Etaifes

05001, Hospice or Home Health Gare
provided in patient's home/rosidence

1 Q5002: Hospice or Home Healih Gars
pravided in Assisted Living Facitily

JQ5009: Hospioe or Home Haalth Garg
provided i place not atherwise spacified

U Initial Evaluation
0 Re-Evaluation {Type)

PHYSICAL THERAPY
EVALUATION

DATE OF SERVICE L/

TIME IN TIME OUT ___ ' _

(HOMEBOUND REASON: {3 Needs assistance for all activitiass Residual weakness

U Requires assistance to ambulale [ Canfusion, unable to go out of home alone
U Unable to safely leave home unassisted 21 Severa S0B, 308 upon exertion

0 Dependent upen adaptive device(s) (} Medical restrictions

O Other {specify)

R '-"-ii"PERT.-mEN'T_';MED,l‘c"m:?imﬁ_cjml\nhm‘__
Onset Date; / /
Primary Diagnosist
Medical Precautions/Limitations:

0 Hypertension O Cardiac 1 Diabetes U Respiratory O Csteoporosis

O Fractures (3 Cancer I Infection [ Immunosuppressed 0 Open Wolned
0 Other:

PAIN®
9 10

Ratingscale: 0 1 2 3 4 5 5 7 8

Current pain level:_____
No pain Mod pain Worsl pain {subjrctive reporting)
Best pain gels:_ Worst pain gets: Acceptable level:
Pain quality: Pain location:

Frequency: T Occasionally [ Continvous 0 intermittent

What makes pain worse? 3 Movement Ol Ambulation £ immobility
2 Cther:

Referral needed? O Yes O No Referred to:

Impacting function? O Yes O No (specify)

o AOLs: O Independent 01 Needed assist

{ Y/N if yes, date of last fall,____ / /!
? Intervention in place? [ Yas {J No

SOCDATE [/ /
0 Go1s1 O GO159 Maintenance

Prior Level of Functioning:

U Totatl assist
In Home Moblity: O independent U Assistive device
3 Whaelchair/scooler 1) Non-ambulatory
Community Mobility: (1 Independent
0 Assistive device {1 Wheelchair/scooter
3 Non-ambulatory
History of Falls:

If yes, specify:
Reported by: ({1Patient (Family 0 Caregiver
Living Arrangements/Support System;

{1 Lives alone C} Caregiver available
U Limited support 1 No caregiver available
Comment:

Environmental Barriers: U Clutter QO Throw rgs
U Adaptive equipment needed; 0 Yes 0 No
{specify)

POC Goal Needed? I Yes T No

- VITAL SIGNS " "
Blood Pressure: U Sitting/lying R L
1 Standing R L

Temperature: OCral OAxillary QOther__ . | O Cther

Other:

o BEHAVIOR/MENTAL STATUS ¢
O Alert U Oriented O Cooperative 03 Gonfused
0 Memory deficits: €3 Short term 01 Long term Q impaired judgment

Pulse: (Q Apica! £ Brachial . O Radial

Rhythm: O Ragular O Iregular

Respirations; O Ragutar O (rregular
o, @ LPM via: O Cannula O Mask O Trach

Impacting function? 0 Yas O No (specify)

Q, saturation %: D Atrest [IWith activity

Impacting function? £ Yas O No {specify)

POC Goal Needed? 0O Yes O RNo
Assistance: Q Independent I SBA [IGGA C Min. assist O Mod,
Surfaces within Functional Area:
Functional Distance Needed for:
Weight Bearing Status: 0 FWB
Gait Quallty/Deviations/Postures:

1 Toileting: -t OBed: ft 0O Chair:
OWBAT QPWB CTDWB QNWB

assist £ Max. assist (O Dependent
Adaptive Device: 0O No device O Crutches O FWW 0 4WW [ Hemi Walker L SBOC O LBQC OSPC [ Other:
O Level 0 Uneven Q) Stairs (#if known ) Distance/Time: /

ft

POC Goal Needed? O Yes T No

Impacting function? 0 Yes O No (specify)

POC Goal Needed? O Yes 1 No

Comments:

PATIENT NAME ~ Last, First, Middle Inftial

o

(Inl

_
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PHYSICAL THERAPY EVALUATION



Eteifis

PHYSICAL THERAPY EVALUATION (Cont’d.)

H , ONAL ROM EVA FUNCTIONAL INDEPENDENCE/BALANCE EVAL
N TRENG : TASKS ASSSTSCORE| ASSISTIVE DEVICES/COMMENT:
AREA STRENGTH ACTION : T VICES/COMMENTS
Hi0 ¢ Rid . & RellTurn
Shaulder Flex/Exlend " Si'Supine
Abd.iAdg, Gl Scoovrigge
Inl. Rol./Ex!. Ro!, SivStand
f Elbow Flax/Exlend Bed/Wheelchair
f Forearm Sup./Pran. Toiley
=3 Wrist Flex/Exterd Flaor
R Fingers Flex/Extend Aut
s Hip Flex/Extend Static Sitting
= AbdfAd. Dynamic Sitting
E Inl. Rot./Ext. Rot. Static Slanding
ﬁ‘ Knee Flex/Extand S Dynamic Standing
§ Ankle Plant./Oors, Propulsion
IR Moot Inver/Ever, Pressure Relinfs
AREA STRENGTH ACTION BROM Foot Resls
Locks
MANUAL MUSCLE TEST {MMT) MUSCLE STRENGTH- FUNCTIONAL INDEPENDENGE SCALE {For Balanca/Mobilily, Self CarefADL Skils, IADL Skills)
GRADE DESCRIPTION GRADE DESCRIPTION
5 | Normal functional strength - against gravity - full resisiance. 7 1 Independent,
4 Good strength - against gravily with some resistance. 6 Modified independent - verbal cues, extra time.
3 | Fair strength - against gravily - no resistance - safety compromisa, § | Stand-by assist (SBA) - 100% effort w/supervision.,
2 { Poor strengih - unable to move against gravity. 4 Minimat assist - 75% effort,
1 Frace strength - slight muscle conlraction - no motion, 3 Maderzte assis! - 26-50% effort.
0 Zero - no active muscie contraction. 2 Maximum assist - 25% effor,
. FUNCTIONAL RANGE OF MOTION (ROM) SCALE 1 Dependent/unable te do task «25% effort.
GRADE DESCRIPTION ?GRADE‘ DESCRIPTION Comments:_
5 100% aslive lunclional motion. 2 25% active funclional mation,
q 75% active functional motion, Less than 25%.
50% active functional motion.

0 Education/Instruction provided: 0 Safety O Exercise & Gther {Describe}

L PT evatuation only, T No further indications far PT services

Was a standardized/validated assessment used? 0 Yes QI MNo ¥ yes (specify assessment):

Results:

O Orders for PT svaluation only. (3 Needs additional BT services, See PT Cara Plan/485 for recommendations.

{ Need to obtain orders: (specify)

Q Orders for PT services with speciffc treatmants, frequency and duration. See PT Care Plan/485.

Cther disciplines providing care: QSN QOT 0O ST UMSW Qaide 0 Other:

0 Equipment resommendations: {specify)

Q There are no changes to the POC based upon this assessment, at this time. .

Was a need identified or reported during this assessment in any of the following areas that requires a referral? 1 Nutrition 0 Medications
Q Fain O injuries/Wounds O Psychosocial concerns {3 Self care skills 1 IADLs (3 Safety Issues O Other:
QYes ONo If Yes: (specify)

0 Referral recommendations: (specify)

Comments:

APPROXIMATE NEXT VISIT DATE; / A
PLAN FOR VISIT: _

DISCHARGE DISCUSSED WITH: 0 Patient O Family/Caregiver CJ Care Manager
(2 Physician 1 Other:
BILLABLE SUPPLIES: O N/A O Yes (specify)
CARE COORDINATION: J Physician O Nursing OPT QOT Q5T 0 MSW
0 Aide 0O Other

ES/DATES. < 0 0 o

Complete TIME QUT (on previous page) prior {o signing below,

X V| i/

\fa lient/Caregiver (if applicable) Dale Therapisi (signature/tiie) Date

PHYSICAL THERAPY EVALUATION BRiIGGSHealthcare

T SIGNATUR




Etqifes

e o N A -~ o~
PHYSICAL THERAPY
CARE PLAN
SOCDATE__ _/__ /
r Primary Diggnosis: OnsetDate: [/  /
Treatment Dingrosiz/Problem Areas:
HOMEBOUND REASCN:

Q Neads assistance for all activities
QO Resicual weaknoss

(0 Severs S0B, 508 upon exertion
2 Medical restrictions

U Unabie lo safely laave nome unassistad
0 Dependant upan adaptive device(s)

O Requires assistance to ambulate

U Canfusien, unable to go out of hame alone

0 Other (specity):

Frequancy and Durstion:

O Establish HEP: O Ghvento Pt O in Chart
3 Patlsri/Family/Caregiver Education
Q Agaptive Equipmant Training
O Thergpeutic Exsrcise
0 Netro-Muscular Re-education
L T GOALS/OUTCOMES:"
Funetional Goal Area identifiad a1 Eval:

it horuprst identifiod Finctiond

_ PHYSICAL THERAPY INTERVENTIONS
L Drthotic Fitting/Fabrication/Training
0 Prosthetic Fitting/Febrication/Training
Q Functional Mobility

Q Other;

0t Gait Training

3 Modaltiss: O TENS ] Ulrasound
{1 E-stim 0O Heat L} Ice

0O Balance

L Pulmonary PT

Functionat Shart Tarm Goal #1;

Measurablo and date by:_..__/ [/

Funstional Long Tarm Gosl #1:

Measurable and date by: Fa /

Functional Goal Aroe Identified at Eval:

Functiongt Short Term Gual #2;

/ /

Measurabla and date by:

Functional Long Term Goal #2:

Measurable and data by: / /

Functionat Gonl Area Idantified at Bvgl:

Furetionar Short Tarm Qoal #3;

Measuralla and data by:____/ LA

Functional Leng Term Goal #3:

Measurnble and gats by: / /

] Functionat Goal Area Identified at Eval:

Functicnal Short Term Goaf Hd:

Funztional Lang Term Goal #4:

Measumbla and date by: LA A Measurable enddate by /[ /[
Functioral Goal Area Identifled at Evg: Functiaran Short Tesm Goat #5; Functional Long Term Goal #5:
Measurable and data by: i LA Mpasurable and date oy, [ S

Adaptive aquipment needs Identliied? O Yes U No If Yes {specify):
Patient/Farmity/Casegiver awars and in agresment of POC? 0 Yes O Ne ¥ No (specifyy.
Discharge Plan: (I Whan goals are mat (I Other (=pecify):

Comments:

Demonstrates Rehab Potential 0 Poor O Fair (3 Good 0O Excallant
Patignt damonstretes potantial for continued galns towards g

graater level of functional independenca and will banafit from continuad Physica!
Tharapy Services to address daficit areas impacting his/her function. Please see Physical Therapy Evaluation and Plan of Care for further detailad
Information regarding cumment funchional lsvel and areas of foous.

Pler developed by:

Date:

Prafassioral sigratureitilia

e e

;-hysical Therapy Care Plan and Physicisn Orders

NOTE! Tu be used ONLY for Supplamental Ordars to Plan of Csre/d85 for Therapy Services. _ N
When patient under hospioe FOC, the IDT datermines changes ta the POC with the medical direcior andlar attonding physician,

Recommanded Pan, Outcames, Frequency & Duration as abova.

S

Datg;

Verbal ordars from physician by:

Professional signatura/tite

Date:

Physicien signature;

Foren BT0Q/RP A1 3711 G BRIGOS, Dew Yoinse, Th (BCO] 247.23437
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PHVYSIGAL THERAPY CARE PLAN



