FORM#

NAME OF HOSPITAL



RECREATION THERAPY ASSESSMENT/TREATMENT PLAN

DATE OF ASSESSMENT:

RECREATION THERAPIST:




BACKGROUND INFORMATION

CLIENT:


ADM. DATE:


DOB:


SS#:






CENTER COUNSELOR:



FIELD COUNSELOR/TERRITORY:







CENTER PROGRAM





DISABILITY INFORMATION

PRIMARY DIS.:




SECONDARY DIS.:




Date of Onset:


Cause of injury/illness:




Other:


MEDICAL PRECAUTIONS/CONDITIONS


Diet



Seizure



Diabetes



Fractures



Allergies



Decubitus Ulcer



Hypertension



Respiratory



Swallowing



Neuropathy



Incontinence


   
Bowel


     
Bladder



Other


MOBILITY


Ambulatory (Independent)


Ambulatory with Assistive Device


Crutches

Walker


Cane

Braces


Wheelchair


Manual

Electric


Other


Comments


TRANSFER ABILITIES


Independent


Assistance from other person


Assistance from sliding board


Cannot Transfer


Not applicable


Other


MUSCULOSKELETAL


Paralysis



Hemiparesis
R

L



Gait Problems



Fine Motor Coordination


Gross Motor Coordination


Balance


Strength


Endurance


Eye Hand Coordination


ROM



Spasticity


Pain


Drooling


Other


VISUAL ACUITY


Normal Vision


Corrected with Lenses


Not Correctable


Legally Blind


Undetermined at this time


Other


VISUAL PERCEPTION


Depth Perception



Color Perception



Recognizes Letters, #’s



Neglect
R

L



Undetermined


Other


HEARING


Normal Hearing


Mild hearing loss
R

L



Mod. to severe H.L.
R

L



Uses a hearing aid


Deaf


Undetermined at this time


Other


Comments


SPEECH/COMMUNICATION


Normal


Apraxia


Difficult to Understand


Unintelligible


Aphasia


Receptive

Expressive


Uses com. device



Uses writing as communication tool.


Other


Comments


COGNITIVE CONCERNS


Disorientation


Person



Place



Time



Reality



Short Term Memory Loss


Long Term Memory Loss


Unable to Read


Unable to Write


Problem Solving


Abstract Thinking


Concentration


Attention Span


Slow Learning Ability


Confusion


Further evaluation may determine


other cognitive concerns


Other


Comments


EMOTIONAL CONCERNS


Appears Depressed


Appears Anxious


Appears Agitated


Appears Homesick


Appears Isolated


Phobias-Fears



Lability (Crying)


Excessive Emotional Response


Withholds Emotional Response


Poor Self  Image


Anger


Somatic


Critical of Self or Others


Other


LEISURE INTEREST SURVEY



P - Past Interest
C - Current Interest
W - Would Like to Learn/Do



Social/Group Activities
P

C

W

P

C

W

P

C

W

Church/Religious





Clubs/Organization





Restaurant






Team Sports





Group Discuss





Other:    






Parties/Seasonal Programs





Current Events












Volunteering





Shopping














Solitary Activities


Watching Television





Jigsaw Puzzles





Meditation






Computer Activities





Watching Videos





Reading






Word Search Puzzles





Music Listening





Solitaire Card Games






Cross Word Puzzles





Listening to Book Tapes





Other:








Physical Activities


Dancing





Swimming





Basketball






Archery





Bowling





Weightlifting






Baseball/Softball





Volleyball





Walk/Run






Track/Field





Horseshoes





Other:






Billiards/Pool





Fitness/Exercise/Programs












Tennis/Badminton





Golf/Miniature Golf














Creative Activities


Drawing





Pottery





Singing






Painting





Creative Writing





Cooking






Wood Working





Playing Musical Instru.





Drama   






Ceramics





Photography





Other:






Sewing





Needlework














Outdoor Activities


Hunting





Gardening





Water Sports






Picnics/Cookouts





Camping





Horseback Riding






Bicycling





Sledding/Tobogganing





Hiking






Fishing





Skiing 





Other:








Spectator Events


Concerts





Movies





Other:






Plays





Sporting Events














Passive Games


Trivia  Games





Classic Board Games





Other:






Educational Games





Bingo












Social Board Games





Card Games














Do you have any special hobbies?






COMMENTS:











PSYCHO-SOCIAL/LEISURE LIFESTYLE INFORMATION



Hometown:





Current living arrangements:

___Alone     ___With Family     ___Nursing Home     ___Other______________________________________



Does client seem to have family support?   Yes___   No___   Uncertain___



Client’s Educational Level:________________________



Previous Occupation(s):





Questionnaire:


YES

NO

NOT SURE

N/A


1. Do you feel that leisure time is important?









2. Are you satisfied with your current leisure lifestyle?









3. Do you like to participate in activities on a regular basis?









4. Do you consider yourself a social person?









5. Do you consider yourself a person who prefers being alone?









6. Do you enjoy new challenges?









7. Do you consider yourself a confident person?





















POSSIBLE LEISURE BARRIERS:







Cognitive Skills

Social Skills/Approp.

Communication



Paralysis

Financial

General Weakness



ROM Limitations

Mobility

Endurance



Perceptual Problems

Grasp/Release

Fears/Phobias



Hearing Deficits

Visual Acuity

Motivation



Spasticity

Pain

Self Confidence



Attitude













Client has received the following services:


Tour of Recreation Facility

Explanation of Evening Recreation Programs


Explanation of Recreation Therapy Programs

Assessment completed and therapy program

                                                                                                    implemented.   

SUMMARY OF ASSESSMENT:















SIGNATURE____________________________________________DATE_________________

RECREATION SERVICES TREATMENT PLAN
DISABILITY/REHAB PROBLEM





CLIENT’S GOAL





RECREATION THERAPY GOAL





Functional Leisure Skills


· Cognitive Skills

· Physical Skills

· Socialization/Emotional Skills




Leisure Education

To develop and acquire leisure related skills/attitudes, knowledge for the establishment of an appropriate leisure lifestyle.




Recreation Participation

To demonstrate leisure independence and personal enjoyment through participation in appropriate leisure opportunities.



RECREATION THERAPY OBJECTIVES

ECD:


FUNCTIONAL LEISURE SKILLS



Cognitive Skills
Physical Skills
Socialization/Emotional Skills


· Concentration Attention Span

· Strength and Endurance

· Social Skill and Interaction


· Memory/Orientation

· Fine/Gross Motor

· Adjustment to disability/illness


· Problem Solving

· Relaxation Response

· Self image, confidence, esteem


· Communication Skills

· Balance

· Verbalization and self express.


· Academic Skills

_________________________Other

To facilitate appropriate expression 


____________________________Other



 of emotions 






____________________Other



LEISURE EDUCATION

RECREATION PARTICIPATION

To sustain or increase:
To maintain or increase:



Leisure Awareness


Sense of Autonomy by choosing his/her level of participation.


Social/Interaction Skills


Motivation and activity level through successful participation.


Leisure Skills/Knowledge


Social Skills


Adapted Equipment


Positive attitudes leading to a healthy leisure lifestyle.


Community Resources


Other____________________________________________


Other__________________







METHODS


Attend__________prescribed sessions weekly.


Leisure Exploration


Structured leisure activities participation


Independent leisure activities participation


Community Reintegration



COMMENTS



















SIGNATURE

DATE


