[image: image1.png]Lake Region
Therapy services, inc.




EXIT EVALUATION SUBJECTIVE REPORT

DATE:  ____/____/____

NAME:  ______________________________________________ DATE OF BIRTH:  ____/____/____

1. For each activity listed below, please note the amount of time in minutes or hours that you can perform before you feel that you need to stop because of your symptoms.  If you have no difficulty with the activity, mark OK; if you are unable to perform the activity, mark UNABLE; if this does not apply to you, mark NA.
	Activity
	Tolerance
	Area of symptoms

	Sitting
	
	

	Standing
	
	

	Walking
	
	

	Stairs (# of stairs)
	
	

	Driving
	
	

	Sleeping
	
	

	Other
	
	

	Other
	
	


2. On the lines below, place a slash mark to indicate your daily functional ability as a percentage of normal:
On a “good day”   0%  -----------------------------------------------------------------------  100%                                                                               

On a “bad day”     0%  -----------------------------------------------------------------------  100%                                                                                                  
3. Put a slash mark on the line below to indicate the INTENSITY of your symptoms
None  -----------------------------------------------------------------------  Worst Possible                                                                                                               

4. Put a slash mark on the line below to indicate the FREQUENCY of your symptoms:
Never  -----------------------------------------------------------------------  Constant                                                                                                              

5. How have your symptoms changed over the course of your therapy?
6. ACTIVITIES OF DAILY LIVING

Rate yourself (0-7) using the symptom scale below for the following activities.

Can do with:
0.  No symptoms/difficulty

6.  Unable to do activity



1.  Minimal symptoms/difficulty

7.  Restricted from activity per doctor



2.  Mild symptoms/difficulty

N/A  Normally do not perform



3.  Moderate symptoms/difficulty

 



4.  Maximum symptoms/difficulty




5.  Severe symptoms/difficulty


Grooming & Dressing:




Initial


Today

	Get in and out of the bathtub.
	
	

	Wash, blow dry, or curl hair.
	
	

	Reach to put on socks, shoes, hose, or pants.
	
	

	Reach overhead to put on shirt, sweater, or coat.
	
	







Sub-total:
_________

_________

Mobility:

	Walk up and down a flight of stairs.
	
	

	Get in and out of a car.
	
	

	Get in and out of bed.
	
	

	Ride in a car for 20 minutes.
	
	







Sub-total:
_________

_________

Homemaking:

	Reach for items out of the top cupboard.
	
	

	Reach for items in the lower cupboard.
	
	

	Sweep the floors.
	
	

	Use the vacuum cleaner.
	
	

	Clean and scrub the bathroom.
	
	

	Cooking.
	
	

	Carry the laundry basket.
	
	

	Get the clothes out of the washer and dryer.
	
	







Sub-total:
_________

_________

Errands:

	Carry the grocery bags.
	
	

	Stand in line at the bank or grocery store.
	
	







Sub-total:
_________

_________

Child Care/Work/Employment:

	Pick up and carry child. (weighs _____ pounds).
	
	

	Lift child in and out of the car.
	
	

	Complete job duties. (Include:                                             )
	
	







Sub-total:
_________

_________

Automobile & Yard Work:

	Routine Maintenance on the car.
	
	

	Wash and vacuum the car.
	
	

	Fueling the car.
	
	

	Mowing the lawn.
	
	

	Raking the lawn.
	
	

	Gardening.
	
	







Sub-total:
_________

_________

Recreation/Leisure:

	Enjoy activities. (Include:                                                    )
	
	

	Exercise.
	
	







Sub-total:
__________

__________

 Grand Total:
__________

__________

7. Are your symptoms now getting:    

Better_____     Worse_____     Staying the same_____

8. On the line scale below, put a slash mark to indicate how much your pain level has changed.

100% worse  -----------------------------------------------------------------------  100% better                                                                                                         

9. How much has your functional mobility changed?

100% worse  -----------------------------------------------------------------------  100% better                                                                                                          

10. Healing is not an event; it is a process.  What changes have you noticed other than those in the area of your primary complaint?

11. From what aspect of your program do you feel you benefited most?

12. Did your treatment program meet your expectations?

13. Did you meet your treatment goals?

14. In retrospect, if there were any aspects of your treatment program that you could change, what would they be?

15. Did you view John F. Barnes’ videos, listen to his audiotapes, or read his book on MFR?

16. Did you find the handouts to be helpful?

17. Did you find our staff courteous and helpful?  Please explain.

18. What is your overall evaluation of the treatment program?  Please circle one.

Excellent

Good

Fair

Poor

19. Additional Comments:

THANK YOU VERY MUCH FOR YOUR INPUT!

