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PHYSICAL THERAPY
VISIT NOTE

DATE OF SERVIGE / !
TIME [N ouT
FOOMEBOQUND REASON: O Needs ssistance for all activities [l Residual weakmess TYPE OF VISIT: }
O Requites assistance 1o ambulate 1 Gonfusicn, unable to go out of heme alone o Revisit
{7 Unable to safaly leave home unassistad [] Severs SOB, SDB upon exertion O Revisit and Supervisary Visit
O Bepehdent wpon adaptive device{s) 1 Medicai restrictions T Other (speciiy}
3 Other (specify) S0C DATE / I

TREATMENT DIAGNOSIS/PROBLEM

EXPECTED TREATMENT OUTCOME(S) B

PHYSICAL THERAPY INTERVENTIONS/IMSTRUCTIONS (Marh il applicuble with an "X".)

. evaluation (Eh Pulmonaty Physical Therapy (B6) CPM (specify)
Establlsh rehab. progratm - Ultrasound (B7} Functional mobility training
Egtablish home exetsisa program Electrotharagy (B8] Teach bed mobility 5kfits
0 Copy given to patientfellent L Prasthetic training (B8} "Feach hip safety precautions
D Copy attached to chart Preprosthetic training Teach asfefeffective use of adaptive/assiet
EtienﬂDlinnﬂFamgy adugation Fabricatlon of orthotic devica (B10) device (specify)
Therapeutic axtrciss (B2) Muscle re-education (511} Teach mafe ateir climbing skiilk
Transfer training (B3} Mmanagement and evaluation of care plan {B17) Othar — 1
| | Home program (84) Establish / Upgrade TENS .
|| Gait training (B5) Cardioputmonary P71 T
Balance training/activities fain Managemeant ] T

ORSERVATIONS, INETRUCTIONS AND MEASURABLE OUTCOMES

EVALUATION AND PATIENT/CLIENT/CAREGIVER RESPONEE e

SUPERVISORY VISIT (Complete if applicablc)

O PT Assistant [ Aide /1 Present O Mot preaant
SUPERVISCRY VISIT U3 Schadelad O Unscheaduled

CARE PLAN: OO Raviewsd/Revissd with patient/client invalvement.
If revised, specify —

O OQutssmelinstruction achiaved (descrine) OBSERVATION OF e
O PRN ordes obtainad / / TEACHING/TRAINING OF
APPROXIMATE NEXT VISIT DATE: —_
D AN FOR NEXT VISIT PATIENTICLIENT/FAMILY FEEDBAGK ON SERVICES/CARE
{specity) ..
DISCHARGE DISCUSSED WiTH: O Patisnt/Clisnt/Famity NEXT SCHEDULED SUPERVISORY VISTT / /

{1 Care Manager 2 Physician 3 Other {specify)
EILLABLE SUPPLIES RECORDED? [ NA O Yes {specify}

CARE PLAN UPDATED? O No O Yes (specify)

CARE COORDINATIGN: O Physician 3T L OT OsT SOs55| i PT assistant/aide not present, specify date he/zhe was
0O sN O Other (specify) contacted regarding updated care pian: ? /

SIGNATURES/DATES

Gomplete TIME QUT (above) prior to signing baiow.

Theraplet (signaturestifi=)

- PART 1 - Ghinical REGCL_____—__"—..._-%RT #Z - Therapist
PATIENT/CLIENT MAME - Last. Firat, wMiddie Initial




