THERAPYPLUS
Physical and Occupational Therapy

Patient Name:

OPTIMAL- ADMISSION Self Assessment

(For office use only:)
Account Number:

Acute: [_] Chronic: [_]

Diagnostic Group:

*DIFFICULTY*

Instructions: Please check the box corresponding to the level of difficulty you have for
each activity today based on what you are able to do.

Activity:

No
difficulty

Little
difficulty

Moderate
difficulty

Much
difficulty

Unable
to do

Not
applicable

Lying flat

Rolling over

Moving-lying to sitting

Sitting

Squatting

Bending/stooping

Balancing

Kneeling

Walking-short distance

Walking-long distance

Walking-outdoors

Climbing stairs

Hopping

Jumping

Running

Pushing

Pulling

Reaching

Grasping

Lifting

Carrying

Y N O

I

I

Y N O

Y N O

I

Thinking about all of the activities you like to do, please mark an “X” at the point on the line that best
describes your overall level of difficulty with these activities today.

| have extreme difficulty
doing any of the activities
that | would like to do.

(Please turn over and complete other side.)

| have no difficulty doing
any of the activities that

| would like to do.




(Side 2)

OPTIMAL- ADMISSION Self Assessment

*CONFIDENCE*

Instructions: Please check the box corresponding to the level of confidence you have
for doing each activity today based on your ability to perform.

Activity:

Fully
confident

Very
confident

Moderate
confidence

Some
confidence

Not
confident

Not
applicable

Lying flat

Rolling over

Moving-lying to sitting

Sitting

Squatting

Bending/stooping

Balancing

Kneeling

Walking-short distance

Walking-long distance

Walking-outdoors

Climbing stairs

Hopping

Jumping

Running

Pushing

Pulling

Reaching

Grasping

Lifting

Carrying

I

Y O

Y O

Y O

I

I

Thinking about all the activities you like to do, please mark an “X” at the point on the line that best
describes your overall level of confidence in performing these activities today.

| have no confidence that |
can do activities that |
would want to do.

| have complete confidence
that | can do activities that

| would want to do.

Thinking about a/l the activities you do, please mark an “X” at the point on the line that best describes

your overall level of pain with these activities today.

No pain during activity.

Extreme pain during activity.




