( Subjective:
O: ASSESSED: (1 Bedside [ Departrment 1
Lines/Equipment: [ IV Left/Right site (] Foley(Texas catheter (7] 02 at Umin  J Other,
Pain: Rate (0 - 10 scale) Comments:
MENTAL STATUS: Orentation: O Person O Place O Time O Circumstance
Level of Alertness: O Alent OLlethargic O Unresponsive
FollowsCommands: OOneStep OTwoStep O
Gaoneral Comments:
VISION/PERCEPTION:
UPPER EXTREMITY: Dominanco: O Right (1 Laft Involved Extremity: 0 Right O Left 0 Not Applicabla
ROM: =
Strength: e
Sensaton:
Coordination:
Comments: Pain/Edema/ Tone/ Motor Gnnu'nlfConmcmm ~
LOWER EXTREMITY:
Mobillty Device: Woight Bearing Status: TNWE O Touch [OPatial DAstol OFull [ NotApplicable O Right O Left
TRUNK/SITTING BALANCE:
ACTIVITIES OF DAILY LIVING: Key  I=Indepsandant Modl = Modified Independent S= Suparvision
, T = Not Tesled MinA = Minimal Assistance ModA= Moderate Assistance Max A ; #Easxémm %ﬂnm Dep = Dependent __J
PRESENT FUNCTIONAL MOBILITY '
SELF CARE STATUS COMMENTS [TRANSFERS STATUS. | SUMNENTS
Feeading Bad Mobility
Grooming Sit to Stand
Balhing - Upper Body Bed 1o Chair
Bathing - Lower Body Toilet Transfer
Dressing - Upper Body Tub/Shower Transter
Dressing - Lower Body Other:
Tmlet:ng

[ TREATMENT: Patient Instructed [0 ADLs (] Transfers [J Adaptive Equip. [ THR Precautions [J Energy Conservation (] Safety Considerations in the home
{Z] Other_
Acthaty tolsrance Ow Ofair DQOgood O normal

ASSESSMENT: O.T. findings include

LEVEL OF UNDERSTANDING OF INSTRUCTION: (] POQI’ (] fair [0 good Comments
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METHCID‘-S DF INSTHI.?GWH E?ALUA'I'IOH OF EFFECTWEHESS
O Demo [ wvecbal [ writtan Retum Demo
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1. P will
2. Pt will
;3- Pt will J
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(1. Pt wil !
rPalmlmerwmmhﬂmD?uﬂﬂawm i
Patient / Family goal(s) - )
r% %r-‘gﬂ“ 1}-“ ? ..... .i- r'&ﬂ',,.’f' 3 r';fw“?{%* % e TeTar, "“ i . » : ~. . . " ﬁ"‘i -'.P-* 7 k ?j' ] ““ ?; ’ W J. = éi?t : _: :.:,__:,3_‘, T .
Plans at Discharge: (1 Home [ Home with supenasion [ Home OT I:I Outpatient OT El Eubawle O Comprehensive Aehab O Skilked Nursing Facility
Equipment Needed: 03 No O Yes Issued O No O Yes (Specify)

Duration

LSignature, Title License No.: Date Time

Patient Identification

Hospital

OCCUPATIONAL THERAPY ASSESSMENT AND
YI70-181 (1202) PLAN OF CARE




