PHYSICAL THERAPY EVALUATION

OBJECTIVE DATA TESTS AND SCALES PRINTED ON REVERSE. DATE OF SERVICE: / /
HOMEBOUND REASONS: O Needs Assistance for all aclivities O3 Residual weakness TYPE OF EVALUATION _
0O Requires assistance o ambuiate [l Confusion, unable o go of home alone 3 Injtial 0O Recerification Q ROC
13 Unable lo safely leave home unassisied O Severe S0B, SOB upon exertion
Q  Dependent upori adaplive device(s) 0 Medical restrictions 50C DATE: / /
a  Other (Specify): {complete Ph-ysiml‘l‘hm‘zpy Care Plan)

TIENT BACKGROUND INFORMATION

TREATMENT DIAGNOSIS/PROBLEMS:

MEDICAL RISTORY

Q  Hyperension O Fraclures a cva

QO Cardiap O Cancer O Osteoarthritis
O Diabefes - G Infection 0 Psychosis
0 Respiratory O immunosuppressive 3 Parkinson
0 Osteoporosls Q. Gpen wound

Q Surgeties:

L Other (specify):

LR NRVING SITUATION
O Capable QAble ) Willing caregiver available
&2 Limited caregiver support {availableiwillingness)

0 No careglver available .

HOME SAFETY BARRIERS;
0O Clutter O Throwmigs O Needsgrmbbars O Needs railings

(¥ Sleps (numbericondition); PRIOR LEVEL OF FUNCTION

O Other (specify):

§ ADLs:
X Independent £} Needed assistam (level); O Unable
Equipment used: :

EHAVIOR/MENTAL
O Alet. © Orented 0 Coomlive

0O Confused [ Memory deficits €3 Impaired judgment
0 Other (specify):

. IN-HOME MBOBILITY (gait or wheelchairfscooter):
¥ Independent O Needed assistance (level); 0 Unable
Equiprment used:;

COMMUNITY MOBILITY (gait or wheelchair/scooler):
" O Independent (1 Needed assistance (level): O Unable

INTENSITY: o
SITY; Equipment used:

LOCATION;
AGGRAVATING FACTORS; VITAL SIGNS/CURRENT STATUS.
BP: Pulse: Respiration; Temp:.
RELIEVING FACTORS: . o
’ O, saturation % (when ordered): (3 at rest Q “with activity
K Endurance:
ACCEPTABLE LEVEL OF PAIN; T
- Vision: Hearing:
S HIGH RISK EACTORS Edema;
o Falls 0 Cognitive Impalment O Circutatory Impaimment Ski;
O Sensory Loss 0 Cardiac 0 Respiralory lmpairment -
O High Alert Meds; Sensation;
O GOther Posture;
' Muscle Tone:

PATIENT/CLIENT NAME: { Last, Fist, Middie Inftial ) O Patient Identifiers Confirmed: & DOS 0 Caregiver [ Pictura 1D Pat'ient 1.D. #:
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PHYSICAL THERAPY EVALUATION (CONT’D)

e GAIT :
ASSISTANCE: O Independent {3 SBA O Min. assist 0O Mod. assist (X Max, assist (3 Unable

SURFACES: 0O Level [ Uneven L stairs {numbericondition)

T » 4 R & * 0 () A DEF ) ¥ . )
STRENGTH ROM TASK AssIST ASSISTIVE DEVICES/COMMENT! S
AREA, g ACTION Scone
Rig 2 Rig RolTum
- Shovlders Flex/Extend Sit/Supine
Abd.JAdd. Scoot/Bridge
- Int. rot/Ext. rot.
Elbow Flexion Sit/Stand
Exlension Bed/Wheelchair
Forearm Sup./Pron, Toitet
Wiist Flex/Exiend Shower
Fingers Flex/Extend Auto
Hip Flex/Extend Static Sitting TUG: Seconds
Int. rob/Exd, rot Dynamic Sitting TINETTE 128 (Assistive
: Abd, /Add, Static Standing device used), e
Knee Flexion Dynaniic Standing :s(:;-, . /12 (Assistive device
Extension Other:
. . Propulsion
H_Ankle Plant. fDors. Pressure Reliefs |
Foot Inver. /Ever, Foot Rests
AREA STRENGTH ACTION ROM Locks
Wheelchalr Mobility
OBJECTIVE DATA TESTS AND SCALES
I () =, » D ARD 1) =50 ol [y .
GRADE DESCRIPTION DESCRIPTION
5 Normal functionat strength —against gravily — full resistance. FUG {Timed Up and Go):  Greater than 14 seconds the
4 qud stnang_th — against gravity — no resistance. patient is risk for fall,
3 Fair strenglh — against gravity — no resistance — safety compromise. FINETTI (Balance and Gait): Under 19 = High rigk of falls
? _l;oor str;lngﬂt;l - u;at::ﬂe to move again;t rauily. . 20 - 24 = Moderate risk; 24 and up = Low risk,
face strength - slight muscle contraction — no motion. . IR s
6 Zero — no aciive musch trach D(T:l (Dynamic Gait Index): > 9= Increased f3ll risk, B
() » " - » . 8 L) A O ) L) L) 4
. GRADE DESCRIPTION GRADE DESCRIFTION
5 Independent {f) — physically able and independent. 5 100% of active functional moetion,
4 Verbal tues (VC) only needed. 4 75% of active functional maotion.
3 Stand-by assist (SBA) — 100% patient/client efforl 3 50% of active funclional motion
2 Minimum assistant (Min A) — 75% of patient/client effort. 2 25% of active functional motion.
1 Maximumn assistant {Max A} —25% - 50% patientichent effort. b Less than 25%.
[5] Tolally depe dant — iotal carefsuppo

DISTANCETIME:

WEIGHT BEARING STATUS: O FW8 0O WBAT 0 PWER OTI'WEB O NWE
ASSISTIVEDEVICE(S): O Cane O Quad Cane O Crutches [ HemiWalker 0O Front Wheel Walker 03 Other (specify);

QU!DEV]AODSTURE: ]

instruction Provided: O Safely 0O Exercise 0O Cther (describe):

{condition); __

_{neads):

EQUIPMENT (available).

0 PT Evaluation only (reasons for no further visit planned). 1 Patientrefused O Nothomebound 0O Cplirnal level of function O Cognitive deficits

{1 Other (specify):

DISCHARGE DISCUSSED WITH: 0O PalienV/Caregiver O Family 0 Physiclan

Q Other (specify):
CARE CODRDINATION: 0 Physician 0O SN OO0 FTA. QO OT QST QOMSW OAke O Other (specify):

PRINT PATIENT NAME: {LAsT, firsh PATIENT/CAREGIVER
Signature:
PRINT THERAPIST NAME: THERAPIST SIGNATURE:
MR #: TIME IN: ﬂME OuT: DATE:
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H & M Health Services, Inc.

PHYSICAL THERAPY SERVICE ORDER/CARE PLARN

T Telephone Order  (Physitian signature required) Date of Telephone Order:
PATIENT NAME: ’ Patient 1.D. #;
Physician Name: Assessment Date:
Therapist Assigned: Planned D/C Date:
Frequency/Duration: Onset/Exacerbation Date:
Treatment Diagnosis(es)/Problems:
Type of Evaluation (please check one}: B2 New Admission £ Resumption of Care 0 Recertification of Care
RAP R ® R 0 [ Soplicab
Evaluation/Regvalustion (B1) Transfor tralning (B3) Proprosthetic training Pain Managemeant
EstablishiUpgrada hota exercies progrom (B4) Muscih strengthening Prosthelic training [B2) TENS
O Copy given to palient Teach bed mobitily skills Tead? saﬁyeﬂecma usa of . Ulirasound (B7) @ wiem?
O Copy placed in foldor Funeional mobifity trairing adaplivelassistics devict (spacify): 8~ 10 mins In {aroa; .
PatienVFamily education Bolance raininglactivilios Management and evalistion of Elecimthetapy (B8)
Therapmitic exercises (B2) Teach safely precautions care plan {8 12) " Manual Thetapy {(specify):
Gail training (B 5) Home Salety ) - “Teach fail prevention .
Tauch sately stalrs climbing skills Newuro- muscutar ro-sducation {B11) ) Cther: Teach application of Hea¥Cold
- ARPO) ) B (i et | 550 e nn 21&

Rehab Potential: Good with Patient abla 1o relur io previous Rehal Potentizl: Good for stated goais, - Rischarge Plan: Paberrt will be dischamged when Pationt is
. : able fo function independantly within cusrent Smilations al

level of activity and improvemant In functionst =alus In accordancs

with Petient’s endurancs Jevel,
Robhab Potential: Good for Patient {o be pbla to follow the plan or Rehab Potential Guarded: Mininal Bizchame Plan: Pationt wili be dischamged when Palient is
canfireatment regimon, snd be abie o sef menage hisher condition, improvernent in functional status axpecied and able o function with assistance of caregiver wilhin current
i " ] decline is pogsibla, * Emitations at home., ;
Rehab Potential Falr: Patisnt will develop function! mobility Othen: Pizcharge Planc Pofient wil be discharged from Physical
Tharapy when Potiend has mel Optimal Rehab patential andfor

wilhin the home cars selt)

ng.

stated poals e mal.

O weeks O visits

Q) Patient will increase muscle strength In

Q Patient will increasa AROM in o %in O weeks [J visits

O Patient will increase gait to fe& “with assist with (zssistive device) in O weeks 0O visits

=] Fatient will ba able to climb stairstwalk on unaeven surfaces with - assist in order to safely Jeave home with assistin 2 weeks O visits,

[ Patient will imprové bed mpbility with : assistin Bl weeks [ visits

2 Patient will improve {specify surfate) transfer with assist using any in O weeks (2 visits

(0 Patient will demonstrate improved Qisitiing £ standing batance Q1 statie O dynamic 1o 5 1n QO weeks 01 visits In order to decrease risk for Fals,

[ weeks DU visits
Q weeks (O visits to decrease rjsk of falls,

0 Patient/caregiver will demonstrate proper use and care of prosthetic/orthotic devices in
& Patient will verbalize/and or demonsirale increased safely awareness in

0 Patientcaregiver will verbalizeland or demonstrate falt prlevenb‘on techniques [ weeks [ visits
D Patient will verbalize pain relief from 10 1o H0in O weeks O visits

O Patient/Caregiver wil demonstale the ability to follow H.E.P in [ weeks O visits
0 TUG score fo seconds [ Tinetti Balance/Galt score o 128

£1 Patient will show a decrease in fall risk by an improvement in:

8 bl score to- nz2 ' 0O mcTsie 4 in 0 weeks {J visits
L Other
60 Day Summary (Recerdification only): —_—
it

Dr. may aiso write orders for the care of this patient.

I have read the above evaluation and approve of the Plan of Care:

Physician Signature; Date: —_—] '

Therapist Signature: Date: e




