INTERIM/FINAL ASSESSMENT FORM

	Patient’s 
Name
	
	Our Ref:
	

	Address:
	

	Dater of Injury
	
	Date of Initial   Assessment:
	

	Practitioner’s Name:
	

	Profession and Clinic Number


	

	Practitioner’s Contact Number


	


	Current Physical Findings:

	


	Has treatment been successful?

	


	Percentage of improvement:

	


	Is further treatment required? If yes, how may sessions and how successful these are likely to be?

	

	Have any home exercises been recommended? If yes what exercises have been recommended?

	


	Treatment received to date (i.e. mobilisation exercises):

	


	Total number of treatment sessions undertaken and dates:

	


	Is the patient currently working and are there any restrictions on duties and hours?

	


	Any other observations:

	


	Date assessment form completed:
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