PHYSICAL THERAPY ASSESSMENT CRITERIA SHEET
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DATE: _____________

	Student:  
	Date of Birth:  

	School System:  
	School:  

	Grade/Program:  
	Teacher:  

	Case Manager:  
	Primary Disability:  

	Precautions:  
	Medical Diagnosis:  

	Previously had Physical Therapy: ☐ Yes   ☐ No   ☐ Not known   



	REASON FOR REFERRAL:  

	What is the student NOT ABLE to do which prevents him/her from participating in his/her educational program? 



Referral for a physical therapy assessment is indicated when a student appears to demonstrate problems in mobility, accessibility and/or safety in the educational environment.  Please mark X as appropriate.
 
	TRANSITIONS/SCHOOL MOBILITY/TRANSPORTATION
	YES
	NO
	NA

	· Gets on/off van/bus independently or with age appropriate assistance
Comment:  
	
	
	

	· Seats self on bus/van independently or with age appropriate assistance
      Comment:  
	
	
	

	· Uses special transportation (car seat, lift van, kid cab, medical van) 
Comment:  
	
	
	

	· Hallway mobility: walks independently or with age appropriate assistance
	
	
	

	If NO, please X all that apply: ☐ Leans/Bumps into walls  ☐ Falls/Trips   ☐ Too close/too far from peers   ☐ Elopes

	· Classroom mobility: moves independently throughout classroom
	
	
	

	If NO, please X all that apply: ☐ Leans/Bumps into furniture   ☐ Falls/Trips   ☐ Too close to peers   ☐ Elopes

	· Gets in/out of seat or floor positions independently 
	
	
	

	· Maintains an upright seated position  
	
	
	

	If NO, please X all that apply: ☐ Leans   ☐ Falls   ☐ Requires assistance to stay in chair/upright on floor

	· Walks up/down ramps independently
	
	
	

	· Steps on/off curbs independently 
	
	
	

	· Ascends/descends stairs independently or with abilities similar to peers
	
	
	

	· Walks safely and independently on uneven surface/irregular terrain
	
	
	

	Other mobility concerns:  

	Does the student require equipment for mobility/safety/access?
	
	
	

		If YES, please X all that apply: ☐ Wheelchair/Stroller    ☐ Stander    ☐ Walker    ☐ Cane/Crutches    ☐ Special Chair  

		☐ Toileting Equipment    ☐ Bracing    ☐ Transfer Lift    ☐ Other:  



	PHYSICAL EDUCATION/RECESS/PLAYGROUND
	YES
	NO
	NA

	· Uses playground equipment independently or with age appropriate assistance
	
	
	

	If NO, please X all that apply: ☐ Bumps into peers/equipment   ☐ Falls/Trips   ☐ Safety   ☐ Avoidance

	· Movements are smooth and coordinated 
	
	
	

	If NO, please X all that apply: ☐ Stiff   ☐ Awkward   ☐ Clumsy  ☐ Floppy

	· Strength similar to peers 
	
	
	

	· Endurance similar to peers
	
	
	

	· Imitates simple movements or follows directions related to body parts
	
	
	

	· Gross motor skills similar to peers
	
	
	

	· Participates in PE/motor group similar to peers
	
	
	

	Other comments or concerns:  




	SAFETY/SENSORY 
	YES
	NO
	NA

	· Demonstrates awareness of safety of self and others
	
	
	

	· Demonstrates atypical movements
	
	
	

	If YES, please X all that apply: ☐ Crashing   ☐ Spinning   ☐ Avoids movement   ☐ Constant movement   ☐ Impulsive

	· ☐ Overreacts and/or ☐ Underreacts to visual stimuli/light
	
	
	

	· ☐ Overreacts and/or ☐ Underreacts to touch
	
	
	

	· ☐ Overreacts and/or ☐ Underreacts s to sound
	
	
	

	· Tolerates being close to peers
	
	
	

	· Calms down after motor activity similar to peers
	
	
	

	Other comments or concerns:  



	FUNCTIONAL DAILY SKILLS
	YES
	NO        
	NA

	· Gets in/out of bathroom independently or with age appropriate assistance 
	
	
	

	· Maintains sitting balance on toilet and/or stands at toilet independently 
	
	
	

	· Stands at sink independently 
	
	
	

	· Walks through cafeteria independently or with age appropriate assistance 
	
	
	

	· Goes through cafeteria lunch line independently or with age appropriate assistance
	
	
	

	· Carries tray independently 
	
	
	

	· Seats self independently at lunch table 
	
	
	

	· Maintains seated position at lunch table 
	
	
	

	Other comments or concerns:  



	HAVE STRATEGIES/MODIFICATIONS BEEN ATTEMPTED/TRIALED TO ADDRESS ABOVE CONCERNS: ☐ YES  ☐ NO

		If YES, please explain:  



Please sign after completing checklist; input from staff listed below is helpful:
	Classroom Teacher:  

	Special Education Teacher:  

	PE Teacher:  

	Other (indicate):  
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