Fan PN PN an N

OCCUPATIONAL THERAPY INITIAL EVATUATTION / PLAN OF TREATMENT
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Patient: HIC #:
Physician: Date:
History: The patient is a(n) y/o (fe)male referred to Occupational Therapy for evaluation and
application of appropriate procedures.
Diagnosis:

Past Medical History:

Precautions:
Home Environment:

Patient’s Prior Status:

OBJECTIVE:
Dressing: UE LE
Bathing: UE LE
Tub Transfer:

Grooming:
Toilet Transfer: Toileting:
Eating:
Activity Tolerance:
Homemaking Skills:

Architectural Barriers / Equipment Needed:

Upper Extremity Status:
R UE:

L UE:
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Hand Function:

FMC: R hand: ) L hand:

Grasp Strength, Grossly: R hand: L hand:
Sensory:

Light Touch: R UE: L. UE:

Deep Touch: R UE: LUE:

Hot / Cold: R UE: L UE:

Pain: R UE: L UE:

Visual / Perceptual:
HOH: Eyeglasses:

Spatial Relations: Depth Perception:

Cognitive Status:
Memory: Long Term: Short Term:

ASSESSMENT:

Problem List:

Rehabilitation Potential: Excellent Good Fair Poor

PLAN:

Frequency / Duration:

Thank you for this referral.
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