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OCCUPATIONAL THERAPY

EVALUATION
DATE OF SERVICE I
]
OBJECTIVE DATA TESTS AND SCALES PRINTED OGN OTHER PAGE. TIME IN ouT
[ HOMEBOUND REASON: [ Neads assistance for all activities ] Residual weakness TYPE OF EVALUATION )
] Requires assistance to ambulate [J Confuslon, unable fo go out of home alone [Tinital [ interim £ Final
L1 Unable to safaly lsave home unassisted L1 Severe SOB, SOB upon exsrtlon / /
[ Dependent upan adaptive devica(s) [ Medical restrictions SOC DATE ' ol
[ Other (specify) '(Ff hig;gﬂyl&vﬂgghon (;omp ste Cccupational

[INo K No, orders are

ORDERS FOR EVALUATION ONLY? I:I Yes

“PERTINENT BACKGROUND INFORMATION.

TREATMENT DIAGNOSIS/IPROBLEM

ONSET

MEDICAL PRECAUTIONS

PRIOR LEVEL OF FUNCTION/WORK HISTORY

LIVING SITUATION/SUPPORT SYSTEM

ENVIRONMENTAL BARRIERS

PERTINENT MEDICAL/SOCIAL HISTORY AND/OR FREVIOUS THERAPY PROVIDED

oD ol4 2
ORYI'PERCEPTL A OTOR
Area Sharp/Dull  [Llght/Firm Touch({ Proprioception | VISUAL TRACKING:
R R o Rig RIL DISCRIMINATION:
MOTOR PLANNING PRAXIS:
Do sensory/perceptual impalrments affect safety? [JYes [dNo
If Yas, recommeandations:
COMMENTS:
0 A OMPR 0
Area ! MIN |MOD| s U | ABILITY TQ EXPRESS NEEDS
MEMORY Short term ATTENTION SPAN
Long term ORIENTED; [JPerson [JPlace [JTime [ Rdason for Therapy
SAFETY AWARENESS P QSOCIA z
JUDGMENT INITIATION OF AGTIVITY
Visual Comprehension COPING  SKILLS [ Evaluate Further
Audltory Comprehension SELF-CONTROL
O TO ) P () < A » Re 0
Area | MIN | MOD| s L s ivop] s U
FINE MOTOR COORDINATION (R) GROSS MOTOR COORDINATION (R)
FINE MOTOR COORDINATION {L} GROSS MOTOR COORDINATION (L)
PRIOR TO INJURY: [0 Right Handed [ Left Handed ORTHOSIS: [DQUsed [ Needed (Specify):
= ONA RO i A 0 er-Appropriate Respo
PROBLEM AREA STRENGTH | ROM ROM TYPE TONICITY OTHER DESCRIPTIONS
COMMENTS:

BATIENT/GLIENT NAME: Last, First Midd]elnltiai

OCCUPATIONAL THERAPY EVALUATION

Mlrantininad
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OCCUPATIONAL THERAPY
EVALUATION (Cont.)

' F1UNCTIONAL,. MOBIL!TYIBALANCE EVAL.UATION

2 CCOMMENTS

BED MOBILITY DYNAMIG SITTING BALANGE
BED/WHEELCHAIR TRANSFER STATIC SITTING BALANCE

TOILET TRANSFER STATIC STANDING BALANCE
TUB/SHOWER TRANSFER DYNAVIC STANDING BALANGE
S AL L SRR GARE SKILLS '

FEEDING TOILETING

SWALLOWING BATHING

FOOD TO MOUTH UE DRESSING

ORAL HYGIENE LE DRESSING

GROOMING MANIPULATION OF FASTENERS

S T INS TRUMENTAL ADLYS
LIGHT HOUSEKEEPING D USE OF TELEPHONE

LIGHT MEAL PREPARATION MONEY MANAGEMENT
CLOTHING CARE MEDICATION MANAGEMENT

PATIENT GOALS:

PATIENT SIGNATURE VERIFYING VISIT:

Complete TIME QUT (on - THERAPIST - ‘ / /
frant) prior to signing here SIGNATUREITITLE e DATE
OBJECTIVE DATA TESTS AND SCALES
. 0 ONAL RE 0 OTION (RO A
GRADE DESCRIPTION GRADE DESCRIPTION
5 Normal functional strength - agalnst gravity - full resistance 5 100% alive functional motion.

Good strength - against gravity with some resistance.

4
D,

3 Fair strength - against gravity - no resistance - safely compromise. 75% active functionat motion.

b

1

50% activa functional motion,
25% active functional motion.
Less than 25%.

Poor strangth - unable to move agalnst gravity.
Trace strangth - slight muscle cantraction - no motion.
0 muscie contraction.

— A G B

. FUNCTIONAL INDEPENDENCE, SELF-CARE SKILLS ANDINSTRUMENTAL ADL'SCALE - " AVERAGE RANGES OF JOINT:MOTION (ROM)
GRADE DESCRIPTION AREA ACTION/ MOVEMENT -
. Shoulder | Flex 1587 Extend 85
5 | Physically able and does task independantly. Abd 170°| agq 50
4 ['Verbal cue (VC) only needed. Int r.ot 70 Ext 'rot a0
3 | Stand-hy asslst (3BA) - 100% patlent/cliant sffort, el T4 bl ¥
2 IMinlmum assist (Min A) - 75% patient/client effort, Elbow Flex as’ Ext 73
| [Maximum assist (Max A) - 25% - 50% patiant/client effort. S\i;::rm ;l:; oo ;;ct’"' 70
o Totally deendant - loai . . o | | Fingers Flex ail 90’ Ext. o
kil BALANCE SCALENSHGng-standing) . . - v - v N P,
GRADE DESCRIPTION Flex
Rotallon

5 Independent
Varba! cue (VC} only needed.
Stand-by asslst (SBA) - 100% patlent/client effort.

Minimurm assist (Min A) - 78% patient/client effor,
Maximum assist {(Max A) - 25% patlent/client effort.
Totaily dependent for support,

O — n
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OCCUPATIONAL THERAPY CARE PLAN

Physician orders needed. Follow organization procedure for obtaining verbal orders and cotpleting the 435/POC -
rPatient Name: MR #: Date: SOC Date:
Patient's address: State/City/Zip: Phone:
Diagnosis/Reason for OT.:
Physician's name: Phone: Fax:
Frequency and duration: Insurance: O Medicare [l Medicaid Qi Other

Nate: Each madality specify loeati cv, duration and amound.

Patient/Client Desired Short Term - Time Frame ] m

Plan of Care (Mark all applicable with ==~

Evaluation (D1) | [ Neuro-developmental training (D7) Body image training _
Establish rehab. Program Sensory treatment (DR) Therapeutic exercise to right/left
Establish home exercise program Orthotics/splinting (D9) hand to increase strength,
2 copy given to patient/client Adaptive equipment (fabrication and coordination, sensation and
I copy attached to chart training) (D10} proprioception
Other:
Patient/client/family education Pain management ‘
Independent living/ADL training (D2) Teach alternative bathing skills (unable
Muscle re-education (D3) to use tub/shower safely)
Perceptual motor training (D3) Retraining of cognitive, feeding And
Fine motor coordination (D6) perceptual skills

Equipment recommendations:

Safety issues/instruction/education;

Patient/client/caregiver response to plan of care:

" GOALS: OCCUPATIONAL THERAPY -0 -+

0O Demonstrates ability to follow home exercise program by (date).
O Demonstrates outcomes met by (date).
U Gther (specify) by (date).

REHAB POTENTIAL: O Poor [ Fair QGood O Excellent
DISCHARGE PLAN: O When goals met O Other (specify)

Comment
Plan developed by (name}: Signature/title: Date
\Pian of Care send with 485: O ves O No Datesend: j




