
Learning objectives:
By the end of this assignment, the successful student will be able to:
1. Document an initial evaluation note for a client s/p radial fracture.  
2. Prepare a typed patient education packet for a client s/p radial fracture.
3. Reflect on what should be included in an evaluation.
4. Critically analyze documentation and provide constructive peer feedback.
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PART 1: Initial Evaluation Note
Review the patient’s medical chart on the next page before watching the evaluation videos.
Use the following videos from the ICE Video Library to document your Initial Evaluation Note.                                
Find the videos by typing the title in the search box. For example, type, “radial fracture part 1” to find the first video.
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Before any evaluation, you should always review the medical chart. Assume you were able to get copies of the 
following excerpts from the patient’s medical chart from her inpatient hospitalization. Only include what you think is 
pertinent for your evaluation note.

Chart Review:



Tips for Writing Your Evaluation Note:
1. Type your note as if you are about to place it in your patient’s chart, including all important general patient 

information at the top and a signature at the bottom. Occupational profile is required.  

2. SOAP format is required. You may use the evaluation formats in your required SOAP textbook as an example, 
but please note that these are just examples. You may need to add or delete subsections as necessary. You may 
also refer to your musculoskeletal notes/templates on writing SOAP notes from last semester.  

3. Your note must include a problem list, 4 short term goals (1 week) and 4 long term goals (4 week).

4. Because the videos do not show the entire evaluation, you will need to add the information in the box below to 
your Evaluation Note. 

5. When finished, check yourself: Does your evaluation note meet all criteria listed in the Guidelines for 
Documentation of Occupational Therapy (AOTA, 2018)? Did you meet all of the criteria on the Initial Evaluation 
Documentation Checklist (last page of this handout)?

ADD THIS ADDITIONAL INFORMATION TO YOUR INITIAL EVALUATION NOTE:

• Evaluation took 45 minutes and took place in an outpatient clinic on Feb 3.
• Patient education took 25 minutes (in addition to the 45 min eval). 
• All ROM measurements were AROM (PROM NT).
• All ROM measurements had normal range at the beginning of range (in other words, the client 

was able to reach 0 degrees).
• LUE was WNL for strength, sensation, and AROM. Include exact measurements for wrist and 

hand because it will be good to have these for comparison as patient progresses. Assume:
• AROM L wrist flexion 0-70 degrees (over the top of wrist – only document ONE method)
• AROM L wrist extension 0-80 degrees (over the top of wrist)
• AROM L radial deviation 0-20 degrees  
• AROM L ulnar deviation 0- 35 degrees

• BUE AROM and strength were WFL for elbow and shoulder joints.
• RUE sensation – patient was able to identify light touch and pin prick accurately but reports that 

the sensation is “not normal” and feels “hypersensitive.”
• Patient reported the following regarding ADL:

• “I can bathe and use the toilet by myself, but I use my left hand to reach behind me 
because my right arm is so hypersensitive. I don’t’ want it to rub against anything.”

• Therapist observed the following ADL:
• Needed to use two hands to move a pot of water to the stove.
• Independent in dressing, including buttoning shirt and fastening bra but needing 

increased time and has to fasten bra in the front instead of back.
• Patient works at a desk and her right hand is slower to type. Fatigues and needs rest 

break when using the mouse and typing after about 10 minutes.
• Independent with walking around in the clinic and sit ó stand, no balance issues noted.

• Remember that only the things that the therapist OBSERVED should go in the O section.  If 
the patient verbalizes function only, it must be put in the S section.

• Patient Education:  Patient education was provided x 25min for scar mobilization, heat therapy, 
AROM exercise program, strengthening and edema management, and compression glove use.  
Patient attended appropriately to instructions and verbalized understanding.  
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PART 2: Patient Education
Prepare a patient education packet based on the following patient education videos. 

Your patient education packet should be compiled in an easy-to-read, a user-friendly format, as if you are 
about to give it to the patient to take home with her for reference. Pictures are encouraged. Your packet 
should include all patient education areas addressed by the therapist in the six ICE patient education videos.

PART 3: Reflection
• What did you like best about this therapist’s evaluation, treatment, interaction?

• What would you recommend doing differently?

• List at least 3 other questions you would like to have asked during the subjective interview.

PART 4: Peer Feedback
• BRING A PAPER COPY OF YOUR EVALUATION NOTE AND EDUCATION PACKET TO LAB ON THE DUE DATE.

• In lab, read a peer’s Initial Evaluation Note and Patient Education Packet. 

• Give constructive peer feedback regarding strengths and areas for improvement using the Initial Evaluation 
Documentation Checklist on the following page.
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Initial Evaluation Documentation Checklist
Please provide peer feedback by checking areas that need further attention below.                                        
When finished, please STAPLE THIS TO THE DOCUMENTATION NOTE AND SUBMIT TO INSTRUCTOR IN LAB.
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