Please include on every page:

Patient Name: 

Patient Kaiser Medical Record Number:

Date of Report:


PHYSICAL THERAPY 
Re-Evaluation ___ Progress Note___ (check what is included)
Must provide contact information:

	YOUR FACILITY NAME/LOCATION:
	

	TREATING THERAPIST NAME:
	

	PHONE NUMBER:
	

	EMAIL:
	


	Patient Name:
	

	Kaiser Medical Record Number:
	

	Birth date / Age:
	

	Date of Report:
	

	Authorization Period:
	

	Treatment Period (please specify):                           3 month:                                       6 month:

	Diagnosis (ICD-10 Code and description—these are provided to you upon referral.  Do not add new ones without prior approval):
· 


	Caregiver concerns related to PT and goals for therapeutic intervention:
· 


	PT Services Provided

	
	Original start date of therapy:
	

	
	Dates of first and  last appointments during this progress period:
	

	
	Frequency and length of treatment sessions​​​​​​:
	

	
	Total number of sessions during this period:
	

	
	a. Therapist cancellations:
	

	
	b. Family cancellations:
	

	
	Name(s) of other  treating therapists and /or assistants:
	

	
	Techniques and therapies used:
	


	Documentation of selected components of evaluation to update patient’s/client’s impairment, function, and/or disability status (including any standardized tests):




	ASSESSMENT:

	Changes from previous objective findings:
· 

	Interpretation of findings and standardized test results (include age equivalence and % delay from standardized test results, medical necessity for therapy):



	Progress/lack of progress with PT and why (behavior, lack of family participation, etc):

· 


PT GOAL STATUS: List current period goals, baseline function (at the start of this reporting period), and current function (as of the last visit) related to each goal.  
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	Goal:
	Patient will independently ambulate on level surfaces for 50 feet.

	
	Baseline:
	Patient ambulated 10 feet with bilateral hand held assist.

	
	Current (MET or NOT MET- describe):
	GOAL MET - Patient independently ambulates on level surfaces 50 plus feet

or

GOAL NOT MET – Patient independently ambulates on level surfaces 5 steps between objects.

	
	Rationale for lack of progress:
	Patient unable to ambulate greater than 5 feet secondary to weakness in LEs and trunk in conjunction with poor motor control.

(Please note: If a goal was continued from a previous progress report, please discuss prior level of function from previous report(s) in detail.)


	1.
	Goal:
	

	
	Baseline:
	

	
	Current (MET or NOT MET- describe):
	

	
	Rationale for lack of progress:
	


	2.
	Goal:
	

	
	Baseline:
	

	
	Current (MET or NOT MET- describe):
	

	
	Rationale for lack of progress:
	


	3.
	Goal:
	

	
	Baseline:
	

	
	Current (MET or NOT MET- descibe):
	

	
	Rationale for lack of progress:
	


	4.
	Goal:
	

	
	Baseline:
	

	
	Current (MET or NOT MET- describe):
	

	
	Rationale for lack of progress:
	


	5.
	Goal:
	

	
	Baseline:
	

	
	Current (MET or NOT MET- describe):
	

	
	Rationale for lack of progress:
	


	6.
	Goal:
	

	
	Baseline:
	

	
	Current (MET or NOT MET- describe):
	

	
	Rationale for lack of progress:
	


NEW OR UPDATED PT GOALS: Goals must be functional, objective, measurable, and have a time frame to be accepted. Also include how you will measure patient's function and progress towards goals.  
	1.
	Goal:
	

	
	Current:
	

	
	How Progress Will Be Measured:
	


	2.
	Goal:
	

	
	Current:
	

	
	How Progress Will Be Measured:
	


	3.
	Goal:
	

	
	Baseline:
	

	
	Current:
	

	
	How Progress Will Be Measured:
	


	4.
	Goal:
	

	
	Current:
	

	
	How Progress Will Be Measured:
	


	5.
	Goal:
	

	
	Current:
	

	
	How Progress Will Be Measured:
	


	6.
	Goal:
	 

	
	Current:
	

	
	How Progress Will Be Measured:
	


	HOME ACTIVITY PROGRAM:

	Specific home program activities:

· 

	Family participation (who, when, how often):

· 

	Is family able to demonstrate home program?

· 


	Check One
	RECOMMENDATIONS

	
	Continue Therapy. Showing measurable gains from therapy, as demonstrated by:

· 

	
	Reduce frequency of therapy to:

· 

	
	Change frequency or type of therapy.  Include rationale for any changes in therapy program.

· 


	Check One
	DISCHARGE PLANNING

	
	Continue. Showing measurable gains from therapy. Continues to benefit from episodic skilled therapy.

	
	Discharge –has reached age appropriate function.

	
	Discharge – progress with therapy has plateaued.

	
	Discharge – not able to participate in skilled therapy due to lack of attention/behavior.


	OTHER RECOMMENDATIONS (Include any information regarding requests for specialist consultation, etc.):

· 


	
	

	Therapist Name


	Therapist signature

	
	

	Therapist e-mail
	Therapist phone number
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