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PT  Recert Visit                           P. 2/2                           Clients Name:


Date:___/___/___                                                      _______________________ 				   752-1019 - Phone	   Fax - 752-1063








Home Barriers/ Safety:





Homebound Reason  Needs assistance for all activities  Dependent upon adaptive device  Requires assistance to ambulate  Residual weakness 


 Medical restrictions   Unable to safely leave home unassisted  Confusion, unable to go out of home alone  SOB or severe SOB upon exertion  


 Pain or severe pain upon exertion   Unsteady Gait   High risk or incidence of falls   Other (specify)________________________ 


 





  PLOF/Home Situation:  _____________________________________________________________________________________


[ ] House    [ ] Apt    [ ] ALF 	[ ] Alone  [ ] Family  [ ] PCS/Hired Care	Access: [ ] Good  [ ] Fair   















































PAIN:  [ ] no pain or doesn’t interfere /activity or movement  [ ] less often than daily  [ ] daily but not constantly  [ ] all of the time





Intensity:  [  ] 0-10 scale:  ___ present level, ___ worst level, ___ best level, ___ acceptable level


	     	   [  ] Wong-Baker FACES Pain Rating Scale:  _______





Treatment/Relief Strategies:  [ ] meds _______________________________________________________________


    	[ ] ice  [ ] heat  [ ] massage  [ ] rest  [ ] TENS unit  [ ] other______________________________________________
























































TREATMENT DONE�
�
�
Establish HEP/ Upgrade�
�
�
Patient/Caregiver Education & Training�
�
�
Therapeutic Exercise/


Neuromuscular Education�
�
�
Functional Mobility Training


�
�
�
Dynamic Gait & Balance Training�
�
�
Modalities�
�
�
Fall Prevention & Safety Education�
�
�
Vitals�
�
�
Appts/ Change in meds reported�
�
�






Comments





Fall Risk/ Test











Skilled Justification:  








''








( Coordination of Care:    __PT/PTA coordination /   updated MD/NSG/Therapist/HHA/PCS/family _____________


( ALF Coordination of Care  [ ] Updated ALF nurse/ staff  [ ] Provided education/training to ALF staff  [ ] ALF Staff Signature:  X 				








Goal (STG/LTG)�
PRIOR (Eval or Last Assessment)�
CURRENT�
STATUS�
Continue or NEW�
�
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PT [X] Recert Visit	(fax)	                                                  Clients Name:


Date:___/___/___                                                       _______________________  


    in 		  time                 out        752-1019 - Phone   Fax - 752-1063      PT… G0151  [ ] PT maintenance..G0159 [ ] PTA G0157








�








Treatment Plan:  _______________________________________________           _______ PRN visits                             for …


     [ ] Evaluation w/ education only	[ ] Therapeutic Exercise 		[ ] HEP develop	[ ] Neuromuscular Reeducation    


     [ ] Dynamic Gait/Balance Training	[ ] Functional Mobility Training	[ ] Patient/Caregiver Education & Training     


     [ ] Wheelchair Assess/Mobility Training	[ ] Equipment/Orthotic Set Up & Train		[ ] Fall Prevention & Safety Education


     [ ] Modalities to decrease pain: _________________________  [ ] Maintenance Program Assess/Train  [ ] Other:_____________________











_________________________________________


MD Name





__________________________________________


MD SIGNATURE:  By signing I approve this PT Plan of Care 

















__________________________________________


Therapist Signature





X__________________________________


Client Signature 











Homebound Reason  Needs assistance for all activities  Dependent upon adaptive devise  Requires assistance to ambulate  Residual weakness  Medical restrictions  Unable to safely leave home unassisted  Confusion, unable to go out of home alone  SOB or severe SOB upon exertion   Pain or severe pain upon exertion  Unsteady Gait   High risk or incidence of falls   Other (specify)________________________ 











Summary:  _____________________________________________________________________________________


_______________________________________________________________________________________________


_______________________________________________________________________________________________











Discussed POC w/   PTA   OT   ST   SN   HHA   PCS   Patient   Family   ALF Staff








VISUAL / AUDITORY:   Hearing aid  R - L - B  Glasses  Contacts  comments                                                        Hand Dominance =    R        L      








Equipment in Place / further recommendations: 








Treatment Done:








Subjective:  ______________________________________________________________________________________________


________________________________________________________________________________________________________








Vitals:  [ ] BP __________	[ ] Pulse __________	[ ] O2 sat __________	[ ] RR __________	[ ] Temp _____ 





Patient Goals:  ____________________________________________________________________________________________








