
DEPARTMENT OF MEDICAL ASSISTANCE SERVICES 
OUTPATIENT REHABILITATION UTILIZATION REVIEW 

Recipient:___________________________________ Date of Birth:____________________ Age:______ 
VMAP#:____________________________________ Diagnosis:_________________________________ 
Provider:____________________________________ Provider #:________________________________ 
Dates Under Review:__________________________ UR Date:__________________________________ 
____________________________________________Reviewer:_________________________________ 
 

Discipline Physical Therapy Occupational Therapy Speech Therapy 
Physician Order for Eval    
Admission & D/C Dates       
    
Assessment/Evaluation    
Diagnosis/History       
Current Fx Status    
Therapist 
Signature/Title/Date 

         

    
Initial Plan of care 
(POC)/acute/non-acute 

      

Implementation Date    
Modalities/Procedures       
Frequency/Duration       
Goals Id’d - STG/LTG       
Measurable Goals -  
STG and LTG 

      

Achv. Dates -STG/LTG       
Discharge Plan       
Therapist 
Signature/Title/Date 

         

Physician 
Signature/Date/21 days 

         

 
Physical Therapy POC reviews (q60 day or annual) with required POC components: 
 
Dates of Plans of Care:___________________________________________________________________ 
Modalities/Procedures: ___________________________________________________________________ 
Frequency/Duration: _____________________________________________________________________ 
Goals Identified-STG and LTG: ____________________________________________________________ 
Measurable Goals-STG and LTG: __________________________________________________________ 
Achievement Dates-STG and LTG: _________________________________________________________ 
Discharge Plan: _________________________________________________________________________ 
Therapist-Signature/Title/Date: ____________________________________________________________ 
Physician-Signature/Date/21 days: __________________________________________________________ 
 
Occupational Therapy POC reviews (q60 day or annual) with required POC components: 
 
Dates of Plans of Care: ___________________________________________________________________ 
Modalities/Procedures: ___________________________________________________________________ 
Frequency/Duration: _____________________________________________________________________ 
Goals Identified-STG and LTG_____________________________________________________________ 
Measurable Goals-STG and LTG: __________________________________________________________ 
Achievement Dates-STG and LTG: _________________________________________________________ 
Discharge Plan: _________________________________________________________________________ 
Therapist-Signature/Title/Date: ____________________________________________________________ 
Physician-Signature/Date/21 days: __________________________________________________________ 
 
J:/facility/rehab/form&shl/outpatient rehab/OR UR Tool  (Revised 10/14/05) 
 
KEY:   = Yes   N = No   N/A = Not Applicable     STG:  Short Term Goals    LTG:  Long Term Goals 
Achv.:  Achievement 



DEPARTMENT OF MEDICAL ASSISTANCE SERVICES 
OUTPATIENT REHABILITATION UTILIZATION REVIEW 

 
 
 
Speech Therapy POC reviews (q60 day or annual) with required POC components: 
 
Dates of Plans of Care: ___________________________________________________________________ 
Modalities/Procedures: ___________________________________________________________________ 
Frequency/Duration: _____________________________________________________________________ 
Goals Identified-STG and LTG: ____________________________________________________________ 
Measurable Goals-STG and LTG: __________________________________________________________ 
Achievement Dates-STG and LTG: _________________________________________________________ 
Discharge Plan: _________________________________________________________________________ 
Therapist-Signature/Title/Date: ____________________________________________________________ 
Physician-Signature/Date/21 days: __________________________________________________________ 
 
 

Discipline Physical Therapy Occupational Therapy Speech Therapy 
Progress Notes    
Documented Per Visit    
Modalities/Procedures       
Pt. Response to Goals    
Therapist 
Signature/Title/Date 

         

    
Discharge Summary    
Outcome Based    
Therapist 
Signature/Title/Date 

         

MD Discharge Order    
    
Qualified Therapist    
    
Q 30 day Supervision 
of Therapy Assistant(s) 

   

 
 
 
Comments: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
J:/facility/rehab/form&shl/outpatient rehab/OR UR Tool  (Revised 10/14/05) 
 
KEY:   = Yes   N = No   N/A = Not Applicable     STG:  Short Term Goals    LTG:  Long Term Goals 
Achv.:  Achievement 
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