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Integrative Physical Therapy                                                                      Patient Name:_________________     

Functional Activity Checklist                                                                       Date:___/___/_____

Please put an "X" in the box that best describes any problems you are experiencing with the below activities:

	Fully able  =  no problems or symptoms. 

Mild  =  having some symptoms, but are able to perform the activity.

Moderate  =  the symptoms are beginning to limit the activity (slowing or changing how you do it).

Severe  =  the symptoms significantly impair your ability to perform the activity, you avoid it.

Unable  =  you cannot perform the activity.

N/A  =  not applicable, have not tried.


	Activity
	N/A
	Fully Able
	Mild
	Moderate
	Severe
	Unable

	
	
	
	
	
	
	

	Lying on right side
	
	
	
	
	
	

	Lying on left side
	
	
	
	
	
	

	Lying on back
	
	
	
	
	
	

	Lying on your stomach
	
	
	
	
	
	

	Rolling in bed side to side
	
	
	
	
	
	

	Sit to stand
	
	
	
	
	
	

	Sitting
	
	
	
	
	
	

	Standing 
	
	
	
	
	
	

	Walking in your home
	
	
	
	
	
	

	Walking in the dark 
	
	
	
	
	
	

	Walk up/down stairs-ramps
	
	
	
	
	
	

	Dressing / Undressing
	
	
	
	
	
	

	Shopping / Errands
	
	
	
	
	
	

	Bending / Turning
	
	
	
	
	
	

	Lifting
	
	
	
	
	
	

	Driving
	
	
	
	
	
	

	Work (your job)
	
	
	
	
	
	

	Housework
	
	
	
	
	
	

	Meal preparation
	
	
	
	
	
	

	Bathing / Showering
	
	
	
	
	
	

	Fitness/Exercise
	
	
	
	
	
	


Please feel free to elaborate on any particular difficulties you are experiencing in the space below:

