HEALING HANDS HOME HEALTH CARE
OCCUPATIONAL THERAPY CLINICAL NOTE

Client Name ID# Date Time in:
SUBJECTIVE: Time Gut:
SERVICES PROVIDED: :

{1 ADIL/Self Care { Fanctional mebility {1 Fine Motor Coordinati

] Neuromuscufar Re-ed__ [ sensory Treatment ] Pererptual Motor Training

U Orthofies Splinting__ [[] Adaptive/Compensatery, C)Home Program

{ JOther [} Neure Developmental Treatment

iEquip t Rec: dations

[ IPstient/Caregiver teaching, ]

{3 Vnderstunds_ [ pheie knowledge {INo knowledge_____

FUNCTIONAL STATUS | INDEP | V/C | 8BA § CGA | MIN. | MOD,

MAX, § ASSIST DEVICE COMMENTS

SENSORIMOTOR/STRENGTH T A/A A
ROM: P AJA A
STRENGTH: LES. REPS.
COORDINATION: L.BS. REPS.

; iBS. © REPS.
MISC. (sensory, safety, perception, cognition, other):
RESPONSE TO CARE/AINSTRUCTIONS:
HOME PROGRAM RECOMMEDATIONS/TYPE
Instructed: Pt.] | Caregiver L] Understands [} Incomplete ||
EQUIPMENT/ORTHOTICS/ADAPTATIONS
HOMEBQUND STATUS:

CARE COORDINATION

RN[] cota) HHA (] TEAM LEADER ] PHYSICIAN []
PT [ ST PATIENT[] CAREGIVER [_] AGENCY [] OTHER[E] =i
Re:
Visit Frequency Change [_| Patient/Family Iuformed |_]
Supervisory Vigit:
DISCHARGE PLAN:
Therapist Signature Client Sigpature:

OT-ooke doc pevieed OV11/04




