Pulmonary Rehabilitation Initial Evaluation
Diagnosis: _________________________
Physician: _____________________

HISTORY:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ASSESSMENT:

BP:_________
HR: ________
RR:__________
O2 Sat: ________

Oxygen _____
Mechs:  NIF: ______________

Vital Cap._____________

AP Diameter:   
Increased

Decreased

Normal

Breath Sounds: _________________________________________________________

Cyanosis: _____
Clubbing:____
Cough: _______________________________

Smoking History: ________________________________________________________

Breathing Pattern/Use of breathing technique/knowledge of: ______________________

______________________________________________________________________

Able to move extremities? ________________________________________________

Limitations:

Physical: ______________________________________________




Learning: _____________________________________________

PLAN: ____________________________________________________________________________________________________________________________________________________________________________________________________________

GOALS:

____________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________
 _________
   ______

Therapist Signature





 Date

    Time
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