
PHYSICAL THERAPY EVALUATION

Patient Name

Diagnosis Time In: _____________  Initials: _______

Time Out: ___________ Initials: _______

PT # Date
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FUNCTIONAL SUMMARY / ADL’S
GRADE: U - Unable (asst. impractical)

A - Ass’t’s (Prac. or 1 person)
S - Supervised (Verbal inst. only)
I - Independent
NE- Not Evaluated

Dresses self
Feeds self
Bathes self
Sitting balance
Bed mobility
Bowel/Bladder function
Gets in and out of tub/shower

GAIT EVALUATION:

Climb Stairs
Climb Steps
Architectural Barriers

Comments:

Homebound Status:LIMITATIONS OF HAND AND FOOT:

Other:

CONCLUSION: (Mark) Treatment Trial Program Treatment not indicated
PT. GOALS AND PLANS:

COMMUNICATION WITH M.D./AGENCY:

INITIAL TREATMENT:

ROM
SPAS

SYN SYN

PART

Patient Name __________________________________ Signature _________________________________  Date ___________

Clinician’s Name________________________________ Signature _________________________________  Date ___________
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