Carelink Health Care Services, LLC
OCCUPATIONAL THERAPY EVALUATION

Patient: M/R #:
DX
STRENGTH ROM FUNCTIONAL LIMITATIONS Coding:
L R L R Impaired ADL skills I = Independent w/o assistive device
SHOULDER FLEXION Functional transfers Mod | = Independent w/ assistive device
ABDUCTION Safely awareness S= Supervision
INT. ROTATION ROM R--—-L Min 25% assistance required
EXT. ROTATION Functional strength Mod = 50%-75% assistance required
ELBOW FLEXION Functional endurance Max = > 75% assistance required
EXTENSION Cognitive and memory TASK: CODE COMMENT:
IFOREARM PRONATION Sensation DRESSING:
SUPINATION visual perceptuat skills UPPER:
WRIST FLEXION Hypersensitivity LOWER:
EXTENSION Body mechanics GROOMING
FINGER FLEXION ioint hyper/hypo mobility HYGIENE:
EXTENSION other: BATHING
Home evaluation: TOILETING
MUSCLE TONE TRANSFERS:
SPASTICITY SUBLUXATION TOILET
FLACCIDITY CONTRACTURES TUB/SHOWER
PAIN ASSESSMENT BED / CHAIR
1 2 3 4 5 6 7 8 8 10 LOCOMOTION
DESCRIBE/LOCATION HOME MANAGEMENT]
MEAL PREP:
LAUNDRY:
HOUSEKEEPING
GROSS MOTOR COORDINATION: FEEDING:
LUE: COGNITION/PSYCH: |CODE.JTREATMENTS/P.O.C
RUE: SOCIAL INTERACTION:
FINE MOTOR COORDINATION PROBLEM SOLVING:
LUE: S T MEMORY
RLE: L T MEMORY
SENSATION: sHarP  pult  tieHT peerj SAFETY AWARENESS
DISTAL UE ATTENTION SPAN:
PROXIMAL UE FOLLOWING DIRECTION:
OTHER: VISUAL PERCEPTION:
OTHER:
STG's: LTG's:
Patient goals:
Rehab. Potential: poor guarded  fair good  excellent JIADAPTIVE EQUIPMENT REQUEST:
Patient has been involved in plan of care: yes no
Frequency: Physician Name:
In my judgement the above named patient is "homebound"  YES NO
Therapist Signature: Date:
Patient Signature: Date:




