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NAME: _________________________   2nd ID:   DOB or address: ______________      MONTH________________ Therapist:  _______________________________  Staus or D/C expectation?_____________________


OT___    PT ___    THERAPY TREATMENT DOCUMENTATION                        
	TREATMENT:
	date
	date
	date
	date
	date
	date
	date
	date
	date
	date

	ADD UNITS/day  15 minutes = 1 unit
	
	
	
	
	
	
	
	
	
	

	97001,2,3,4  OT/ PT  EVAL or re-eval
	
	Check
	Mark
	Only.
	Not
	timed 
	code.
	 
	 
	 

	97110  Therapeutic Exercise
	
	
	
	
	
	
	
	
	
	

	Strength and Endurance, ROM, 

Muscle  flexibility  (for specific skill)
	
	
	
	
	
	
	
	
	
	

	97112 Neuromuscular Reeducation
	
	
	
	
	
	
	
	
	
	

	Balance, Coordination, Posture, Kinesthetic sense, Proprioception for sitting and standing (for Re-Ed)
	
	
	
	
	
	
	
	
	
	

	97116 Gait Training
	
	
	
	
	
	
	
	
	
	

	Stair Climbing, Balance and Wt shift
	
	
	
	
	
	
	
	
	
	

	Bilateral Coordination
	
	
	
	
	
	
	
	
	
	

	97140 Manual Therapy Techniques
	
	
	
	
	
	
	
	
	
	

	Myofacial Release

Mobilization/Manipulation
	
	
	
	
	
	
	
	
	
	

	97530 Therapeutic Activities
	
	
	
	
	
	
	
	
	
	

	Use of dynamic activities to improve functional performance, Motor Planning
	
	
	
	
	
	
	
	
	
	

	Sequencing Multiple Step Activities
	
	
	
	
	
	
	
	
	
	

	 Visual perceptual activities
	
	
	
	
	
	
	
	
	
	

	97532 Development of cognitive skills
	
	
	
	
	
	
	
	
	
	

	To improve attention, memory, problem solving, sequencing, Visual motor skills
	
	
	
	
	
	
	
	
	
	

	97533 Sensory Integrative techniques 
	
	
	
	
	
	
	
	
	
	

	Integration, Regulation, postural security
	
	
	
	
	
	
	
	
	
	

	Promote adaptive responses 
	
	
	
	
	
	
	
	
	
	

	Processing:  Vestibular, Proprioceptive, Tactile, Auditory and Visual
	
	
	
	
	
	
	
	
	
	

	97535 Self-care/Home management training
	
	
	
	
	
	
	
	
	
	

	ADL & compensatory training

Instructions in use of adaptive technology
	
	
	
	
	
	
	
	
	
	

	97537 Community/work reintegration training
	
	
	
	
	
	
	
	
	
	

	Shopping, transportation, vocational activities, use of assistive technology
	
	
	
	
	
	
	
	
	
	

	School/Home/Community Visit
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


________________________            ____  ____  ____  ____  ____  ____  ____  ____  ____  _____
Patient Signature and initials
  Therapy in Your Home – OT, PT, ST                         TherapyInYourHome.net                                          
  Phone (408) 358-0201 (  Fax (877) 334-0714            JulieGroves@TherapyInYourHome.net
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