Referral-  

\\(-  
z

PriorFunctiona[tis 

Ho mebound 	

' 	 — 

------  []Yes [13 No If yes, give reason 	 — 	-- 

PULSE: 	ti Apical 
(per agency policy) 

(Reg) (trreg) Height 	 B/P 	Lying 	 Silting 	 Standing 
[3 (Rug) (trreq) Weight 	 L  

TEMP.:_ RES 	 DAclorri 	[j Stated 	 H  
luelicy of Pain interfering with patient's aclj\,iiy of movenjeoF PAIN PROFILE 

00 - Patient has no pain I 
[] 2 - Less otleir l -rri daily Primary site: Dl - Patient has pain that does not  interfere 03-  Daily, but not constantly 

with activity or Inovernerd D- All the liar,', Onset daze: -- 
WONG-BAKER 	Intensity: ilo iii 	11wis Hmis 	Hurls 	tkds 	I Inn Fain precipitated by:  
FACES' 	 Uttle, lid Lien Morn 	torn Mrnr 	snow imi 	warn Pain site assessment: PAIN RATING 	 __ 
SCALE 

4rri 	4 -  Currenl pain management & effectiveness: 
' ----'------- Pain description: 0  Dull 	0  Sharp 	0 Other: 

- 	 5 
i FromHoCkndberryMJ Wdsar, U 	nnec7mteyj 

8 	 10 

 ri as, ma.;'wi uso,'  ilnenlrnnh 
0 Pain management teaching to patient/family 	(aocurncn( blow 

pnrnission. copyright Mosby, pain 	. Patient'sgoal- 

Comments/Progress Towards Goals  

!1I1 	fl No deficit 
t - itc4Aseslance 	I 	 Req Adsinitance 	Dspdn5erit 

Bath or shower Gel off/on commode Drive a car 	- 
Wash face/hands Go rip/down 	airs Use pubL transpl 
Sbavefshampon Feed sell Write/Sign name 
Dress upper body Cook await Open door 
Dress tower body Ciean/lmomemskiimg 

Stop 
Use telephone 

 — — Other___________ 

Comments/Progress Towards Goats 

Jnint/ 	Movement 	Range PROMAROM 	Comments /Progress 	Strength Scale: 4 = WNL 3 = Fair 	2 Poor 	1 = Trace 0 = Absent 
Segment 	Right:  LetI Right Lott 	Towards Goals - 
Elbow 	Flexion 	0-140 — - 	I 	 ------ 	DLUE: 	D 0302 	l [30 fl RUE: 	04 03 [32[31 flU 

HypemxlcosuaiO----------------- 	. .---- 	--- .--- 	OLl Hand: D4D302Li1 [3 	Right Hand: fl4 0 	02 
Forearm Pron-rtion 	090 	 -- ---- 	Gornenerita/Progress Towards Goals 

Supirialiori 	0-90 	i
-------------.----.--.------.---- 	 ------------------.------- 

Wrist 	Esrensiomm 	
- -.--- 	 -- -------- 

I Radial Deviation 1.1-70 	 - 	.. 	- 	Fine Motor Movements 

Urirar Deviation O-70 	 . 	 . 	 [3Aitered: D  Physical Assist: 	0 Contact Guard: [3 Unable In perform 

Shoulder 	 ô-iga- -------------------- ---------- 	 0Mm [I Max 	 0Verbal Cries 

0- 130 DMod 	 [3Surrervrson 

Other 	 . - 
	-i 	

-.-. 	-•--- --------- 	Gross Molar Movements 
0 Altered: [3  Physical Asset 	[1J Contact Guard: 	 r unable In perform 

0 Min 0 Max 	 El Verbal Cues 

I With assisrive device 	fl Without assiSrive device 	 0 Mod 	 C!Supervision  

inj 00 - Not troubled with breathlessness when performing ADLs 	 Comments/Progress Towards Goats 
e 01 -Troubled by shortness of breath when performing ADLs 

 

.1 02 - Performs slower than other people of the same age on ADLs because of breathlessness 
0) 	or has to stop for frequent breaks to complete ADLs 	 7-SENSORY EFFEr-TS  ON THERAPY 
uj  
21 [13 - Usually  too breathless when dressing/undressing or performing ADLs 	 o Vision 	fl Medications 	 0 Other:  

Endurance Scare:_ 	 - 	[TI Vertigo 	0 Impaired Cognition (specify):  

° Comments/Progress Towards Goats 	 Comments 
E 	 -- 

0 No appliances present at this time 
' 	Currently Present: 	

a Mono 0 ldentIfled ._ 

0 Raised Toilet Seat 0 Tub/Shower Chair 0 Grab Bars 0 Cane 	 -- 

-. 	0 Wheelchair 	0 Hospital Bed 	0 Walker 	0 Reactners  

- - Lj Wheelchair Ramp D Flotation Mattress [3Slide Board 	Other 	 0 None [3 Identified as _ 

Comments -- 

- 

 

Any Additional Problems tdentnfred 	 __. 

I 1 
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'Cl SLP El MSS 0 AIDE  El SN El HME  0 PT  [J OTHER 

Frequency/Duration of UT Visits:  

i-or: 	Assesn/Ferforrnitnstruct Pt/Cg: A 	P 	I Assess/Perform/Instruct PUCg: 

O Home safety assessment and Intervention o 0 0 0 Teach independent homemaking skills 
o Evaluation and intervention for obtaining adaptive equipment or Special El Body image training 

devices to implement or enhance care and/or ADLs El 0 LII El Dressing/ Feeding Skill Training /Teaching O Training and management of adaptive devices/equipment o El 0 0 Other _________  O AOL training/re training El El 0 
o Initiation of Home Safety Plan El 0 0 
El Evaluation and teaching /implementation of energy conserving techniques El 0 0 O Financial counseling/linkage for additional resources o 0 El Other 

- 

N1 
API 

C] El El 
LI 00 
000 
C] [10 

within period of lime. 
within period at time. 
within period of time. 
within period of time. 
period of lime. 
within period of time. 
within period of time. 
within 	___... period 01 time. 
wltliits period of time. 
within period of limo. 

within 	period of time 

OCCUPATIONAL THERAPY EVALUATION! 
FUNCTIONAL REASSESSMENT 

E] Cognitive training 	 El El El 
O Muscle re-education 	 o 00 - 
Goals: 

O The patient's RUM/Mobility will improve as evidenced by  

0 The patient's Muscle Strength will improve as evidenced by  

O The patient's Coordination Will improve as evidenced by  

o The patient's Endurance will improve as evidenced 	 _____________ 

o The patients Pain will be controlled and managed at the patient's own comfort level as verbalized by the patient/caregiver within 

o Patient will obtain maximum level of functioning, as evidenced by ....-
fl Patient will have ADLs met, as evidenced by  

O Patient will be inc sale physical environment, as evidenced by  

o Patient will have improved cognitive/functioning, as evidenced by  
o Patient/Caregiver will demonstrate sate use of equipment/adaptive devices, as evidenced by 	_ _...._ 

o Patient/Caregiver's expeclatiotis.  

o Other:  

o Rehabilitation potential:  

SPECIFIC OCCUPATIONAL THERAPY GOALS 
Measurable Short Term:  

Measurable Long Term: 

Skilled Services provided this visit and patient response: 

UT DISCHARGE PLANS 	 - 

o Patient to be discharged when skilled care no longer needed 	El Other (specify): 

o Patient to be discharged to the care of: 0 Self LII Caregiver 	El Other: 	 - 

o Unexpected Temporary Illness 	 0 New Diagnosis 

O Unexpected Family/Personal Event 	 0 Other (specify): 

Is patient progressing towards goals5  0 Yes 0 No 	 Is Goal attainable in a reasonable and generally predictable period of time? El Yes  0 No 

Provide clinically supportable statement to explain: 

Continue with current Plan of Care? El Yes El No If No, notify MD if update to POC is needed 	- 

Skilled Services provided this visit and patient response: 

PATIENT NAME 	 Patient Signature/Date ( optional per agency policy): 

SPin Signature/Date: 	 Time to 	 9 	
Physician's Signature/Date (optional per agency pellet'): 

Time Out 	. 	 .. 	-. 

CHECK ONE: 0 GUi 52-UT El G01 60-OT Maintenance ------ -- 


