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Department of Physiotherapy & Rehabilitation Sciences
INITIAL NEUROREHABILITATION ASSESSMENT


S – SUBJECTIVE
PATIENT IDENTIFICATION ☐ OPD ☐ IPD ☐ ICU ☐ Rehab         Rehab Phase: ☐ Acute ☐ Sub-acute ☐ Chronic

	Patient Name: ______________________________

Age: ____ yrs Sex: ☐ M ☐ F ☐ Other   

Date & Time of Assessment: _________________
	UHID: ____________________________________

Primary Neurological Diagnosis: 

Date of Onset / Surgery / Injury: 



CHIEF COMPLAINTS
	(As reported by patient / caregiver)




	☐ Sitting difficulty ☐ Standing difficulty ☐ Walking difficulty ☐ Transfers difficulty  ☐ Hand use difficulty ☐ Speech difficulty  ☐ Swallow difficulty ☐ Fatigue ☐ Pain  ☐ Other: 


HISTORY OF PRESENTING COMPLAINTS
	Mode of onset: ☐ Sudden ☐ Gradual 
☐ Progressive 


	Prior medical management received: 




PAST MEDICAL & RELEVANT HISTORY 
☐ Hypertension ☐ Diabetes ☐ Cardiac disease ☐ Seizure disorder ☐ Respiratory illness ☐ Previous neurological illness ☐ Previous surgery / hospitalization ☐ History of falls ☐ Other comorbidities: _____________________

SUBJECTIVE / PARTICIPATION SCREEN
	Primary Difficulties (Patient / Caregiver Reported)
☐ Sitting ☐ Standing ☐ Walking ☐ Transfers ☐ Hand use ☐ Speech ☐ Swallow ☐ Fatigue ☐ Pain
Pain
☐ Absent ☐ Present Score: ___ /10 Type: ☐ Mechanical ☐ Neuropathic ☐ Spasticity-related
	Remarks (if any):



O – OBJECTIVE
MEDICAL & SAFETY SCREEN (REHAB CLEARANCE)
	Medical Stability: ☐ Medically stable for active rehabilitation ☐ Stable with restrictions ☐ Not fit for rehab today
Restrictions / Precautions (tick):: ☐ BP limits ☐ Cardiac ☐ Seizure ☐ ICP ☐ Surgical ☐ Fracture ☐ Orthosis required  ☐ Weight-bearing restriction
	Remarks (if any): 


	Red Flags (Tick if present today) ☐ Chest pain ☐ Desaturation ☐ Dizziness ☐ Uncontrolled pain ☐ Fever ☐ DVT signs



IMPAIRMENT-LEVEL ASSESSMENT
	Motor Tone (MAS)
☐ Normal ☐ Hypotonia ☐ MAS 1 ☐ MAS 1+ 
☐ MAS 2 ☐ MAS 3 
☐ MAS 4
	Motor Control
☐ Normal ☐ Reduced 
☐ Synergistic ☐ Poor selective ☐ Involuntary movements

	Strength (MMT – Key Muscle Groups)
☐ 4–5/5 ☐ 3/5 ☐ 2/5 
☐ ≤1/5

	Sensation
☐ Intact ☐ Reduced ☐ Absent ☐ Neglect ☐ Proprioceptive loss

	Postural Control
☐ Head ☐ Trunk 
☐ Pelvic ☐ Poor alignment 
☐ Asymmetry



FUNCTIONAL MOBILITY SCREEN
	Bed Mobility
☐ Independent ☐ Min assist ☐ Mod assist ☐ Max assist ☐ Dependent
Transfers
☐ Sit↔Stand ☐ Bed↔Chair ☐ Toilet Level: ☐ Independent ☐ Assisted ☐ Dependent
Standing & Balance
☐ Static ☐ Dynamic ☐ Unable ☐ Requires support ☐ Unsafe without assistance
Ambulation
☐ Non-ambulatory ☐ Therapeutic ambulation ☐ Functional ambulation
Assistive Device:
☐ None ☐ Walker ☐ Cane ☐ Wheelchair ☐ Orthosis

	Remarks (if any):


FUNCTIONAL INDEPENDENCE MEASURE (FIM) (Baseline Functional Status & Outcome Measure – MDT Assessed)
FIM Scoring Key: 7 ☐ Complete 6 ☐ Modified 5 ☐ Supervision 4 ☐ Min Assist 3 ☐ Mod Assist 2 ☐ Max Assist 1 ☐ Total

	A. MOTOR FIM – SELF-CARE
	Item
	1
	2
	3
	4
	5
	6
	7

	Eating
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Grooming
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Bathing
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Dressing – Upper Body
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Dressing – Lower Body
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Toileting
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Self-Care Subtotal: ______ / 42


C. MOTOR FIM – TRANSFERS
	Item
	1
	2
	3
	4
	5
	6
	7

	Bed / Chair / Wheelchair
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Toilet Transfer
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Bath / Shower Transfer
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Transfers Subtotal: ______ / 21



	
	B. MOTOR FIM – SPHINCTER CONTROL
	Item
	1
	2
	3
	4
	5
	6
	7

	Bladder Management
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Bowel Management
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Sphincter Control Subtotal: ______ / 14



D. MOTOR FIM – LOCOMOTION
	Item
	1
	2
	3
	4
	5
	6
	7

	Walk / Wheelchair
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Stairs
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Locomotion Subtotal: ______ / 14


Device Used: ☐ None ☐ Walker ☐ Cane ☐ Wheelchair ☐ Orthosis

MOTOR FIM TOTAL  - Motor FIM Score: ______ / 91

	F. COGNITIVE FIM – SOCIAL COGNITION
	Item
	1
	2
	3
	4
	5
	6
	7

	Social Interaction
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Problem Solving
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Memory
	☐
	☐
	☐
	☐
	☐
	☐
	☐



	
	E. COGNITIVE FIM – COMMUNICATION
	Item
	1
	2
	3
	4
	5
	6
	7

	Comprehension
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Expression
	☐
	☐
	☐
	☐
	☐
	☐
	☐



Cognitive FIM Subtotal: ______ / 35


TOTAL FIM SCORE Motor FIM: ______ / 91. Cognitive FIM: ______ / 35   GRAND TOTAL FIM SCORE: ______ / 126

FUNCTIONAL DEPENDENCE CATEGORY 
	☐ Severe Dependence
(Total FIM < 60)    
	☐ Moderate Dependence (Total FIM 60–90)
	☐ Mild Dependence 
(Total FIM 91–120)  
	☐ Independent / Near Independent (>120)



A – ASSESSMENT
	Clinical Physiotherapy Assessment - Key Problem List (Tick):
☐ Impaired motor control ☐ Muscle weakness ☐ Spasticity / tone abnormality 
☐ Balance impairment ☐ Functional mobility limitation ☐ ADL dependence ☐ Fall risk
Rehabilitation Potential: ☐ Good ☐ Fair ☐ Guarded
	Clinical Impression:



P – PLAN
REHABILITATION GOALS 
	Patient Priority Goal (tick): ☐ Walking ☐ Transfers ☐ Hand use ☐ ADLs ☐ Work

	Short-Term Goals (2–4 weeks)
☐ Improve bed mobility ☐ Improve transfers ☐ Improve standing balance ☐ Improve gait endurance ☐ Improve UE function 
	Long-Term Goals
☐ Independent at home ☐ Home with caregiver ☐ Assisted living / long-term care 


COMPREHENSIVE REHABILITATION PLAN
	A. Rehab Interventions
☐ Task-specific mobility training ☐ Bed mobility & transfer training ☐ Balance & postural control ☐ Gait re-education
☐ Functional strengthening ☐ Endurance conditioning 
☐ Spasticity management ☐ Positioning / splinting
	B. Upper Limb & ADL Training
☐ Reach & grasp ☐ ADL practice 
☐ Task-oriented hand function 
☐ Bimanual coordination
	C. MDT Team
☐ Occupational Therapy 
☐ Speech & Swallow Therapy 
☐ Cognitive / Psychological therapy ☐ Caregiver training

	D. Dosage & Intensity: Frequency: ☐ Daily ☐ Alternate days ☐ ____ /week 
Session Duration: ☐ 30 ☐ 45 ☐ 60 min Intensity: ☐ Low ☐ Moderate ☐ High
	E. Assistive Devices / Supports
☐ Walker ☐ Cane ☐ Wheelchair ☐ Orthosis ☐ Splint 



SAFETY, CONSENT & EDUCATION
☐ Rehab consent obtained ☐ Fall risk addressed ☐ Pressure injury prevention planned ☐ Patient / caregiver education initiated


Assessed By:________________________________________ Signature: ___________________ Date & Time: __________
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