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Ambulation Assessment

Ambulation Assessment

Assistive Device

- ; O None O walker O Prosthesis [ BiPAP/CPAP
Assistive Devices | M cane O wheelchair [ Crutches
Ambulation
Ambulation Distance | ()
[J Independent [] supervision [J Contact Guard Assistance

Ambulation Ability | ] Minimum Assistance [] Moderate Assistance (] Maximum Assistance
[ 1 Person Assist [ 2 Person Assist

Ambulation Tolerance 8 gz%eélent 8 Ezlér O Unable
[ attention Impaired [ Immobility [ sensation Impaired
Factors Limitin L] Balance Impaired  [JPain [ Transfer Assistance
ﬁrnbulation,’ACti\?itv [ Endurance Decreased [] Poor Safety Awareness [] Vision Impaired
[ Gait Impaired [ Refused [ weakness
[ Gait Unsteady [J ROM Impaired O other
Other Factors
Limiting
Ambulation/Activity
Refused
Ambulation/Activity O ves
Patient Refused
Ambulation/Activity
Comment

Ambulation Comments

Ambulation
Additional Comments
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