THE CARE GROUP

NAME: __________________________________________ ID number_________________ 










Diagnosis _________________










Payment source____________

OCCUPATIONAL THERAPY DAILY PROGRESS NOTE










Frequency 



	Intervention                                                              date
	
	
	

	                                                                            Time in
	
	
	

	                                                                           Time out
	
	
	

	Evaluation/assessment
	
	
	

	ADL training, IADL training
	
	
	

	Muscle re-education
	
	
	

	Perceptual motor or visual training
	
	
	

	Fine motor training
	
	
	

	NDT
	
	
	

	Sensory integration 
	
	
	

	Oral motor stimulation / exercise
	
	
	

	Therapeutic exercise
	
	
	

	Functional balance
	
	
	

	Transfer training
	
	
	

	Family Education / home program
	
	
	

	Therapeutic Feeds
	
	
	

	Other
	
	
	

	Other
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Response to treatment:

	

	

	

	Progress to date:

	

	Communication:

	

	

	Pain assessment:  Pain present ( Yes ( No     Action taken:

	Medication compliant:  ( Yes ( No   New/changed Medication name:

	Start/change date:                             Dosage:                                          Frequency:                                  Route:               

	D/C plan:                                                                         D/C date:                                      5 day notice: ( Yes ( No 

	Caregiver response to D/C notification:

	Change in Status:                                                           Reported to  MD Yes (   No (   Name:

	Result/Action taken:

	Insurance  Change? ( No ( Yes     Physician change?  ( No ( Yes      Demographic change?  ( No ( Yes     

	Therapist Signature:                                                                                                                      Date:       

	Supervising Therapist: Signature:                                                                                                 Date:


signature





signature





signature








