PHYSICAL THERAPY EVALUATION	  	DATE:                   		 ADIRONDACK PHYSICAL THERAPY		                                                           (315)379-0992			                                                                                       19 HODSKIN ST.	          			  Dr.____________or PA______________	  CANTON, NY 13617										 PATIENTS NAME:______________________   DOB:__________			   PRIAMARY DIAGNOSIS______________  TREATMENT DIAGNOSIS______________	  
SUBJECTIVE HISTORY OF PRESENT ILLNESS:___________________________________________	     ______________________________________________________________________________        ______________________________________________________________________________  ______________________________________________________________________________	 ______________________________________________________________________________	   ______________________________________________________________________________ DIAGNOSTIC  TESTS:_____________________________________________________________	 ____________________________________________________________________________________________________________________________________________________________	  SOCIAL/HISTORY:________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________ PRIOR LEVEL OF FUCTION:________________________________________________________	 ____________________________________________________________________________________________________________________________________	________________________	 OBJECTIVE INSPECTION:__________________________________________________________ _____________________________________________________________________________	 POSTURE:_____________________________________________________________________ _____________________________________________________________________________	                                                                                                 	 	                   ROM                                             STRENGTH					  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________	 TONE:NORMAL/HYPOTONIC/HYPERTONIC___________________________________________	  PALPATION:____________________________________________________________________	 ______________________________________________________________________________	
SENSATION/PROPRIOCEPTION:_________________________________________________________________________________________________________________________________	                TRANSFERS/MAT MOBILITY:______________________________________________________	 ______________________________________________________________________________	 AMBULATION/GAIT:__________________________________________________________________________________________________________________________________________	                              CURRENT FUNCTIONAL STATUS:___________________________________________________ ____________________________________________________________________________________________________________________________________________________________	 SPECIAL TESTS:_________________________________________________________________	 ______________________________________________________________________________ASSESSMENT:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ STG:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________	 LTG:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________	                                                                             TREATMENT PLAN:______________________________________________________________	 ____________________________________________________________________________________________________________________________________________________________	                                            PATIENT/FAMILY EDUCATION:_____________________________________________________	 THANK YOU FOR THIS REFERRAL. PLEASE FELL FREE TO CONTACT ME AT YOUR EARLIEST CONVENIENCE, IF YOU HAVE COMMENTS OR CONCERNS REGARDING THIS PATIENT’S INITIAL EVALUATION OR TREATMENT PLAN.									                                                    _____________________________			                                                                              PHYSICAL THERAPIST	  LIC # 123456-01	
I CERTIFY THAT THE ABOVE REHABILITATIVE SERVICES ARE MEDICALLY NECESSARY AND AUTHORIZED.	             									
PHYSICIAN: __________________________	DATE:_________				 
  		
				
