[} 65001: Hospice or Home Health Care PHYSBCAL TH ERAPY

pravided in patlent’s home/residence
03 Q5002; Hosplze ar Home Health Care R EV]SIT NOTE
provided in Assigiod Living Facifity DATE OF SERVICE / /

(1 Q5008 Hospice or Home Health Care

provived in place not otherwise specilied TIME IN LTMEOUT

(V{TAL SIGNS: Temp:; Pulse: Regular/\rrsguiar Resp,: B/P: TYPE OF VISIT: )
Using O, at LPM via: L2 Ravisit and Supervisary Visit
PAIN: Rating salei 012345678 vo 10 Current pain fovet SOC DATE __/
o pain o pain arst pain Sbjective reporting =
Pain quality: Pain location: Fraquency: Qcofsi PT_QGO187 PTA
 {ache, sharp, eic) ] Safety Issues:

Complete Briggs Pain Asaessment #3459/2P per agency policy [ Obstructed pathways 0 Home environment
HOMEBOUND REASON: [} Needs assistance for all activifies 0 Resldual weakness LI 8tairs L) Unsteady gait

) Requires assistance to ambulate & Confusion, unable to ga aut of home along U Verbal cues requirad

(J Unable 1o salely leave hame unassisted [ Severs S0B, 508 upon exertion U Equipment In poor condition (1 Bathroom

£ Dependent upon adaptive devica(s) 03 Medical restrictions U Commode

L Other (spacify) {J Others (specify):
Traatment Diagnosis/Problem Arealsy: [ Impaired gait quality, posture, devlation
1) Coordinatlon deficlts (Fine/Gross) [} Decreased independence with fuactional transfers
U Lower body weakness/limited ROM O Impaired balancs, loss of balance Feferal Made: U Yes L No If Yes (specify)
Ll Increased fails 0 Limited functional mabilily (w/c, ambuiatian, eto.)
O Impaired functionat ambulation O Other:

Q) Establish HEP, 0 Therapeutic Exercise 0 Modalities: 0 TENS Q Orthotic Fitting/Fabricatlon/Tralning
O Given to Pt (3 iIn Chart 1 Neuro-Muscular Re-education QO Utrasound (2 E-stim [ Prosthetic Fitting/Fabrication/Training
(3 Patient/Family/Caragiver Education 0 Galt Training (3 Heat Ol Ice U1 Functional Mebility
U Adaptive Equiptent Training 0 Balance L2 Pulmanary PT 0
- GOALS/OUTCOMES: Pafibnt /Therabls pal based:6Gols (dreas Ideniied I ewluation

Funclfaal Goi Aa ched On:

Priormance/ngress !owa Functional Task: Biat ndence:
Funationat Goal Area Focused On: Performance/Pragress toward Functional Task: Barrlers towards Independance:
Funetional Goal Area Foousad One Performance/Progress toward Funclional Task: Barriers tovards independense:
Functional Gioal Area Focused On; Perforrrance/Progress toward Funotional Task: Barriers towards Independenca:
Adaptive Equipment Needs Identified and/ar Trained on: Patlent/Caregiver/Family Respunse:

Demonstrates Rehab Potentlal as: 0 Poor O Falr 01 Good D Excellent

Patlent demaonstrates potential far continued gains towards a greater favel of functional independence and will beneift from continued Physical
Therapy Services to address deflait areas impacting his/her function, Please ses Physical Therapy Evaluation and Plan of Care for further detailad
infermation regarding current functional level and areas of focus.

CARE PLAN: [ Reviewad/Revisad with Patient/Caregiver/Family
Ravised @ Yes O No (specify):

APPROXIMATE NEXT VISIT DATE,____ /7 " Observation of:

PLAN FOR NEXT VISIT: : :

DISCHARGE PLAN DISCUSSED WITH: 1 Patient/Family Taaching/Training of:
Signature/Title:

0 Care Manager [ Physician O Gther:
BILLABLE SUPPLIES USED? 1 N/A [ Yes (specify):

Next Scheduled Supervisory Visit:
Care plan reviewed/revised with assistant/aide during this visit:
QO Yes QNo i yes (specify):

CARE COORDINATION DISCUSSED WITH: [} Physician T Nursing If PT assistant/aide not present, specify date he/she was contacted
GpPT OT OST OMSW LIAide OOther: : regarding updated care plan; / /
Comments;

Compiete TIME QUT {above} prior to signing below,

L /
gﬁsnﬂc‘qragiver {if applicabls) Date . . Therapist (signatureditle) Dais

PATIENT NAME ~ Last, Flrst, Middle Inltiat ID#

\. A
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