
examples of skilled occupational therapy
documentation
Examples of skilled occupational therapy documentation are essential for ensuring
effective communication among healthcare professionals and providing a clear record of
patient progress. Skilled occupational therapy documentation not only serves as a legal
record but also supports clinical reasoning and treatment planning. In this article, we will
explore various examples and best practices in occupational therapy documentation that
can enhance patient care and facilitate better outcomes.

Understanding Occupational Therapy
Documentation

Occupational therapy documentation encompasses a range of written materials that
outline patient evaluations, treatment plans, progress notes, and discharge summaries.
Effective documentation captures the patient's current status, the rationale behind chosen
interventions, and the outcomes of therapy. Good documentation not only aids in
continuity of care but also enhances reimbursement processes, meeting the standards set
by regulatory and insurance agencies.

Key Components of Occupational Therapy
Documentation

When creating skilled occupational therapy documentation, several key components
should be included:

1. Patient Identification Information
- Full name
- Date of birth
- Medical record number
- Date of service

2. Subjective Information
- Patient's self-reported concerns
- Relevant medical history
- Goals and aspirations from the patient's perspective

3. Objective Information
- Results from standardized assessments
- Observations during therapy sessions
- Measurable data (e.g., range of motion, strength, functional abilities)

4. Assessment



- Interpretation of subjective and objective information
- Clinical reasoning regarding the patient's condition
- Identification of barriers to progress

5. Plan
- Short-term and long-term goals
- Specific interventions and strategies to be employed
- Frequency and duration of therapy sessions

6. Progress Notes
- Updates on the patient's progress toward goals
- Modifications to the treatment plan as necessary
- Justification for continued therapy

7. Discharge Summary
- Summary of overall progress
- Recommendations for continued care or follow-up
- Home exercise programs or community resources

Examples of Skilled Occupational Therapy
Documentation

To provide clarity on effective documentation practices, here are some examples that
illustrate how to incorporate the key components listed above.

Example 1: Initial Evaluation Documentation

Patient Identification Information:
- Name: John Doe
- DOB: 01/01/1980
- MRN: 123456
- Date of Service: 10/15/2023

Subjective:
John reports difficulty performing daily activities such as dressing and cooking since his
stroke six months ago. He expresses frustration with his progress and desires to regain
independence.

Objective:
- Assessment: Barthel Index = 60/100
- ROM: R shoulder flexion 90°, L shoulder flexion 45°
- Grip strength: R hand 15 lbs, L hand 5 lbs
- Observed during session: Difficulty donning a shirt, requires moderate assistance.

Assessment:
John demonstrates moderate impairment in activities of daily living (ADLs) post-stroke,



with particular challenges in upper extremity mobility and strength. His goals for
independence in dressing and meal preparation are realistic with targeted intervention.

Plan:
- Goals:
- Short-term: John will dress independently with minimal assistance within four weeks.
- Long-term: John will prepare a simple meal independently within three months.
- Interventions:
- Therapeutic exercises for upper extremity strength
- Activity training for ADLs
- Frequency: 2x/week for 8 weeks

Example 2: Progress Note Documentation

Patient Identification Information:
- Name: Jane Smith
- Date of Service: 11/01/2023

Subjective:
Jane reports feeling more confident in her ability to dress herself. She states, "I can put on
my pants without help now!"

Objective:
- Assessment: Barthel Index = 80/100 (improved)
- ROM: R shoulder flexion 120°, L shoulder flexion 90°
- Grip strength: R hand 25 lbs, L hand 10 lbs
- Observed during session: Independently donned pants, needed minimal assistance with
shirt.

Assessment:
Jane has made significant strides in her functional independence. Her increased strength
and range of motion contribute positively to her ability to perform ADLs. She is
progressing toward her short-term goals.

Plan:
- Continue with current interventions.
- Focus on increasing independence during the dressing process.
- Reassess in two weeks for further progress.

Example 3: Discharge Summary Documentation

Patient Identification Information:
- Name: Mark Thompson
- Date of Discharge: 12/15/2023

Summary of Progress:
Mark has completed a total of 24 occupational therapy sessions following his hip



replacement. He has transitioned from requiring maximum assistance to independent
mobility with a walker and is able to perform all ADLs with minimal assistance.

Recommendations:
- Home exercise program to maintain strength and mobility.
- Follow-up appointment with a physical therapist in one month to continue progress.
- Community resources for support groups for individuals recovering from surgery.

Conclusion:
Mark has met his therapy goals and is ready for discharge, with a clear plan for continued
progress at home.

Best Practices for Skilled Occupational Therapy
Documentation

To ensure that occupational therapy documentation is effective and meets professional
standards, consider the following best practices:

Use Clear and Concise Language: Avoid jargon and ensure that documentation is
understandable to all team members.

Be Objective: Document facts and observations rather than subjective opinions.

Regularly Update Documentation: Ensure that progress notes are timely and
reflect ongoing patient status.

Maintain Confidentiality: Adhere to HIPAA regulations and protect patient
information at all times.

Utilize Standardized Formats: Use templates or standardized forms to ensure
consistency in documentation.

Conclusion

Examples of skilled occupational therapy documentation illustrate the importance of
accurate and comprehensive records in enhancing patient care and promoting effective
communication among healthcare providers. By adhering to best practices and
incorporating the necessary components into documentation, occupational therapists can
contribute to improved patient outcomes and ensure the highest standards of professional
practice. Effective documentation not only aids in clinical reasoning but also plays a
critical role in facilitating reimbursement and meeting regulatory requirements.



Frequently Asked Questions

What are key components of skilled occupational
therapy documentation?
Key components include patient identification, assessment of occupational performance,
treatment goals, interventions used, progress notes, and discharge planning.

How can occupational therapy documentation
demonstrate medical necessity?
Documentation should clearly outline the patient's diagnosis, specific impairments,
functional limitations, and how the therapy interventions address these issues to show
medical necessity.

What role does client-centered language play in
occupational therapy documentation?
Client-centered language emphasizes the patient's goals and preferences, making
documentation more relatable and ensuring that the therapy plan aligns with the patient's
needs.

How should progress be documented in occupational
therapy?
Progress should be documented with specific, measurable outcomes related to the goals
set, including quantitative data and qualitative observations about the patient's
engagement and response to therapy.

What are examples of skilled interventions in
occupational therapy documentation?
Examples include therapeutic exercises, adaptive equipment training, task analysis for
daily activities, and environmental modifications tailored to enhance the patient's
independence.

Why is it important to include patient and family
education in documentation?
Including patient and family education in documentation highlights the importance of
caregiver involvement, reinforces the therapy goals, and ensures continuity of care beyond
therapy sessions.



How can occupational therapy documentation support
interdisciplinary communication?
Skilled documentation provides a clear account of the patient's goals, progress, and
interventions, facilitating effective communication among healthcare team members and
enhancing coordinated care.
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