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Recreation Therapy Student Scope of Practice

Name of Student______________________________________________

Dates of Rotation: From________________ To__________________
Based upon review of qualifications, the student listed above is competent to perform the following duties under the direct supervision of the Recreation Therapist:
	Duties
	Recommend Approval
	Level of Supervision

	
	Yes
	No
	Area
	Room
	Available

	Assists in Leisure Education for patients
	
	
	
	
	

	Participates in discharge planning conferences of patients including the initiation of community resources
	
	
	
	
	

	Collaborates with the CTRS to formulate recreation care plans and conduct assignments and team conferences
	
	
	
	
	

	Assists CTRS as needed in performing treatment
	
	
	
	
	

	Utilizes the Interdisciplinary Team in providing treatment and rendering care
	
	
	
	
	

	Specific approved duties permitted when appropriate for level:
	
	
	
	
	

	           Assessments
	
	
	
	
	

	          Documentation
	
	
	
	
	

	         1:1 Activities
	
	
	
	
	

	        Group Activities
	
	
	
	
	

	         Leisure Education
	
	
	
	
	

	        Community Re-Integration
	
	
	
	
	

	         Treatment Plans
	
	
	
	
	

	         MDS
	
	
	
	
	

	        Interdisciplinary Team Meetings
	
	
	
	
	

	        Horticultural Therapy
	
	
	
	
	


Name of Trainee____________________________________

	Duties
	Recommend Approval
	Level of Supervision

	
	Yes
	No
	Area
	Room
	Available

	        Provides direct patient care as an  interdisciplinary team member
	
	
	
	
	

	       Pet Therapy
	
	
	
	
	

	       Protocols
	
	
	
	
	


---------------------------------------------------------------------------------------------------------------------

Recommend: 

 FORMCHECKBOX 
 Approval

 FORMCHECKBOX 
 Disapproval


 
____________________
Program Director

Date

---------------------------------------------------------------------------------------------------------------------

 FORMCHECKBOX 
 Approved

 FORMCHECKBOX 
 Disapproved
__________________________________                        _____________________

ACOS, Education

Date

---------------------------------------------------------------------------------------------------------------------

Acknowledgment of Trainee:

I acknowledge receipt of this scope of practice and understand the clinical activities that I may perform and levels of supervision that are required for each of these duties.  I understand that during emergency situations when immediate intervention is necessary to preserve life or prevent serious injury, I am permitted to do everything possible to save a Veteran from harm.  During an emergency situation, I understand that my supervising practitioner must be contacted and apprised of the situation as soon as possible, and that I must document that discussion in a manner directed by my supervisor in the health record. 

_____________________________________
_____________________

Trainee

Date
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