Reset Form

Physical Therapist Print Form
Required Skills Checklist T
(v check as appropriate - A = THEORY, NO PRACTICE, B = ONE-TWO YEARS EXPERIENCE C = TWO PLUS YEARS Save As

EXPERIENCE)

Name/Client: Date:

A B C Comments

Modalities

Biofeedback

Muscle Stimulation

Fluidotherapy

Paraffin Bath

Edema Massage

Feeding Techniques

Oral Motor Facilities

Therapeutic Pool

OO0o0oooooaodd
OO0o0oooooaodd
OO0o0oooooaodd

TENS

Neurologic

Spinal Cord Injury

Functional Splinting

Adaptive Equipment

Stroke Rehabilitation

O 0Oooao
O o0oogoao
O o0oogoao

Orthopedics

Arthritis Programs

Back Syndrome

Hand Injury

Hip Failure

Mobilization Techniques

TMJ Dysfunction

Total Hip/Total Knee

O 0O0O000aoad
O 0O00000aond
O 0O00000aond

Total Joint Replacement/Upper Extremities
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Physical Therapist
Required Skills Checklist

(v check as appropriate - A = THEORY, NO PRACTICE, B = ONE-TWO YEARS EXPERIENCE C = TWO PLUS YEARS
EXPERIENCE)

Name/Client: Date:

A B C Comments

Pediatrics

Developmental Disability Sequencing Test

Equipment Assessment

Activities of Daily Living

Adaptive

Neuro developmental Testing

O 0Oo0Oo0ooaod
O 0Oo0Oo0ooaod
O 0Oo0Oo0ooaod

Orthotics

Prosthetics/Orthotics

Dynamic Splints

Serial Cating

Static Splints

UE Prosthetics

O 0Oooao
O o0o0o0oao
O o0o0o0oao

Sports Medicine

Biodex

Bracing/Joint

Cybex

Immobilization

Lido

Nautilus/Eagle

Orthotron/Kinetron

O 0O0O0000a0aoO
O 0O0000o0oaoao
O 0O0000o0oaoao

Taping/Strapping

Wolverine Medical Physical Therapist Skills Checklist Page 2 of 2



	Name/Client: 
	Date: 
	Comments: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 





	Text5: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 





	Check Box6: 
	0: 
	0: Off
	1: Off
	2: Off

	1: 
	0: Off
	1: Off
	2: Off

	2: 
	0: Off
	1: Off
	2: Off

	3: 
	0: Off
	1: Off
	2: Off

	4: 
	0: Off
	1: Off
	2: Off

	5: 
	0: Off
	1: Off
	2: Off

	6: 
	0: Off
	1: Off
	2: Off

	7: 
	0: Off
	1: Off
	2: Off

	8: 
	0: Off
	1: Off
	2: Off


	Check Box7: 
	0: 
	0: Off
	1: Off
	2: Off

	1: 
	0: Off
	1: Off
	2: Off

	2: 
	0: Off
	1: Off
	2: Off

	3: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off


	1: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off


	2: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off




	Check Box8: 
	1: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off

	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off


	0: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off


	Check Box9: 
	1: 
	0: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off



	1: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off




	0: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off




	Reset: 
	Print: 
	0: 

	E-Mail: 
	Save As: 


