ADMISSION

ASSESSMENT OF NEED FOR THERAPIES

Name of Consumer: __________________________________________    Date of Admission: _____________________

The above-named individual has been assessed by me on admission to _________________________________________  

(name of facility) for the following therapies:


Therapy



Evaluation Needed



Evaluation Not Needed

Physical Therapy


Occupational Therapy


Speech Therapy

Comments: ___________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Signature of Physician: _______________________________________________ Date: ____________________________

If evaluation needed, date(s) of assessment(s): _____________________________________________________________

Signature of Nurse: __________________________________________________ Date: ____________________________

PAL/gs


