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(i) NEED INSTROCTIONS & SUPERVISION

{2) NEED REVIEW

INSTRUCTIONS TO EMPLOYEE: Use the following answer key to indicate the extent of your “previous experience.™
(3} FEEL COMPETENT TO PERFORM WITHOUT SUFERVIZOH

{4) FEEL COMPETENT TO ORIENT
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EVALUATION USE OF THERAPEUTIC MODALITIES (CON'T) ]
Muscle Test Hot Pack
Geniometry Cald Pack
Postural Evaluation lee Massapge
Meurological Evaluation Massage

Joint Integrity

II LSE OF THERAPEUTIC EXERCISE

Pain Evaluation

Active, Active Assistive,
Resistive, Pasgive

Faciliation-mhibition

Directive of

Exercise/Activity on Techniguas
Cardiopulmonary Graded cardiopulmonary
Function Exercizes -

Functional mobility
Evaluation

USE OF THERAPEUTIC MODALITIES

FUNCTIUNA_L MOBILITY

TRAINING

[Ittrasound

(rait Training

Fhonophoresis

Transfer Training

Electrothesapy for muscle
re-ed

*ADLTrraining

Electrotherapy for Pain
Coatrol

Body Mechanics/Posture
Training

Electotherapy for Edema
Caontrol

CORRECT FITTING AND TRAINING IN USE OF

]

Electrotherapy to Improve
Circulation

*LIE Prosthesis

[nfrared LE Prosthesis

Llltraviolet *UE Orthotics

Trastion LE Orthotics

Paraffin Wheelchair
HCL/Farms 060402
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