
occupational therapy notes examples
Occupational therapy notes examples are essential tools for occupational therapists (OTs) to
document client progress, treatment plans, and therapeutic interventions. These notes not only
facilitate effective communication among healthcare providers but also play a crucial role in ensuring
continuity of care. This article will explore the various types of occupational therapy notes, provide
examples of each, and discuss best practices for documenting therapy sessions.

Types of Occupational Therapy Notes

Occupational therapy notes can be categorized into several types, each serving a specific purpose in
the therapeutic process. Understanding these categories can help OTs create more effective
documentation. The main types of notes include:

Initial Evaluation Notes

Daily Progress Notes

Reassessment Notes

Discharge Summary Notes

1. Initial Evaluation Notes

Initial evaluation notes are the first comprehensive documentation completed when a client begins
therapy. These notes include information about the client's medical history, current functional status,
and specific occupational therapy goals.

Example of Initial Evaluation Note:

Client Name: John Doe
Date: January 15, 2023
Evaluator: Jane Smith, OTR/L

Reason for Referral: Client referred for occupational therapy due to post-stroke rehabilitation.

Medical History:
- Stroke (CVA) on January 1, 2023
- History of hypertension
- No previous therapy interventions

Current Functional Status:
- Left-sided weakness (4/5 strength in left arm; 3/5 strength in left leg)



- Difficulty with activities of daily living (ADLs), including dressing and grooming
- Expresses frustration with inability to perform tasks independently

Goals:
- Short-term: Improve left arm strength to 5/5 within 6 weeks.
- Long-term: Achieve independence in dressing within 3 months.

Assessment: Client demonstrates significant deficits in upper extremity function, impacting daily
living skills. Recommendations include a structured therapy program focusing on strengthening and
task-oriented activities.

2. Daily Progress Notes

Daily progress notes provide a snapshot of a client's performance and progress during each therapy
session. These notes should be concise, focusing on the specific interventions used and the client's
response to those interventions.

Example of Daily Progress Note:

Client Name: John Doe
Date: January 22, 2023
Therapist: Jane Smith, OTR/L

Session Focus: Upper extremity strengthening and ADL training.

Interventions:
- Engaged client in therapeutic exercises targeting left arm strength (e.g., resistance bands).
- Practiced dressing using adaptive equipment (e.g., dressing stick).

Client Response:
- Demonstrated increased strength in left arm (now 4/5).
- Required minimal assistance with dressing tasks.
- Expressed satisfaction with progress, stating, "I feel more confident now."

Plan for Next Session: Continue to build strength and introduce more complex ADLs, such as
grooming.

3. Reassessment Notes

Reassessment notes are completed at specified intervals to evaluate the client's progress towards
established goals. These notes help determine whether the treatment plan needs adjustments.

Example of Reassessment Note:

Client Name: John Doe
Date: February 15, 2023
Evaluator: Jane Smith, OTR/L



Progress Since Last Evaluation:
- Improved left arm strength to 5/5.
- Achieved independence in dressing tasks.
- Reported increased confidence in performing daily activities.

Updated Goals:
- Short-term: Maintain strength and coordination in left arm.
- Long-term: Begin community reintegration activities within 6 weeks.

Recommendations: Continue with current therapeutic approach and introduce community-based
activities in subsequent sessions.

4. Discharge Summary Notes

Discharge summary notes are created when a client completes their occupational therapy program.
These notes summarize the client's progress, achievements, and any recommendations for future
care.

Example of Discharge Summary Note:

Client Name: John Doe
Date: March 15, 2023
Therapist: Jane Smith, OTR/L

Reason for Discharge: Goals met; client demonstrates independence in ADLs.

Summary of Progress:
- Achieved all short-term and long-term goals.
- Demonstrated full strength (5/5) in left arm and independent performance in all ADLs.
- Successfully participated in community activities (e.g., grocery shopping).

Recommendations for Future Care:
- Continue home exercise program to maintain strength.
- Consider follow-up sessions as needed for community reintegration support.
- Encourage client to participate in community support groups for ongoing motivation.

Best Practices for Writing Occupational Therapy Notes

To ensure that occupational therapy notes are effective and meet professional standards, OTs should
follow several best practices:

Be Clear and Concise: Use straightforward language and avoid jargon. Your notes should be1.
easily understood by other healthcare professionals and insurance providers.

Use Objective Data: Focus on measurable outcomes and observable behaviors. Avoid2.
subjective opinions unless they are directly related to the client's progress.



Document Timely: Write your notes as soon as possible after the session to ensure accuracy3.
and detail.

Follow a Consistent Format: Using a consistent format helps maintain organization and4.
makes it easier to locate specific information when necessary.

Stay Compliant: Adhere to legal and ethical standards, including HIPAA regulations, to protect5.
client confidentiality.

Conclusion

Occupational therapy notes examples are crucial for effective documentation in the therapeutic
process. By understanding the different types of notes and adhering to best practices for writing,
occupational therapists can facilitate communication, track client progress, and provide high-quality
care. Whether drafting initial evaluations, daily progress notes, reassessments, or discharge
summaries, clear and comprehensive documentation is vital to the success of occupational therapy.

Frequently Asked Questions

What are the key components to include in occupational
therapy notes?
Key components of occupational therapy notes include patient identification, date of service, therapy
goals, interventions used, patient progress, any modifications made to the plan, and a summary of
the session.

How can I ensure my occupational therapy notes are
compliant with regulations?
To ensure compliance, follow local and national guidelines for documentation, use standardized
terminology, maintain confidentiality, and document all relevant patient interactions and outcomes
clearly and accurately.

What are some examples of effective occupational therapy
note formats?
Effective note formats include SOAP (Subjective, Objective, Assessment, Plan), DAP (Data,
Assessment, Plan), and narrative formats. Each format helps organize information and convey patient
progress and therapy details.



How often should occupational therapy notes be updated?
Occupational therapy notes should be updated after each session to reflect current patient status,
progress towards goals, and any changes in treatment plans. Regular updates ensure continuity of
care.

What common mistakes should be avoided when writing
occupational therapy notes?
Common mistakes include vague language, lack of detail regarding patient progress, failure to
document changes in treatment plans, and neglecting to include patient or caregiver feedback.
Clarity and thoroughness are essential.
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