Mobility Assessment Report

Date: [Insert Date]
To: [Recipient's Name]
From: [Your Name]

Subject: Mobility Assessment for Patient Care

Patient Information
Patient Name: [Patient's Name]
Patient ID: [Patient ID]

Date of Birth: [DOB]

Assessment Overview

The purpose of this mobility assessment is to evaluate the current mobility status of the patient
and to recommend appropriate interventions to enhance their mobility and overall well-being.

Assessment Findings

Range of Motion: [Details]
Strength Level: [Details]
Balance: [Details]

Endurance: [Details]

Assistive Devices Used: [Details]

Recommendations
Based on the assessment, the following recommendations are made:
e [Recommendation 1]

e [Recommendation 2]
e [Recommendation 3]

Follow-Up

It is important to schedule a follow-up appointment to monitor the progress and make further
adjustments to the care plan as needed.



If you have any questions or need further information, please do not hesitate to contact me.
Sincerely,
[Your Name]

[Your Title]
[Your Contact Information]



