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Occupational Therapy - Scope of Practice

Trainee: __________________________________
Rotation:   FORMCHECKBOX 
  Fieldwork Level I     FORMCHECKBOX 
   Fieldwork Level II
Dates of Rotation:  From___________________ To:______________________
The trainee will be allowed to perform the following occupational therapy clinical skills/duties as appropriate for their educational level and at the supervision levels checked below.
	Duties
	Recommended Approval
	Level of Supervision

	
	Yes
	No
	Room 
	Area
	Available

	Perform Assessment, Evaluation and Treatment of Functional Deficits (when applicable): 
      
	
	
	 
	
	

	Joint Range of Motion
	
	
	(
	(
	(

	Manual Muscle Test
	
	
	(
	(
	(

	Sensation   
	
	
	(
	(
	(

	Sensory Processing
       
	
	
	(
	(
	(

	Grip/Pinch Strength
	
	
	(
	(
	(

	Visual/Perceptual
	
	
	(
	(
	(

	Perceptual Motor
	
	
	(
	(
	(

	Muscle Tone 
	
	
	(
	(
	(

	Activities of Daily Living ( Basic & I-ADL’s)
     
	
	
	(
	(
	(

	Endurance
	
	
	(
	(
	(

	Coordination
	
	
	(
	(
	(

	Reflexes
	
	
	(
	(
	(

	Edema
	
	
	(
	(
	(

	Visual-perceptual
	
	
	(
	(
	(

	Psycho-social
	
	
	(
	(
	(

	Play& Leisure
	
	
	(
	(
	(

	Cognition
	
	
	(
	(
	(

	Identifies Symptoms and Treatment for :
	
	
	
	
	

	Neurologic Dysfunction
	
	
	(
	(
	(

	Orthopedic Dysfunction
	
	
	(
	(
	(

	Cardiac Dysfunction
	
	
	(
	(
	(

	Pulmonary Dysfunction
	
	
	(
	(
	(

	Cognitive Dysfunction
	
	
	(
	(
	(


Trainee: __________________________________
	Duties
	Recommended Approval
	Level of Supervision

	
	Yes
	No
	Room
	Area
	Available

	Work-site Evaluation
	
	
	(
	(
	(

	Wheelchair Evaluation
	
	
	(
	(
	(

	Burn Management
	
	
	(
	(
	(

	Upper-Extremity Splinting
	
	
	(
	(
	(

	Assistive and Adaptive Equipment
	
	
	(
	(
	(

	Modalities
	
	
	(
	(
	(

	Treatment specific to age-related groups
	
	
	(
	(
	(

	Adheres to Ethics
	
	
	(
	(
	(

	Adheres to Safety Regulations
	
	
	(
	(
	(

	Identifies problem list, client goals, therapist goals 
	
	
	(
	(
	(

	Identifies treatment approaches/methods to assist client in meeting goals
	
	
	(
	(
	(

	Time Management Skills
	
	
	(
	(
	(

	Reasoning/Problem solving
	
	
	(
	(
	(

	Written Communication
	
	
	(
	(
	(

	Observation skills
	
	
	(
	(
	(

	Verbal Communication 
	
	
	(
	(
	(

	Therapeutic use of self
	
	
	(
	(
	(

	Use of  professional terminology
	
	
	(
	(
	(


RECOMMENDATIONS:

 FORMCHECKBOX 
 Approval
 FORMCHECKBOX 
 Disapproval


 
____________________
Program Supervisor


 

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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