Elte

PHYSICAL THERAPY

- 05001, Haspice or Home Haalth Care

provided in patient's home/residency EVALU ATION
13 Qsonz: Hospige or Home Heallit Garr:
3 i Evatution | e | oATE OF seRvicE__/___/_
O Re-Evaluation (Type} provided in place not otherwise speciicd THME IN TIME OUT

(HOMEBOUND REASON: QO Needs assistance for all activities () Residual weakness

SOCDATE___ / [

U Requires assistance ‘o ambulate O Confusion, unable to ac out of home aione D Gotst DGo15s Maintenance
O Unable to safely Isave home unassisted L1 Severe SOB, SOB Lpon exertion ENT BACK GRAI TRIS IO R A
U Dependent upon adaptive device(s) L} Medical restrictions 'ENI;BAGKGBOU"D JRFORMATION: 1

Prior Level of Functioning;
my| AOLS: 3 Independent () Nesded assist
i U Total assist

3 Other {spacify)

' 'PER'IZINENTMEDICAL'*INF_ORMATION‘-" ‘

Onset Date: / ! in Home Mobility: & independent 3 Assistive device
Primary Diagnasis: ) ] 3 Wheelchair/scooter Non-amtulatory

Medical Precautions/Limitations: Community Mobflity: O Indepen_den:

U Hypertension Q3 Cardlac (3 Diabetes L) Respiratory 1) Osteoporosis = Assistive device U Wheelchair/scooter

U Fractures O Gancer 3 Infection 0} Immunosupprassed (1 Open Wound - Non-ambutatery

0 Other: History of Falis:
o Y/N I yes, date of last 7all; / /
: - 3 Intervention in place? I Yes & No
0123455878 9 10 Current pain level___ If yes, specify:
No pain Mod pain Worsl pain {subjective reporting) Reported by: L) Patiert 0 Family Q Caregiver -
Best pain gets: Worst pain gets:_ Acceptable fevel:___ Living Arrangements /Support System:
Painqualit. ______ pain location: U Lives alone U Caregiver available

L S . dull, ete, . . . .
fache, hnr'p cull. ete) . . U timited support £ No caregiver available
Frequency: O Oceasionally . Continuous O Intermittent Comment:

What makes pain worse? 0O Movement ) Ambulation O Immobitity Envirenmental Barriers: ©1 Giutter T Throw rugs

& Cther: I Adaptive equipment needed: O Yes 0 No
Relerral needed? O Yes Q No Refered ta: {specify)

Impacting function? 0 Yes 0 No (specify)

Rating scale:

Other:
BEHAVIOR/MENTAL STATUS
Blood Pressure: O Sftting/lying R L QAlert G Oriented O Cooperative [ Confused
(3 Starding R L Q Memory deficits: O Short term O Leng term O Impaired judgment
Temperature; Q0Oral 3 Axitlary O Other; ___ ... { O Other:
Pulse: O Apical OBrachigl_____ {0 Radial
Rhythm: O Regular 2 fregular

POC Goal Needed? {1 Yes O No

Respirations: O Regular 3 lreguiar Impacting function? £ Yes O No (specity]
0, e LPM via: O Cannula Q Mask D Trach
O, saturation %: O Atrest D With activity PQC Goal Needed? O Yes 71 No

Impacting function? 0 Yes O No {specify}

POG Goal Needed? O Yes (1 No

Assistance: O Independent [ SBA QCGA O Min, assist 0 Mod. assist 0 Max. assist O Dependent

Adaptive Davice: O No device OO Crutches O FWW O 4WW O Hemi Walker USBQC DLBQC QOSPC O Othar:
Surfaces within Functional Area: 1 Level O Uneven [ Stairs (# if known ) Distance/Time: /
Functional Distance Needed for: (3 Toileting: ft O Bed:; ft QUChain __ ft

Weight Bearing Status: JFWB 0O WEBAT QPWB DTDWB O NWB

Gait Quallty/Deviations/Postures:

Impacting function? O Yes 0 No (specify)

POC Goal Needed? () Yes 0O No

Comments:

PATIENT NAME - Last, First, Middie nitial 1G4

J
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PHYSICAL THERAPY EVALUATION (Cont'd.)
MUSCLE STRENGTH/FUNCTIONAL ROM E ' AL _ E/BALANCE EVAL

STRENGTH , ASSSTSCORE| ASSISTIVE DEVICES/COMMENTS
RollrTurp

Shouldar Flex/Exteng 4 SiSupine
Abd./Adg. Scool/Britdge
Int. Rot./Ex!. Bot. . g SivStand i
Flex/Extend B4 BedWhosichaie ’
Forgarm , Sup./Pron. | { Toilel
Wrist Flex/Extend
Fingers l Flex/Extend f
Hip Flex/Exiend } Stalic Sitring
= Abd./Add, Dynamic Siting
v =
= Int. Rot./Exl. Rot. [ § Stalic Standing
g , Flex/Extend j Dynamic Standing
=3 [ Plant./Dors. , Propulsian ]
Foot ; f Inver./Ever, , Pressure Reliofs
AREA STRENGTH ACTION ROM Foot Rests |
Locks
MANUAL MUSCLE TEST (MMT) MUSCLE STRENGTH FUNCTIONAL INDERPENDENGE SCALE (For Ealance/Mobliity, Seif Care/AD1 Skills, 1ADL Skills)
GRADE DESCHIPTION GRADE] DESCRIPTION
§ ) Normal functional strenglh - against gravity - ful resistarice, 7 Independent.
4 Good strenglh - against gravity with some resistance, 6 Modified independant - verbal cues, extra time,
3 [ Fair strength - agains gravity - no resistance - safety compromise, 5 | Stand-by assist (SBA) - 100% efiort w/sUpervisian,
2 Paor strength - unable to move against gravity. 4 Minimat assist - 75% effort,
1 | Trace strength - slight muscle conlraction - no motion. 3 Moderate assist - 25-509% effort.
0 Zero - ne active muscle conlraction, 2 Maximum assist - 25% affort,
1 Bependent/unable 1o do tasic <25% effort,
FUNCTIONAL RANGE OF MOTION (ROM) SCALE  —ep @ °
GRADE DESCRIPTION | GRADE] PESCRIPTION Comments:
] 100% aotive functional mation, 2 25% zclive funclionat motion.
4 75% active functional molion, 1 Less than 259,
3 50% aclive functional motion,

U Education/Instrugtion provided: () Safety {I Exergise [ Other (Describe)

Q PT avaluation only. 2 Ne further indications for PT services

Was a standardized/validatad assessment Used? [) Yes C No ¥ ves (specify assessment);

Results: — B

U Orders for PT avaluation only. 0 Nesds additional PT services. See PT Care Plan/485 for recommendations.

U Need to obtain orders: (specify) -

O Orders for PT services with specific freatments, frequency and duration. See PT Care Plan/dgs,

Other disciplines Providing care: SN QQOT O ST UMSW Oaide 0 Other:

G Equipment recommendations: {specify)

U There are no changes to the POGC based upon this assessment, at this time.

Was a need identified or reported during this assessment jn any of the following areas that requires a referral? 0 Nutrition 0 Medications
O Pain O Injuries/Wounds (3 Psychosocial concemns 03 Self care skifls T JADLs O Safely issues O Other:
QO Yes QNo If Yes: {specify)

O Referral recommengations: (specify)

Comments:

DISCHARGE DISCUSSED WITH: O Patient 0 Family/Caregiver 0 Gare Manager | APPROXIMATE NEXT VISIT DATE: /£ /
Q Physician O Other: . | PLAN FOR VISIT:

BILLABLE SUPPLIES: O N/A O Yes (specify)
CARE COORDINATION: Q Physician T Nursing D PT QOT QsT 3 MSw
Q0 Aide Q Other

Complete TIME QUT (on previous page) prior to signing beiow.

X L7 i/

Palient/Caragiver (if applicable) Date Therapist (signaturestitle) Dale

PHYSICAL THERAPY EVALUATION BRIGGS Healthcare




PHYSICAL THERAPY
CARE PLAN

SOCDATE___ / g

- . Iy ﬁ\
ranery Diaghosis; _ Onset Date; / fo

Treatmant Dingnosis /Probkam Ams:__._ﬁ-——n_._____
HOMEBOUND REASON:

Q Naes‘ds assistarice for alt activities O Unabie 1o safely leave home unassisted 0 Sevare S0R, SOB upon exertion

Q) Rosidual weakness O Depandem ypon adaptive device(s) J Medical restrictions

0 Requires assistange © ambulate LI Confusion, unable to go out of Yome zione Q Other {specify):
Frequancy and Duration:

PHYSICAL THERAPY INTERVENTIONS

U Establish HEP: 0 Givento Pt O n Chart O Gait Training G Onhotic Fﬂ-tinngabrinetionfl'rairing
Q Patlent/Family/Carogivsr Education O Modalities: Q TENS D Uttrasound O Prosthetic Fitting/Febrfcationmeining
O Adaptive Equipment Training i E-stirm 0} Meat L jee 0 Functional Mabilisy

U Therspeutic Exsrcise O Balance O other:

{3 Neure-Museular Ra-education & Pulmonary PT
: o SOALS/QOUTCOMES: Bate

L Thorpist idbni ned tanction i basoll gouls farita ideniil o' in evalpation;

Functionial Gosl Arsa dertifiag at Eval; Funclionar Shart Tarm Goal 81; Functionat Long Term Gosl £1:
Measurabla and data by: / Measurable arid date by: £ /
Functional Gog! Ares Identified at Evai: Functional Short Term Goal #2: Functional Long Tarm Goal #z:
Measumsbla and date by: / / Msasurable and dats by: A
Functional Goal Arsa identified at Evol; ! Funetionar Short Tarm Goal #3: Funitiorsal Long Term Goal #3;
|
1
Maasurabla and datg byl L/ ; Measurable and gate by A [
Functiona! Goaf Areo Identfisd a1 Eualr Functional Shord Ta-m Goaf #4: | Funstienal Long Term Goal #a
Measwabls and date by /L Maasurabie and cate by _ L[
Functiona! Goa! Area Identifiod at Evan Functienan Shart Term Goal #5: Functionat Long Term Gog ¥5:

/ (A

AN

Magsursbio and date oy:

j Measurabie and data by:
Adaptive equipmant needs identified? 0 Yes U Ng [ Yes {specify):
Patient/Famity/Caragiver aware and in agradment of PCC? 0 Yes B1Ne I No {specifyh______ .
Discharge Plan: O Whan goals are met 3 Other {spacify):

Comments:

Defmonstrates Rehab Potential: 5 Poor 0 Fair (O Good £ Excellant

Patignt demonstretas potential for continuad gains towards g greater jevel ot functional indepandence and will banafit from continuad Physk:af
Therapy Services to address daficlt areas impacting his/her Function. Ploase cop Physical Therapy Evaluation and Plan of Gare for further dotailod
information regarding curent functional lovel and araas of focus.

Date:

Pl by;

" doveloped by Professioral sigrature/titta

%%; T — e reemenad
Phynical Therapy Care Plan and Physician Orders

NOTE: To be used ONLY for Suppiamental Orders to Plan of Carw/485 for Therapy Services. ' N
When patfent under hofpme POC, the IDT determinas changes to the POC with the madicel dirscior and/or altending Dhysician,

Recommended Man, Qutesinas, Fraquancy & Duration as above.

Cato;

Veortsal ordars from physician by . —
Profsssions! signaturastitle

Qate:;

Physicien signature:

Plassasignandm:umnm:npﬁy I
Otiepna - Phipsicran Gopy - Clinidal Recard funtil signed original returnid)

BRIGGS Healthcars PHYSICAL THERAPY CARE PLAN

K BTQHRPAT IT1 3 BRIGOS, Des Linines, 14 [800] 247,334
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