Special Equestrians
2800 Street Rd.

P.O. Box 1001

Warrington, Pa. 18976
Phone: (215) 918-1001     Fax: (215) 918-9080

www.specialequestrians.org     E-mail:specialeques@enter.net
Occupational / Physical Therapy Evaluation Form
Initial __    Re – Evaluation __
Name:__________________________________________         Date of Birth:_______________________________

Date of Evaluation:__________________________

Precautions:_____________________________________________________________________________________
Medical History / Diagnosis:________________________________________________________________________
Specialists seen in last two years:____________________________________________________________________

Allergies:_______________________________________________________________________________________  
Current medications:______________________________________________________________________________ 

Caregiver goals:__________________________________________________________________________________  
Favorite toys:____________________________________________________________________________________
Current school / therapies:__________________________________________________________________________  

Equipment / Orthotics:_____________________________________________________________________________ 

Other modalities:_________________________________________________________________________________
Skin integrity:___________________________________________________________________________________
                  Active Range of Motion                Strength              Pain           Tone             Comments
Right UE:

Left UE:

Neck:

Trunk:

Right LE:

Left LE:

Static                    Dynamic              Tolerance              Comments
Sitting Supported:

Sitting Unsupported:

Standing Supported:

Standing Unsupported:

Functional Mobility:_____________________________________________________________________________
Communication (Receptive / Expressive):____________________________________________________________
Patient’s ability to express pain:____________________________________________________________________
Sensory:_______________________________________________________________________________________
Behavioral (Impulsiveness, Motivators, Fears):_________________________________________________________
Attention / Following Directions:____________________________________________________________________
Assessment:____________________________________________________________________________________
_______________________________________________________________________________________________
Goals:__________________________________________________________________________________________
_______________________________________________________________________________________________
Signature:______________________________________Phone:___________________________________________
Address:_______________________________________________________________________________________
