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INITIAL EVALUATION
(713) 383-2100 [image: image1]
PHYSICAL  THERAPY 




Name:____________________________








ID#    ____________________________









Date of Birth ____/____/____  Age ____

Medicaid □

Other □
PROBLEMS/ DIAGNOSIS

1. __________________________________

      4. ______________________________________

2. __________________________________

      5. ______________________________________

3. __________________________________

      6. ______________________________________

LONG-TERM GOALS

1. ______________________________________________________________________________________

2. ______________________________________________________________________________________

3. ______________________________________________________________________________________

4. ______________________________________________________________________________________

SHORT-TERM GOALS

1.  ______________________________________________________________________________________

2.  ______________________________________________________________________________________

3.  ______________________________________________________________________________________

4.________________________________________________________________________
INTERVENTIONS TO INCLUDE:

1. ___________________________________

4.__________________________________________

2. ___________________________________

5. __________________________________________

3.   ___________________________________              6. __________________________________________

FREQUENCY/ DURATION ________________________________________________________________



Physician advised □
REHAB POTENTIAL: □ excellent □good □ fair □ guarded □ poor  □  other _____________________


ADDITIONAL SERVICES NEEDED:_________________________________________________________

Requires physician order.

DISCHARGE PLANNING: ___________________________________________________________
Caregiver informed: □ Yes       □ No  reason ____________________________________________________

PHYSICIAN: __________________________________
ADDRESS:   __________________________________

          __________________________________
        Mailed:__________________________

Therapist Signature  _________________________________ 

Date ________________________
 

Additional order? □ No  □ Yes       if yes, requires physician signature.

Physician signature ______________________________________    Date ________________________
PHYSICAL THERAPY 
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NAME: _________________________________________________  ID# _____________________________

Medical history and background information: _____________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Home Environment_________________________________________________________________________

_________________________________________________________________________________________

PHYSICAL/NEUROMUSCULAR STATUS

Muscle tone 

□ Normal
□ Hypotonic
□ Hypertonic
□ Fluctuating

Postural Control

□ In tact
□ Delayed

Trunk


□ Barrel-chest
□ Protruding stomach  
□ Asymmetrical




□ Flared ribs
□ Weak intercostals
□ Scoliosis  □ Normal

Extremities: 

□ Hypermobility/laxity
□ Rigidity     □ Contractures  □ Normal

Neck: 


□ Turns head to both sides

□ Resistance to   L   R




□ Prefers to keep head to   L    R

Head control

□ Lag when pull to sit

□ holds erect when supported in sit




□ Poor

□ Fair 

□ Good




Reflexes

□ Grasp
□ Landau
□ Rooting
□ Primitive walk




□ Suck

□ ATNR
□ Morrow
□ STNR




□ Protective extension    
□ Lateral
□Forward
□ Rear

Equilibrium

□ head righting
□ Body righting

Patterns

□ Neck hyperextension

□ Shoulder elevation
□ Anterior pelvic tilt




□ Scapular retraction

□ Trunk extension
□ Abduction

Activity level

□ normal


□ Hyperactive 

□ Hypoactive

Range of Motion 
□  Upper extremity
________________________

                                                                      
________________________






   
________________________




□ Lower extremity 
________________________







________________________







________________________




□ Trunk 

________________________




□ Neck 


________________________
Therapist: _____________________________________________     Date: ____________________________

PHYSICAL THERAPY
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NAME_______________________________________________   ID#_______________________________

GROSS MOTOR SKILLS

I=INDEPENDENT, S SUPERVISION ONLY, V=VERBAL CUES, A=ASSISTED, U=UNABLE, NA= NOT ASSESSED, NT= NOT TOLERATED, MIN=MINIMAL ASSIST, MOD=MODERATE ASSIST, MAX= MAXIMAL ASSIST

	
	ASSUME
	MAINTAIN
	MOVE THROUGH
	COMMENTS 

	PRONE
	
	
	
	

	Turns head to side
	
	
	
	

	Prone prop
	
	
	
	

	Weight shift
	
	
	
	

	Reach for object
	
	
	
	

	SUPINE
	
	
	
	

	Trunk aligned
	
	
	
	

	Turns head to side
	
	
	
	

	SIDE LYING
	
	
	
	

	ROLL TO LEFT
	
	
	
	

	ROLL TO RIGHT
	
	
	
	

	QUADRUPED
	
	
	
	

	Creeps
	
	
	
	

	½ KNEELING
	
	
	
	

	SITTING
	
	
	
	

	STANDING
	
	
	
	

	AMBULATION
	
	
	
	

	RUNNING
	
	
	
	


Comments _____________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Therapist: _________________________________________________  Date___________________________

PHYSICAL THERAPY  
The Care Group
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NAME_________________________________________________  ID# ______________________________

PAIN ASSESSMENT

Patient appears to experience pain or discomfort when following activities are performed:

□  Held or picked up
□ Moved in developmental patterns
□ Range of motion or stretching or joints

□  Standing

□ Oral motor stimulation, brushing or treatment techniques.

□  Use of  orthosis 
□ Other ____________________________________________________
□  Feeding 

□ 

 Behavior exhibited indicating pain/discomfort:

□ Crying   □ Screaming    □ Holding breath  □ No reaction   □ Whimper/frown  □ Withdrawl/avoidance

What alleviates this reaction

□ Removal of stimulus  □ Verbal assurance □ Removal of orthosis □ Holding/cuddling □ Medication

□ Nothing   □ Other________________________________________________________________________

□ No apparent pain
PARENTAL/CAREGIVER INTERACTION

□ Takes active interest, understands disease process

□  Appears to understand importance of daily intervention, home program and participated in session

□  Leaves room when therapist present   

□  Appears to have difficulty coping with child .

□  Multiple caregivers. (  Willing and able care giver

ADDITIONAL INFORMATION

___________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________

Orthotic Needs ______________________________________________________________________

Other Equipment_____________________________________________________________________

Therapist _______________________________________________  Date_____________________________

