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- /7 ofo$ (Date / Time Entered)  Physical Therapy Daily Note
- Date of Service: 07 /o /o5 ‘Freatment Timve: /o°e D30
Subjective: Response to previous treatment:
: No PYAA Concerns, Motner and nurse s#o&cd Pt
@Family/Cmgiver?oncems —__None had seizure 4his morm ~ey Q‘i’
5:000r~ and Moz been hredd
Sirce
PainNuxnbulZJ456789lO Face: 12345

Paia: ____ None
Description/ Location/ Management Regimen and Effectiveness:

Nedadicedmat i No Pair indicated .,

. Sourco:@/ therapist / caregiver / parent / nurse / other
Objective: The client was treated today according to plan of care as follows:
Functional Activities | Therapeutic exercises
Mat/bed mobility Manual therapy
Transfers/transitions Developmental Handling
ait training Cardiopulmonary Techniques
Stairs / Ramps /Curbs Splints/casts/Braces/Orthotics
Safety/community skills Equipment assessment/modification
( W/C mobility Assistive device assessment/modification
Balance / coordination Stander / Glider x min. :
ROM exercises Functional Electrical Stimulation Ergometry
Electrical Stimulation Tresdmill: ____ MPH —Time ___ grade
Taping Supervision of aide program
Other Communicated (written / verbally) with
re; plan of care

Patient/Caregiver traiming _ Yes »"No. Regarding:
Method: Demonstration Handout provided Verbal instruction
Patient/Caregiver: expressed verbal understanding returned demonstration
Object Functional status:

v As previously documented in last progress note or initial evaluation
Objective section comments: M oy wWas precent duvu‘nq Session, ambudaded
i » 5 ¢ inihial med A x1i foi- lateral We,i'gh‘f‘ shift onto stance LE

Progressed +o hand- held A ¢ Propriocephive feedback qt hipsipelvis 1o
Assessment: « A previously documented in last progress note or initial evaluatron\)us% hand -held A

Treatment Tolerance:

7 Patient tolerated treatment with o adverse reactions, or signs of pain.
_Plan of care wil) change as follows:

Plan: “Continue Physical Therapy per plan of care

fherapist Signature: Cﬁ,&,(, A . \A)"\A,g » §E 7 Marylund License#: &(' /.7%
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7[/,0}0,& } (Date / Time Entered) Physical Therapy Daily Note
Date of Service: 077 |03 [0S Treatment Time: 300 230 co-4x ¢ OT

Subjective: Response to previous treatment: ) ,
bl P No concerns. father comwmwented on Ha\,a S
/ Family / Caregiver Concerns ___ None decrense in energy Aunng
Session,
Pain: None Pain Number 12345678910 Face: 12345
Description/ Location/ Management Regimen and Effectiveness: I

No  poun vadi e ochedd .

Soum:@ therapist / caregiver / parent / nurse / other
Objective: The client was treated today according to plan of care as follows:

("1 Functional Activities Therapeutic exercises
] Mat/bed mobility Manual therapy
A Transfers/transitions Developmental Handling
"] Gait training Cardiopulmonary Techniques
] Stairs/ Ramps /Curbs Splints/casts/Braces/Orthotics
] Safety/community skills Equipment assessment/modification
] W/C mobility Assistive device assessment/modification
| Balance / coordination Stander / Glider x min.
|| ROM exercises Functional Electrical Stimulation Ergometry
| | Electrical Stimulation Treadmill: __ MPH _____Time ____ grade
Taping Supervision of aide program
| Other Communicated (written / verbally) with
| re: plan of care .

Patient/Caregiver training __Yes vNo. Regarding:

Method: Demonstration Handout provided Verbal instruction
Patient/Caregiver: expressed verbal understanding retumed demonstration

Object Functionsl status:

v As previously documented in last progress note or initial evaluation ) .
Objective section comments: Morn ond dod eacn present Hor holl the session,
Hansitions: sit —» stand € mod - mox A, st = Ve kneel stand &
mod - max A at pelvis and LE; B LE weignt shfts ¢ focus en  Foot posita

Assessment: — As previously documented in last progress note or initial evaluation curd ¥nee filexion .

Treatment Tolerance:

_~—Patient tolerated treatment with no adverse reactions, or signs of pain.

Plan: —Continue Physical Therapy per plan of care  Plan of care will change as follows:
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