(3 05003 Hospion of Home Henlth Gare
provided it patient's homafresidance

L QboN2: Hasplan of Home Health Ciorg
proviiad In Agaistad Living Faciily

0 Q3008: Huspice or Home Health Gara
provided In place net otierwise spocifisd

Qinitial Evaluation
L) Re-Evaluation {Type)

PHYSICAL THERAPY
EVALUATION

DATEOFSERVICE /[ /
TIME IN__ TIME OUt

A e e ot o i

.(HOMEBOUND REASON: 1 Needs asslstance for all activitlies  C Resldusl waakness
Q Requires assistance to ambulate 2 Confusion, unatile to go out of homa dlone
T Unable to safely teave home unassisted ) Severs SOB, SOB upon exertion

0 Dependent upon ataptive devite{s) U Medical restrictians

Q Other (specify) . . ‘
e 'P_EF!IINENT;"MED[CAL'iNFORMATION?{_'_' i
| OreetDates /[
| Ptimary Diagnosis:
i Medicai Precautions/Limitations:
‘U Hypertenslon O Cardlas T Diabetes 1 Respiratory 0 Osteopotosis

Q Fractures Q Cancer Gifnfection ) immunosuppressed O Opan Weund

(3 Other:

N R CPAINT _
Ratingscale; 0 1 2 3 4 56 768 9 10 Current pain lovel;,
No patn Med paln Worsl paln {subjeativa- roporting)

Bast pain gets:.___ Worat pain gets; Accaptable level:__ .

Palt guality; Paitt loGation;
{acha, sharp, dull; otc.)

| Freguency: £ Occasionaliy 0 Cortinuous 2 Intermittant

What rmakes pain worse? 0 Movement £} Ambsulation tjln1mablllty
[ Other: — )

| Referral heeded? U Yes U'No Beferred to:

Impacting function? O Yes: C-No (spacify)

POC Goal Needed? [Yes U No

4 Other:

o BEHAVIOR/MENTAL: STATUS'
G Alert Qi Orlented U Cooparatlve T Confused ™

o, S VITAL SIGNS: 0000
- Blood Prassurer 1 8itting/iving R L
L Standing A . L 0 Memory deflsits:

ﬂ‘\\

o
ance |
ATINER KGROUNDINFO
.Prior Lavel of Funstioning: | .
~ADLE: O'Indeparidant (1 Neadad assist
U Total asslst J
In Home Muobillly: (3 Indapandent 0 Assistiva devige
& Wheelohalr/scooter L) Non-ambulatory
Community Mobllity: (1 Indepantierit
0 Assistive tevioe £ Wheelchal/ soouter
Cl Non-ambulatory :
History of Falls: .
YIN Ifyes date of lastfalli ___ /o /[
IRtervetition inplace? O Yes 0 N
If yes, spacify: : . ;
Reported by: 0 Patisnt  Ct Family 13 Garaglver
Living Arrengaments/Support Systent:
- U Lives alone € Carsgliar availalils
-3 Limited! support © No careglver avaliable
Comment: . !
Environmental Barriers: © Clutter 0. Throw rugs
{1 Adaptive equipmant nesded: 0 Mes 3 No,
{8paciiy) i i

sk

Other:

U Short term T Long term O limpairad judgment

“Temperature: DQral QAxllary QChen_
Pulse: Q Apical & Brachial 1 Radial

| Rhythm: O Ragular O regular
Respirations: - O Regular O Irregular

- Impacting furction? [ Yés 01 No (specify),

;8 LPM vla: O Cannula (3 Mask £)Trach
Q, saturation %: WAtrest O Wh activity

ipacting function? O Yes [ No (specify)

POC Goal Needed? O Yes [INo

Assistance: O independsnt T SBA [2CGA ) Min. assist

Funational Distance Needed for; LI Tolleting: ft O Bed:
Weight Bearing Status: -0 FWB O'WBAT QPWB CITDWE O NWE
Galt Quallty/Daviations/Postures: .

T GAT CEEE :
O Mod. agslst (1 Max. asslst @ Dependent
Adaptive Device: (1 Nb devies 0 Cruiches 0 FWW €1 4AWW T Hemi Walker 03 SBOC LLBQC BSPC 0 Other

Surfaces within Functional Araa: 01 Level 0 Uneven [ Stairs (# if known ) Distance/Time: /.
ft QChalr ___

POC Gloal Needad? O.Yes T No. |

1

Impacting funation? 0 Yes 0 Ne (spacify)

FOC Goal Needed? 1 Yes ) No

Comments:

PATIENT-NAME « Last, First, Middla initisl

1o#

:

i
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PHYSICAL THERAPY EVALUATION |



FUNCTIONAL INDEPENDENCE/BALANCE EVA

PHYSICAL THERAPY 'EVALAT!O (Cont’d.)

i STRENGTH iU TASKS AT ASSISTIVE DEVICES/COMMENTS
; Rig : g Rollifurn | ' ' ;
o Snouildar Fiax/Extand = B
Abdiadd, Kl svoovBriage
_ int. Rol./Ext, Rol. g Slustand
¥ Elbow _ FlawiGatend EE Bnd/Wheelehalr
2 Forearm . Sup/Pron, ?"2? Tollat
=¥ Wist Flox/Extand 5 Floor
i Fingors ) Flex/Extand 5l v
Eul i T Flex/Extand 1 _Slalic Sitiihg
| AbdAcd, B Dyramic Siiting
: i Iril; Rot./Ext, Rol. B3 Sthlio Standing
¥ Kneg Flax/Exland . 5B Dynamic Sianding
Ankle _ Plant./Dors, _ Propulgion
§ Foot i Invar/Ever, Pressure Rallafs
L wARERT L STRENGTH - SRCTION o telioni Foot Rests
: g Locks _ o T
MANUALMUSCLE TEST(MMT) MUSCLE STRENGTH | PUNCTIONAL INDERENDENCE SCALE (For Eaimsoabily Sol G oL e, TROL BRIy
] , DESCRIPTION ' | GRADE| DESCRIPTION
§ | Normal lunmlonﬁl'sirangth - agalngt gravity - fuli resistance, ) 7 Intlepandant.
4 1 Good slrangth - against gravity with some reslatance. & Modifiad indepeantiant « varbal cuss, extra time.
3 Falf strengifi - agalnst gravily - no resistance - safaty carmpromisa, 5 | 'Stand-by assist (SBAJ < 100% affort w/supervislon,
2 |-Paor strangth - unabla 1o move against gravity. 4 | Minimal assist « 75% effost, :
1 | Trace strength - slight muscle conteastion - no motion, 3 | Moderate assist - 26-50% affort, i
0 [ Zero - no active muscle conlraction. _ 2 Marlmum assist - 25% offort, . )
'.“FUNCTIUNAL‘".RANGE-'OF!:'MOTIONFTHGM)'-SGA‘L-E 1 Dapandant/unable to-do taslk <25% afforl,
DESGRIPTION ____|GRADE] __ DESCRIPTION ‘ Comments:
§  [100% active functional motion.| 2 | 25% active funclional matian,
75% active functivnat motion. Less than 25%,
| 60% active functional motian.

Q Education/instruction provided: ) Safety O Exercise U Other (Describe)
O PT evaluation only. 0 No further indlsations far BT services :
Was a standardlzad/validated assessmmant used? [ Yes (INo H ves (spacify assessmeant)! ;
Rasults; e . —— _ .
G Orders for PT avaluation only. () Needs additional PT services, Ses PT Care Plan/485 for racommendations, ;
[3Need to obtain orders: (specify). .
Q1 Drders for PT services with speolfi¢ treatments, frequency and duratlon. Sse PT Cars Flan/485,
Othar disgiplines providing care: Q1SN 20T Q8T QMSW O Aide 0 Other;
| WEquipment recommendations: (specify) .
{ U There are no changes to tha POG based upon this assessmant, at this time. ‘ _
Was a nest identifled or reported durlng this assessment in any of the Tollowlng areas that raquires = referral? CF Nutrition 13 Medigations - :
O Pain O injurles/Wounds O Psychosoclal concerns 0 Self care skills G IADLs I Safety issuss  [2 Other: '
QYes [INo If Yes: (specify)
{3 Referral racommandations: (specify)
Comments:

DISGHARGE DISCUSSED WITH: D Patlent Family/Caregiver ).Gare Manager
Q. Physiclan £ Other: .
BILLABLE SUPPLIES: (3N/A O Yes (spacify)
CARE COORDINATION: L) Physitian O Nursing QO PT QOT QST OMSW
ChAide L3 Ofher ‘

APPROXIMATE NEXT VISIT DATE: TRy |
PLAN FOR VISIT:_ ;

Complete TIME QUT {on previua page) prim" fo slgning balow, _
X fod ) | Y
kPafisnr/Caregivar {if anplicable) Date Therapist {signalure/iile) Dale ‘
PHYSICAL THERAPY EVALUATION BRiGGS Healthcarer




PHYSICAL THERAPY
CARE PLAN

SOCDATE____ /- __/

rPrimary Diggnosis:, Onubt Date; lo )
Troatment Disgnosis/Probiem Arews: ‘ -
HOMEBOUND REASIN:
LI Neetls unsistarice for st activitios G Unable lo safaly isave home unaselsten 0 Sovers BOB; SOB upon axeHisn
Ot Hosldunl weakness L1 Dapnndént upon adaptive davitels) 1 Madlcal rastrictions

£ Reduires assistance t ambulate U Contusion, unable to go out of hema alons 1 Othter (specity):
Frequancy and Duration:

- PHYSICAL THEAAPY INTERVENTION SR R
0 Gait Tralning ¥ Drthotle Fitting/Fabrization/Tralmg

D Establish HEP: D)Givento Pt Ul In Chart

Q Patlant/Family/Careglver Edusntion O Modalitles: Q TENS O Ulvasound [ Prosthatic Fittrg/Fabrivaton/Training ;
U Adaptive Equlptriont Tralning 1 Beslim O Heat L) fze Q0 Functionat Mebifity -
U Therepeutic Exsreise (1 Balarice £ e

O Neure-Muscutir Re-education Q1 Pulmanary PT

s O LS OUTCOMES: Biitival Theraprst idantificd onétoiial dheai identiticin oval
. Functtonal sl Aroa 1ertiflad 51 Eval: Fupctional Bhort Tatrs Qoat 81 Functiona Lorg Tarm Goal #1: :
_ _ Measurablo snd date by, L 4 Musasurabie eref date by:, / A
1 Functiansl Gial Aros Identified at Evar Functitsrs Short Term Godl #2; Functiona! Long Tares Geiat #2:
Measursble angr aate by, /[ [ [ Measurablé end.databy:___ [ 4
-Funettonal (ol Aron ldartified ot Eval: Funetlonar Short Torm Goel 43; Futiztionat Leng Tenh Goal #0:
Moasuratite endt dtate by .. A,/ Measwablesns astebyr__ [ [
Funational Gow Ansa Ichatiflad a1 Eval Funatlonal Short Yarm ausl #14; Funstions! Lang Tam Gouf #4;
. Measwabla snd dgte by, /. f _iMensursble and eate by L, A
Funétlonel Qoal Area identifled ut Evan Futctiona Shart Term Goal 45 Functienal Long Tarm Goal #5:
Measurable and datebye___ A ./ Mugsurible snddata byr [

Adaptive sadlpment nesds kentified?” 1 Yes L No It Yes (speoify):
1 Patient/Family/Caregiver awere ant In agreemant of POC? O Yos OF No if No {Epechy); ;
Discharge Flan: (1 Whitn goals ars mat () Other (speaity): . ) .

Commatits: : T — 1 S

Demonstrates Fehab Potential: (J Poor T Fair () Good [ Exoollent B
Patlent damonatretes potential for confinusd gains towards a grepter lavel ot functional Indspendents and will banaflt Fom continuad Physical
Therapy Sarvicet to adrlress deficit arean impacting his/her funetion. Please soe Physieal Therany Evaluation and Plan of Care tor furihsr cotallid

informatian regarding curratt functional lovel and araas of focus. _ o ) |

Dete:

Plen developed bry:

" Frotassional SgratareTit.

Physical Tharapy Care Plan and Phygician Crders :
NOTE! To be used ONLY for Supplamental Ordars 10 Plan of Cure/485 for Therapy Services, N
Whon patient under hospice PCC, the IDT detennings changss 10 the POC with te medical director tridiar aftending physician,

Recotmmanded Plan, Outcames, Frequenoy & Duration as above,

Verbut ordara from physitlan ty:
. Professionsl sighytura/iitle

Physlcian slanature;

Planse slgn end ratum promptly
= Physician - Copy s Clinc 4l Redal

PHYSIGAL THERAPY GARE PLAN

OOl NRMTNY WUTA
i

.F DTO0AEMAE 311 3 BRIGGE, Der biolnes, WA [ROD) 472543 .
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