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Carelink Health Care Services, LLC
PHYSICAL THERAPY VISIT NOTE

Sy
Vital Signs _[Behavior/Mental Status Homebound:  linterventions: fPain |
iE 1 Alert/Oriented p No  |a_JHerapeutic Exercise [Frequency: __ No Pain
P: A—~ANXious i mbulation f\_/P’tient/CG ED. __ Less than daily
R: l/dcl}tivawed &/E/ durance Ajansfer Training JA)aily but not constant
B/P: ___Lethargic lzsgrength ___HEP. __ All thertime

___Apathetic _\_,B/Iance N-b,Qfait Training Pain Profile:  Site: Qéj k‘%ﬂ.ﬁ_
Vvt ___ Noncompliant O.M. alance Training 0123458(7)8 ¢ 10

__ Comatose ___Bed/WC Bound |__ Functional Mobility {Current Pain Management and effect:

___ Other __Respiratory/S.0.B.]_ Modalities ] avd

_| A8l Risk _AEndurance Training
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Teaching Tool Used: Written (’Vabral

Please circle all that apply below
emo~  Handout given to: Patient Caregiver Both

A_L”/PUCQ- Verbal understanding 3 /ﬁﬂyewm Demo
ade

Home Exercise Program follow through between therapy visits:

quate __ Inadequate __ N/A

Assessment (progress toward goals): "F\:'.‘ j:/‘ Cregpo l Lrom ot "rre«-u\_j-p&x- #

Conferenced with:
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Regarding:
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Therapist Signature: .
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Carelink Health Care Services, LLC
PHYSICAL THERAPY VISIT NOTE

tiet Name; {20 RSLQ j\»i,s' Y )y A0

MR# G

Vital Signs {Behavior/Mental Status Homebound: Interventions: Pain |
T 1+ Alert/Oriented @ No M herapeutic Exercise Frequency: __ No Pain
P: F_%nxious A/B\mbulation v/l‘ﬁatlen YCG ED. Less than daily
R: s Motivated gfndurance y[ Transfer Training \/Sauly but not constant
BIP: __ Lethargic L/étrength __HE.P. __ Allthe time

___Apathetic _\/B/ lance yéait Training Pain Profile:  Site: v S
Vit ___ Noncompliant " .O.M. Méalance Training 0123 4% §;7 89 10

"~ 1__Comatose __Bed/WC Bound | Functional Mobility {Current Pain Management and effect:
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all Risk lendurance Training
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Teaching

Please circle all that apply below

£ P -
Teaching Tool Used: Written Qgib_gD (DEM® Handout  fgiven to: Patient Caregiver Both

t/Cg. Verbal understanding =~ PYCg. Return Demo
Home Exercise Program follow through between therapy visits:

_“adequate __ Inadequate __ N/A
Assessment (progress toward goals): f Q f)rw _L. W\.F‘" rove, M\J) aﬂ%\h,‘
y \—ﬁ...‘,._g"w'ﬁﬂ.,r ¥
Con'ferénced with: b3 BT o7 MW CAREGIVER FAMILY

Regarding:
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Therapist Signature: E « ( : Wr&'m Time In: lt O(Time Out d[ f'SgMinutes
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Carelink Health Care Services, LLC
PHYSICAL THERAPY VISIT NOTE

Ptient Name:

Vital Signs jBehavior/Mental Status Homebound:  finterventions: [Pain i

T L~ Alert/Oriented \5@ No \Ffierapeutic Exercise  {Frequency: __ No Pain

P _\A/xious ~Ambulation __ Patient/CG ED. __ Less than daily

R: —_Vld;tivaﬁed _AEndurance ~Transfer Training A~Daily but not constant

BIP: __ Lethargic _“—Strength __H.E.P. Al a’ﬁqs
__ Apathetic _LBalance LGait Training tPain Profile:  Site: .

Wi __ Noncompliant LR.OM. _Bdlance Training 012345 9 10
__ Comatose __Bed/WC Bound |__ Functional Mobility {Current Pain Management and effect:
___ Other ___ Respiratory/S.0.B. __ Modalities

all Risk ndurance Training st L—MJ‘Z
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Teaching

Please circle all that apply below

Teaching Tool Used: Written ~ Werbal Handout  [given to: Patient

t/Cg. Verbal understanding »PUCg. Return Demo
Home Exercise Program foliow through between therapy visits:

Caregiver Both

dequate __ Inadequate __ N/A

Assessment (progress toward goals): /}Ar’:_") p e o R ff’ Y\_@% e Py ('ﬂ)
é [ ! e ’_\’
]

e N o PN " R YO :
%WLM Ur
Conferenced with: SN bT oT MW CAREGIVER FAMILY
Regarding:
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Therapist Signature: b Timeiﬂ:gfli Time Qut q-"/ 3 Minutes

Patient Signature: MILES:
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Carelink Health Care Services, LLC
PHYSICAL THERAPY VISIT NOTE

Patient Name: P A

Vital Signs  |Behavior/Mental Status Homebound: Integventions: EPain l

T: _\Alert/Oriented es No  {\/Therapeutic Exercise qFrequency: __ NoPain

P: nxious Ambulation ___ Patient/CG ED. __ Less than daity

R: _\gﬁotwat ed A Endurance ___Transfer Training __ Daily but not constant

BIP: __ Lethargic +Strength H.E.P.
___ Apathetic ﬁ&a]ance _\/Galt Training Pain Profile: ~ Site! @fﬁfw

Wit: ___ Noncompliant _-,/Ff.O.M. _‘/Balance Training 012345678%10
___Comatose ___Bed/WC Bound | Functional Mobility {Current Pain Management and effect:
__Other __Respiratory/S.0.B.| __ Modalities LoD hoek Dedn

\_Fall Risk _‘,_/Endurance Training '

Subjectives7 , “ég_r\,\ggg aX— -\"\.\_?._. &(—\) LV\)&S_ ‘$

lowg back -

Objective: ,

JAuS 2 s Wea¥ne 55 L «L’oaa-

{2 A M@M E}M LQ.?-’I?Q Lm%m
_M@L_mwam ol TJheda 2]

im#&_,— WO\ Q\a!;&- &x’_ﬁ&v-«rvm«w st‘T —> M

5_

Please circle all that apply below

Teaching Tool Used: IWiritten C Verb’é‘l“é D?ﬁ'l-'b‘ Handout  |Jagivento: Patient Caregiver Both
_\7PtCg. Verbal understanding

A~ PtCg. Return Demo
Home Exercise Program foliow through between therapy visits:

equate __ Inadequate __ N/A
»
Assessment (progress toward goals): o an L
i R 4—@ mdﬂ-}a&uﬁc
Gonferénced with: SN PT QT MW CAREGIVER FAMILY

Regarding:

Plon:

Therapist Name: g\«ﬁﬂa&, Lp/%vw\m Title: _f’)_)_

Therapist Signature: E @% Time in q - (J{}lme Out 1 > S Minutes

\J(/%%/L_vt, 2 MILES:
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Carelink Health Care Services, LLC
PHYSICAL THERAPY VISIT NOTE

TUSH A @AQ

Vital Signs §Behavior/Mental Status Homebound: Interventions: Pain |
T %}erﬂOriented ﬁ:s) No [ fherapeutic Exercise [Frequency: __ No Pain
P: Anxious /" Ambulation ___Patient/CG ED. __ Less than daily
R: _\/ﬁ:)tivaﬁed _WwEndurance ___Transfer Training __ Daily but not constant
B/P: ___Lethargic ]V/étrength H.E.P. __ Allthedime

___ Apathetic _L/Balance \/gatt Training Pain Profile:  Site MSZ_)
Wit ___ Noncompliant _.VF(O.M. Méalance Training 012345878910

___Comatose ___ Bed/WC Bound !__ Functional Mobility {Current Pain Management and effect:

__ Other ___ Respiratory/5.0.B.]__ Modalities

J_,éall Risk ﬂndurance Training Ln.uj L}ﬂ L
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Teaching
Please circle all that apply below
Teaching Tool Used: Written Verbal ) Tenma > Handout _ lgiven to: Patient Caregiver Both

_‘\_ﬁb’Cg. Verbal understanding (V4 P,‘[\/C}Return Demo

Home Exercise Program follow through between therapy visits: adequate __ Inadequate __ N/A

Assessment (progress toward gocis) f g wa Py _ R M(ﬁ"{wxmﬁ\
Troasker  Shed Lo
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Conferéncwad with: 3] PT oT MW CAREGIVER FAMILY
Regarding:
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Carelink Health Care Services, LLC
FHYSICAL THERAPY VISIT NOTE

PatlentName '-<, V1 ! /’M;)"lqﬂ*sc’kh’\

Vital Signs jBehavior/Mental Status Homebound: Interventions: Pain E
T » Alert/Oriented _}ei) No fiAherapeutic Exercise |Frequency: __ No Pain
P: " Anxious mbulation ___Patient/CG ED. __ Less than daily
ER; : Zm/otivated 34/E durance ___Transfer Training __ Daily but not constant
B/P __Lethargic _L-Strength H.E.Pi he-ti
___Apathetic \"Balance _\(éan Training
Wt __ Noncompliant ;\AO.M. alance Training
___Comatose ___Bed/WC Bound __ Functional Mobility {Current Pain Management and effect:
___ Other ___ Respiratory/S.0.B.}__ Modalities ) ,
{,_~Fall Risk \Endurance Training| o™ b eaolc
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Please circle all that apply below

Teaching Tool Used: Written (%rbglm) @emoj Handout  fgivento: Patient Caregiver Both
\s PYCg. Verbal understanding J/lgtrlj)i./ﬁpﬁum Demo
Home Exercise Program follow through between therapy visits: |4dequate __ Inadequate __ N/A

Assessment (progress toward goals): % j'mr},/@_v;q, M’v&ﬂqy‘\‘h\ A
] m..wfi'?—r w\ { i s

Conferenced with: SN P OT MIW CARECIVER FAMILY

Regarding:

Therapist Name: Eb QL \' ] Title: gO i ""I Date:

Therapist Signature: E @W Time In: q O fmeOutC‘ 3 Minutes
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Patient Signature:
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Carelink Health Care Services, LL.C
PHYS!CAL THERAPY VISIT NOTE

Vital Slgns Behavior/Mental Status I;Isgmebound: Interventions: lPain I

T LA_ rt/Oriented ‘}gs) No \_leherapeutic Exercise [Frequency: __ No Pain

P: ~~Apxious _L“Ambulation __ Patient/CG ED. __ Less than daily

R: j‘:tivated _kﬁd urance ___Transfer Training __ Daily but not constant

B/P: __ Lethargic zSTrength | HE.P, __ All thetime
___Apathetic 5zB?ﬂiance _Bait Training {Pain Profile: Site: @ fm.&_i,_

Wi: ___Noncompliant _{ﬁ.O.M. aBalance Training 012345679 10
__ Comatose ___Bed/WC Bound §_ Functional Mobility {Current Pain Management and effect:
___ Other __ Respiratory/S.0.B.f___ Modalities

Jﬂ Risk le'ndurance Training] | o baro
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Teaching
Please circle all that apply below
Teaching Tool Used: Written (Ve@ @a‘ﬂﬂ Handout {given to: Patient Caregiver Both
_~_PTCq. Verbal understanding M_[_/(t](}g. Return Demo
Home Exercise Program follow through between therapy visits: J,aﬁgquate __ lInadequate __ N/A
Assessment (progress toward goals): ) I & TN L e \ Ovvu o AR
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Regarding:
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Patient Signature: W% zzﬂr«? _) MILES:

RECEIVED JUN 19 2015

Therapist Signature:




Careiink Heaith Care Services, LLC
PHYSICAL THERAPY VISIT NOTE

P lentName

Vital Signs |Beh¢':|);|orIMenta! Status Homebound Inter\@ntlons Pain |
T ~" Alert/Oriented Y No  [aAherapeutic Exercise fFrequency: __ No Pain
p: —Anxious ulatlon __Patient/CG ED. __ Less than daily
R: J«éivated _\£Endurance ___Transfer Training Dally but not constant
B/P: __Lethargic L/‘o( ength . HEER, A!I

__Apathetic alance _\Aait Training Pain Profile: S:te @e }f/\«&ﬂ.
W __Noncompliant A_RO.M. _sBalance Training 01234567

___ Comatose __Bed/WC Bound | Functional Mobility {Current Pain Management and eftect:

__ Other piratory/S.0.B.j__ Modalities 0 . o
ﬁRISk 3 :’E;ndurance Training
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Teaching
Please circle all that apply below
Teaching Tool Used: Written Verbal Demo Handout [given to: Patient Caregiver Both
__ Pt/Cg. Verbal understanding ___ PYCg. Return Demo

Home Exercise Program follow through between therapy visits: __adequate __ Inadequate __ N/A

Assessment (progress toward goals): '/fé p PGW\G‘&\ \ WM
< Few, _Q(E,,ﬁ & A
? =1 vavkuvqs{w WA

Conferénced with: ] . PT QT MW CAREGIVER FAMILY
Regarding:
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Carelink Health Care Services, LLC
PHYSICAL THERAPY VISIT NOTE

Vital Signs {Behavior/Mental Status Homebound: Intgrventions: Pain ]
T: s AAlert/Oriented Yes) No  §~ Therapeutic Exercise [Frequency: __ No Pain
P: ~~Anxious Ambulation __ Patient/CG ED. __ Less than daily
R: _L/Iﬁotivaited ~~Endurance ___ Transfer Training __ Daily but not constant
B/P: __Lethargic \Strength __H.E.P. LAl the time )
__ Apathetic Balance ait Training Pain Profie:  Site: (5 W
Wi: __ Noncompliant _L/ﬁalanc.e Training 0123 @
___Comatose __Bed/WC Bound | Functional Mobility {current Pain Management and effect:
Other

___Respiratory/S.Q.B.]__ Modalities "
all Risk ndurance Trainingl o)

Objectlue
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Teaching 3
Please circle all that apply below
Teaching Toal Used: Written @Je-rkﬁl_‘_} @m@ Handout  [given to: Patient Caregiver Both

t/Cg. Verbal understanding _L_PtCg. Return Demo

Home Exercise Program follow through between therapy visits: ~~adequate __ Inadequate __ N/A

=N ¢ .0 1§
Assessment (progress toward goals): 19 Provaaisa, Q ) ﬂy\,\,mk\&%
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Carelink Health Care Services, LLC
P’HYS!CAL THERAPY VISIT NOTE

Vital Signs |Behavior/Mental Status Homebound Interventions: Pain i

BE A\Alert/Oriented es ) No _Aherapeutic Exercise  [Frequency: __ No Pain

P: A/ Xious @aﬂon ___ Patient/CG ED. __ Less than daily

R: A‘(z;ti\.ra‘ted _\Endurance ___ Transfer Training __ Daily but not constant

BIP: __ Lethargic trength . _HE.DP. _IAK ime
___Apathetic ~~"Balance _~Gait Training iPain Profile:  Site: @) )3W‘~3-

Wit __Noncompliant J\/I’Q‘.O.l‘\/i. Balance Training 012346678910
___ Comatose __Bed/WC Bound |__ Functional Mobility {current Pain Management and effect:
___ Other ___ BRespiratory/S.0.B.j__ Modalities _

jall Risk ndurance Training g s, ,@:éa: SIQ
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Teaching ™
Please circle all that apply below
Teaching Tool Used: Written @ﬁhﬁ C'te_ﬁﬁj\ Handout  faiven to: Patient Caregiver Both
v/ PYCg. Verbal understanding A~Pt/Cg. Return Demo
Home Exercise Program follow through between therapy visits: '-"/adequate __ Inadequate __ NJ/A
Assessment (progress toward goals): f © (/)VMM ‘jﬁ) ['.m,b/gwp,,/_ﬁ \;H -
£
Conferenced with: N PT oT MW CAREGIVER FAMILY
Regarding:
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Discharge Planning Discuss 5 Day discharge notice given: 7 yes no
i - ifle: j Date: /
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Therapist Signature:
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Carelink Health Care Services, LLC
PHYSICAL THERAPY VISIT NOTE

Behavior/Mental Status Homebound: Interventions: Pain |
T 4'4lertr'0riented ﬁ No \Therapeutic Exercise |Frequency: __ No Pain
P: ~” Anxious " Ambulation __ Patient/CG ED. __ Less than daily
R: gzellotivaﬁed 1+ Endurance __ Transfer Training __ Daily but not constant
B/P: ___Lethargic 1\ 8trength ___HEP.
___Apathetic o ~Balance _Vaﬁit Training
W __ Noncompliant 1R O.M. :b{éalance Training ‘rck -
__ Comatose ___Bed/WC Bound |__ Functional Mobility {Current Pain Management and effectm d
___ Other ___Respiratory/S.0.B.|__ Modalities
_-\_/F’ali Risk liEndurance Training] Lg-3 Lewa
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Teaching
Please crrcle all that apply below
Teaching Tool Used: Written @ 3@ Handout  {given to: Patient Caregiver Both
_1~Pt/Cg. Verbal understanding A~ Pt/Cg. Return Demo
Home Exercise Program follow through between therapy visits: %quate __ Inadequate __ N/A
Assessment (progress toward goals): % }:’M@L MMM\:QV\ @’)
LV e D g‘k* ad AT -
Confert;.nced with: SN PT oT MW CAREGIVER FAMILY
Regarding:
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Therapist Name:
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Patient Signature:
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Carelink Health Care Services, LLC
PHYS[CAL THERAPY VISIT NOTE

Patlent Name b

Behavior/Mental Status

Vital Signs Homebound:  linterventions: {Pain |
T \~Alert/Oriented Q@ No s Fherapeutic Exercise RFrequency: __ No Pain
P: Mﬁ'\n ious _R_/:(mbulation __ Patient/CG ED. __ Less than daily
R: _\)ﬁo}fivated L/éndurance ___Transfer Training __ Daily but not constant
B/P: ___Lethargic 1+ Strength __HE.P. A All thetime
___ Apathetic ~r—~Balance \Gait Training Pain Profile:  Site: ~
Wi: ___Noncompliant ROM. aBalance Training 0123456 9 10
___Comatose __Bed/WC Bound | _ Functional Mobility {Current Pain Management and effect-
__ Other _\%espiratory/S.O.B Modalities
all Risk A(E'ndurance Training]
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Teaching

Please circle all that apply below

Verbal» ADemdy

Teaching Tool Used: Written

Handout fgiven to: Patient Caregiver Both
_\/PﬁCg..Verbal understanding _'VFﬁCg. Return Demo
Home Exercise Program follow through between therapy visits: \Zggequate __Inadequate __ N/A

Assessment (progress toward goals):

!Meﬂmﬂ-% %WM [ i"“——‘ﬁw’v"?\:}f hﬂl

c,onfers;-nced with: o7 MW CAREGIVER FAMILY

| 'if:le: E""

Therapist Name: Qp e, 3 =2
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Therapist Signature: E (,_,/ Mﬁ-\,% Time In: B Y QimeOut (I il DMinutes

Patient Signature:
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Carelink Health Care Services, LLC
PHYSICAL THERAPY VISIT NOTE

e MRAOC U0 T (75
Vital Signs |Behayior/Mental Status Homebound: _ Jinteryentions: Pain |
T " Alert/Oriented ' No  k_-Therapeutic Exercise |Frequency: __ No Pain
P: \_/A- xious ﬁ;laﬁon __ Patient/CG ED. __ Less than daily
R: _\_/dj:tivated ndurance __Transfer Training __ Daily but not constant
fore: __Lethargic »ﬁtrength /E.P. _A the time
___ Apathetic " Balance J/gait Training iPain Profile: Site:
WWit: ___ Noncompliant V' R.O.M. _VBéIance Training 012345 10
___Comatose ___Bed/WC Bound { _ Functional Mobility [current Pain Management and effect:
Other

spiratory/S.Q.B.j__ Modalities
Fall Risk ___Endurance Training

Subjective: 5 o oo G«f*hm Q@j
2o

Objective:

P—e\n Cﬂ"’\f\@_ U-*r“’\w\»u- wv\iA Whmdare Lo ST Cheapr
iﬁ—\,m% H»MM Ma«&;i\ﬂ&- Sesetovsar
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e, S g

Mu)xgH et QM?M—W\ ({[v\}w(ﬂ-(\ AT P
eaching

Please circle all that apply below

Teaching Tool Used: Written m\ (&'ﬁTD} Handout  |given to:

Patient Caregiver Both
~~ Pt/Cq. Verbal understandmg _u/ﬁl(\}??bum Demo
Home Exercise Program follow through between therapy visits: dequate __ Inadequate __ N/A

Assessment (progress toward goals): - e i (‘e_ma_a:‘-h—é\ hasy Fla J\VL(/L"\
Shcted imde e o A OM#’E&G‘ Yo &) iw AAGA L B, Ll
WO VA \ e A e/ '%..&_.

Conh-.renced with: 1] PT oT MW CAREGIVER FAMILY
Regarding:
E (4 e LB T
Plan: \ \S—fr@wﬁ&v——%\*}— S B(: Gf«r‘t_ Y o W VWG o
—
f"\S‘LLuLsa(L | Mf—cr./‘ﬁ_,\/

Patient Signature: ﬁ::é % fz Z: e MILES:
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PHYSICAL THERAPY EVALUATION . \
Patrent P oM ;J R _TWsHhmope wR# (HUOTT (95 ~|
DX: [Loten (RMeee o (ﬁ'?\" TEA ]
STRENGTH| ROM | FUNCTIONAL STATUS | SENSATION (%)
L R L R Rolis in bed (%> | PROPRIOCEPTION ;
' SHOULDER FLEXION [ « gh A \~IYN-1 Supine<—>Sit | | | MUSCLE TONE |
ABDUCTION[N[S ¥ Sitting Balance | SKIN |
INT. ROTATION| | \ Sitc——>Stand [ [ SPEECH
EXT. ROTATION Bed——r-Chair | [, VISION )
. ELBOW FLEXION ¢ W/C Mobility W HEARING N/
EXTENSlON Stand Dynamic Balance Ming Coding:
SUPINATION Stand Static Balance | £ |l = Independent wio assistive device
IRISTE Gait: M#—«)&{“L Mod | = Independent w/ assistive device
EXTENSFON distance: S= Supervision
" FINGER FLEXION~ device: {1 \3\(&\ Y.r_ [Min 25% assistance required .
EXTENSION fassistance: = Mod = 50%-75% assistance required
THUMB FLEXION - Stairs / Ramp | Max = > 756% assistance required
EXTENSION[ N/ r V% H&P/ D/C SUMMARY i i
HIPFCEXIGN T N m_,ﬂ L (T NS 9 Aw\ DM WNHL
EXTENSION X oW )
ABDUCTION| Konss, FEITXBw on ~loolie
INT. ROTATION gbxx, =N \fd\-n-\g. Ll " H,
EXT. ROTATION (Q?\“% R OQA_A&aM Tnleenba Qg Poln
 KNEE FLEXION ) [9) q,r np RE: G d P-7 .,
EXTENSIC' ANV LAY, ol & or  SW§epy .
- ANKLE DORSI | A ) P Sl
PLANTAR T 1 [PRIORFUNCTION: (T
INVERSION| | | 1,1 J/T.1i —_—
~ EVERSION W/ | N I\ IPAST MED. AX. ] N e
by 2 o B o =i -~ i
A "‘?Ii R"k e SInT lommade .
HOME EVALUATION _@_f{ Y < ola Mg V. - FUNCTIONAL TESTING:
Narcmad PN AT
SLR
PRECAUTIONS/CONTRAINDICATIONS. g .

STG's:

m’i‘ SAESN VIN UL STPETLS X € Z ) )

REATMENT PLAN/PLAN OF CARE

L

!L-‘Lé_\fcl ﬂaw\%

Patient has been involved in plan of ca

Z3 s @ Y alie Ca
Cvsas T £ JL gy A
Croomipng . Wl VAL '\ﬂb\ {2 AL B, = y2AN S 3 T
TEs 2 Sopa oo Ol ‘ =Ll Call B
VST o T . r Sl
MA}—B A (D) ,
TMPro\/Q. Ay o, 4o d @ Dm%”s 1&%@;&‘
(Wom) S0 Ta \AL L
Rehab. Potential: poor guarded fair good <excellent @ O z}.g Aoa_efc ‘\-v

o
Frequency: é 6 W \4.&

In my judgement the above named patlent is "homebound"” NO

MINGCY

Physician Name:
Q

Therapist Signature: W
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Date;

Patient Signature: W, W%)
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Date:
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