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THERAPY IN YOUR HOME – OT, PT, ST
OUTPATIENT OCCUPATIONAL, PHYSICAL, AND SPEECH THERAPY
147 Vista Del Monte, Los Gatos, CA 95030  Phone (408) 358-0201   Fax (877) 334-0714
        TherapyInYourHome.net        Office@TherapyInYourHome.net

[bookmark: _GoBack]SPEECH THERAPY EVALUATION 
Name of Patient:  __________________________________  DOB:__________     Date:  _________ 
Therapist: _______________________________________(circle one) PT  OT  ST Visit Length:
An evaluation of this ______   year-old was requested by:
to assess:
Diagnoses known at this time include:

Other factors impacting function include:

Prior Level of function:   

Currently living in                                        			 with:

Current Functional Status:
Swallow
Cognition
Motor Speech
Dysphagia
Language
Read / Write
Ears / Eyes
Sensory/ pain
Socialization
Finances

Treatment provided today:

Assessment:

Problem List: 


Recommendations:


Plan:  Frequency, Duration

SHORT TERM GOALS:




LONG TERM GOAL:  

Therapist Signature:                        Date





Page 1 of 2     Patient Name:                                Patient ID:                        Date:

image1.png
Occupatior
Pt





