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PROVIDER PROGRESS REPORT


OUTCOMES: 
Long Term Goals (Target Date:  09/14/2016) – Jack will be able to: 


1. Walk up 2-3 flights of stairs using a step-to pattern with one hand on the rail and proper foot placement.  

Status: Not yet address / Skills emerging / Achieved    /    /     .  CHOOSE ONE
2. Run 25 feet with heel-toe touching the ground, coordinated arm and leg movements, and appropriate posture while chasing a ball.
Status: Not yet address / Skills emerging / Achieved    /    /     .  CHOOSE ONE
Short Term Goals (Target Date: 03/14/2016) – Jack will be able to:
1. Push up to stand in the middle of the without using her hands and reach up for a ball or toy on her tiptoes staying for 5 seconds.  

Status: Not yet address / Skills emerging / Achieved    /    /     .  CHOOSE ONE
2. Crawl down 1-2 flights of stairs using reciprocal arm and leg movements.

Status: Not yet address / Skills emerging / Achieved    /    /     .  CHOOSE ONE
3. Walk forward on a line or balance beam with good balance using a heel-toe (tandem walking) pattern with and without shoes/orthotics at least 10 steps before stepping off, 2 out of 3 trials.  

Status: Not yet address / Skills emerging / Achieved    /    /     .  CHOOSE ONE
4. Jump clearing both feet off the ground with and without shoes/orthotics five times while hitting a ball or suspended toy or popping bubbles.

Status: Not yet address / Skills emerging / Achieved    /    /     .  CHOOSE ONE
PLAN OF TREATMENT

PLAN/MODALITIES:  Multidisciplinary approach will be followed including the disciplines of physical therapy and school-based services.  Jack will be seen for physical therapy for therapeutic exercise and activities, gait/mobility training, strengthening, coordination, balance, and home management training.  Neuromuscular education, sensorimotor, and orthopedic treatment techniques will be utilized during therapy sessions. Recommendations for specific orthotics, assistive devices, or durable medical equipment will be given if and when appropriate. Contact with Jack’s pediatrician will occur as necessary.

PROGRESS TO DATE: 
Jack has improved his ability to demonstrate his understanding of directions and following a visual schedule.  During the evaluation, Jack demonstrated crisis behaviors (i.e.: screaming, crying, climbing on furniture, ripping paper off wall, attempting to eat the paper, swiping objects).  Jack has since ceased these behaviors and enters the room, sits down with moderate assistance, and engages with clinician.  Currently, he uses a visual “First, then” schedule which has 

Using his Picture Exchange Communication System (PECS) has improved his ability to communicate his wants and needs.  However, he does not currently use phrases independently, and does not demonstrate understanding of appropriate requests because he has not yet been introduced to a “not available” page.  This introduction will occur within the next couple of week, to aid in understanding of what PECS symbols are appropriate and available at various times.  

Carryover to home is efficient; mom engages in discussion regularly with clinician before and after sessions.  

RECOMMENDATIONS OF PROVIDER OR TREATMENT TEAM: 


JUSTIFICATION:

Jack’s language deficits affect his ability to appropriately engage, interact, and communicate with adults, peers, and his environment.  These deficits inhibit his ability to progress at a typical and age-appropriate level. 

Jack is currently seen 2x/week for 30 minutes.  He is progressing with this model and therefore the duration, frequency, and location are appropriate.  If direct therapeutic services do not continue, his language deficits will persist.
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I certify that I personally evaluated the above-named child employing age appropriate testing instruments and procedures as well as informed clinical opinion. I further certify that the findings contained in this report are an accurate representation of the child’s level of functioning at the time of my assessment.
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Child’s Name: ____________________     DOB: __/__/___   Age    years    months	    Date __/__/___





Medical Diagnosis/Code: Encephalopathy/G93.4





Treatment Disorder/Code: Developmental Delay Motor/F82.0





Provider’s Name (print):_First Name Last Name, Credentials            Discipline: _Physical Therapist____





Start Date: __/__/___	(First Session Date)		Authorized Service: Physical Therapy








Assessment Tool Utilized:                                                        Assessed Levels of Performance:
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