 (
Place Patient ID sticker here
Name:
DOB:
Ward:
)Anywhere Hospital 
Multi-disciplinary Rehabilitation Plan

DATE :   ____ / ____ / ____
 (
Goals key: 
A= achieved
O = ongoing
N = nil progress, new goal OR
not
 achieved at time of discharge  
)
Reason for Rehab (Impairment Code): ___ / ___ / ___		Expected LOS: ___ / ___ / ___
Date of admission: ___ / ___ / ___					Expected D/C date: ___ / ___ / ___

	Date
	Rehabilitation Issue 
(Activity limitation/ participation restriction)
	Rehabilitation Goal
	Intervention
	By when? Person/s responsible 

	



















	
	


	
	



Leave Days: Y/N if Y ____/ ____/ ____ ;  ____/ ____/ ____ ; ____/ ____/ ____ ;   ____/ ____/ ____ ;  ____/ ____/ ____ ;  											
Complications interfering in rehab program? Y/N if Y what for _____________________________ ____________________________________

Co-morbidities interfering in rehab program,? Y/N if Y what for ______________________________ ______________________________

Suspensions in rehab program? Y/N if Y  from ____/ ____/ ____  to  ____/ ____/ ____ 

	Date
	Rehabilitation Issue 
(Activity limitation/ participation restriction)
	Rehabilitation Goal
	Intervention
	By when? Person/s responsible 

	
































	
	


	
	



