RE-EVALUATION 




THE CARE GROUP











(713) 383-2100

PHYSICAL THERAPY 

          Name  _________________________________







             ID#    __________________________________







             Date of Birth ____/____/_____  Age  ________
 Medicaid □

Other □

NEW PROBLEMS/ADDITIONAL DIAGNOSIS

1. ________________________________________ 
 2. ______________________________________

PROGRESS TO DATE:

Goal 1: __________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

Goal 2:___________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Goal 3:___________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

Goal 4:___________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Other : ___________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

 FREQUENCY/ DURATION  continue________________________________     for current certification period.

Change requires physician order.

ADDITIONAL SERVICES NEEDED:________________________________             (requires physician order)
DISCHARGE PLANNING: ____________________________________        Caregiver informed? □ Yes  □ No
REHAB POTENTIAL: □ excellent □ good □ fair □ guarded □ poor □ other __________________________ 

Supervisory visit: PTA present? ( Yes  ( No   Name of PTA  _________________________________________

Pleased with caregiver? ( Yes  ( No  

Requests change? ( Yes  ( No   if yes, why _______________________________________________________________

Communicates frequently with supervisor? ( Yes (               

     Family indicates care is appropriate? □ Yes □ No
Employee is professional in care and appearance? □ Yes □ No                                       Follows infection control? □ Yes □ No   

Follows POC?  ( Yes  ( No                                                                                                         Good attendance? □ Yes □ No   
Additional instruction/orientation given?   ( Yes  ( No  what______________________ _____________________________

Documentation appropriate and submitted on time?   ( Yes  ( No                                           Skilled care given?  ( Yes  ( No      
PHYSICIAN:__________________________________
ADDRESS:  __________________________________

       __________________________________
        Mailed:__________________________

Therapist Signature _________________________________
  
 Date:________________________
