THE CARE GROUP





INITIAL EVALUATION
(713) 383-2100 [image: image1]
OCCUPATIONAL  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 ________________________
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NAME: _________________________________________________  ID# _____________________________

Medical history and background information: _____________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Home Environment_________________________________________________________________________

_________________________________________________________________________________________

PHYSICAL/NEUROMUSCULAR STATUS

Muscle tone 

□ Normal
□ Hypotonic
□ Hypertonic
□ Fluctuating

Trunk


□ Barrel-chest
□ Protruding stomach  
□ Asymmetrical




□ Flared ribs
□ Weak intercostals
□ Scoliosis    □ Normal

Extremities: 

□ Hypermobility/laxity
□ Rigidity     □ Contractures   □ Normal

Neck/head

□ Turns head to both sides

□ Resistance to   L   R

Control


□ Prefers to keep head to   L    R
□ Lag when pull to sit




□ holds erect when supported in sit
□ Poor
□ Fair 
□ Good


Reflexes/Equilibruim
□ Grasp
□ Landau
□ Rooting
□ Primitive walk

Patterns

□ Suck

□ ATNR
□ Morrow
□ STNR




□ Protective extension    
□ Lateral
□Forward
□ Rear




□ Head righting
□ Body righting 
□ Neck hyperextension
□ Shoulder elevation


□ Anterior pelvic tilt  □ Scapular retraction   □ Trunk extension
□ Abduction




□ Integrated

NUTRITIONAL ASSESSMENT

	Warning signs of poor nutritional health
	YES
	NO

	Child has an illness or condition that changed the kind and /or amount of food they eat
	
	

	Child > 1 year refuses all solid foods orally (consumes only liquids)
	
	

	Child has diarrhea at least one time daily
	
	

	Child has chronic constipation requiring use of laxative products.
	
	

	Child has difficulty sucking and/or swallowing 
	
	

	Child has lost or gained weight recently
	
	

	Child has not taken vitamin/mineral supplement in the past year
	
	

	Child is a “picky” eater, i.e. excludes one or more food groups
	
	

	Child often complains of stomach pains 
	
	

	Child has a known food allergy
	
	

	Child vomits one or more times daily
	
	

	Child is < 10% or > 90 % on the growth chart. 
	
	


If 3 or more of the above questions are YES, it may be an indication this child is at high nutritional risk.  Advise parents and notify physician.

Action Taken: _____________________________________________________________________________

Nutritional Requirements: ____________________________________________________________________

_________________________________________________________________________________________

Therapist: _____________________________________________     Date: ____________________________

OCCUPATIONAL THERAPY 



              

page 3
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
	
	
	
	

	SITTING
	
	
	
	

	QUADRUPED
	
	
	
	

	Creeps
	
	
	
	

	Crawls
	
	
	
	

	½ KNEELING
	
	
	
	

	STANDING
	
	
	
	

	AMBULATION
	
	
	
	


SENSORY PROCESSING

Visual   

□ Visual regard

□ Tracks




□ Horizontal

□ Vertical 
□ Converges 
□ Diverges



□ Intact and functional

Auditory
□ Localizes

□ Responds to noise

□ Responds to name

Sleep pattern: 
□ Sleeps all night 
□ Regular


□Irregular/Irritable

Behavior 
□ Rocking

□  Head banging

□ Other _______________________



□ Easily Calmed
□ Difficult to calm

□ Frequent tantrums

□ Tolerates handling
□ Sensory defensive



□ Responds appropriately to input


□ Seeks constant input



□ Tolerates imposed movement



□ Resists imposed movement

Comments: _______________________________________________________________________________

_________________________________________________________________________________________

Therapist: ______________________________________________  Date _____________________________

OCCUPATIONAL THERAPY 
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NAME: ___________________________________________________    ID# __________________________

FINE MOTOR SKILLS

Reach:

□ No reach
□ Intact
    □ Swipe      □ Swat 

 

Crosses Midline □ one hand □ Both hands □ Needs assistance

□ Focus on object
□ Reaches for object
□ Hand to mouth

Grasp/Pattern
□ Reflex used   
□ Reflex integrated     □ No grasp  □ Gross  □ Rake   □ 3 jaw chuck  



□ Cylindrical 
□ Neat pincer       □ Lateral Pincer  □  Inferior Pincer

Dominance
□ Right  
□ Left  

□ no preference

Manipulations   
Blocks       
□ Stacks  # __________  

□ needs assist



Rings
    
□ Places         
□ Removes     

□ needs assist



Sorter 

□ Places in     
□ Takes out   

□ needs assist



Popbeads  
□ Pulls apart   
□ Puts together   
□ needs assist



Pegs         
□ Places         
□ Removes          
□ needs assist

Play skills 
□ Mouths  □ Cause/effect □ Takes Turns  □ Bangs □ Throws □ Pretend play

Drawing
□ holds crayon  □ Holds pencil 
□ Scribbles  □ Identifiable picture   □ trace   □draws

 

□ copies shapes  l   —   \   0  +  □  
ADL/SELF HELP SKILLS 

Liquids  
□ Drinks from bottle  
□ with assist  
□ Needs assist
□ Leakage 
□ Good Seal 

          
□ Strong suck  

Amount__________  Time __________



□ Weak suck  

□ suck swallow breathe pattern present 



□ Drinks from cup
□ with spout 
  □ Independent
□ With assist



□ does not swallow        □ frequent cough □ Forms bollus  


Feeding
□finger food 
    
□spoon    
□fork      
□ total dependent

Oral motor
□ WNL


□ Deficient
□ Totally dependent for feeding



□ Chews     
    
□Soft foods
□Crunchy 
□ Hard

Dressing
Donn: □shirt
    □pants    
□socks    
□shoes     
□ other  



Doff:   □ shirt
    □pants    
□socks    
□shoes     
□ other 

□zippers
    □buttons
□ snaps

□other

Toileting 
□independent       □assist       
□training     
□ diaper dependent

Comments ________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Orthotics/Equipment ________________________________________________________________________

Therapist _____________________________________________________    Date _____________________

OCCUPATIONAL THERAPY
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NAME: ________________________________________________     ID#  ____________________________

SOCIAL/EMOTIONAL BEHAVIOR

Affect  

□appropriate □flat  □fearful/withdrawn □ friendly/playful □
Fussy □ makes eye contact

                   
□ aggressive 

Concentration
□focused 
□ distractible  


Activity level      □appropriate □ hyperactive □ hypoactive □ Impulsive 

Tasks

□ Cooperative 
□ follows verbal instruction.   □ follows visual instruction    □ Disorganized

□ Says “I can’t”  □ Low frustration level    □ Follows1 step instructions 

□ Follows 2 step instructions

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.

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 ____________________________________________________
 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 pain present

Supervisory visit: COTA present? ( Yes  ( No   Name of COTA _____________________________________________

Caregiver pleased with COTA?  ( Yes  ( No  

Requests change? ( Yes  ( No   If yes, why? ______________________________________________________________

COTA communicates frequently with supervisor? ( Yes  ( No                     Family indicates care is appropriate? ( Yes  ( No 

Employee is professional in care and appearance? ( Yes  ( No                           Follows infection control? ( Yes  ( No  

Follows plan of care? ( Yes  ( No                                                                                         Good attendance?  ( Yes  ( No  

Additional instruction/orientation given? ( Yes  ( No   If yes, what? _____________________________________________

Documentation correct and submitted on time? ( Yes  ( No                                                Skilled care provided? ( Yes  ( No  
Other information: 

Therapist _____________________________________________________    Date _____________________

