
AREAS OF EXPERIENCE

School System (_____)
General Acute Care (_____)
Industrial Medicine (_____)

Skilled Nursing Facility (_____)
Pediatric Rehabilitation (_____)

Please indicate below your level of experience for each item following the coding:
1 = No experience or only prior observation
2 = Less than one year current experience or any previous experience
3 = One - two years current experience or need minimal assistance
4 = Two plus years of current experience or function independently

MODALITIES/EQUIPMENT/PROCEDURES
1 2 3 4 1 2 3 4

Accupressure Hydrotherapy - therapeutic pool
Activities of daily living (ADL) Hydrotherapy - whirlpool
Adaptive equipment assessment Inservice education
Adaptive equipment fabrication Instrumental activies of daily living (IADL)

Biofeedback Massage
Chest physiotherapy Muscle stimulation
Cognitive retraining OBRA nursing home restoration
Continuous passive motion machines Oral motor facilities
Cryotherapy Paraffin bath
Driving evaluation Pre-discharge planning
Edema massage Range of Motion (ROM)
Feeding techniques Therapeutic media
Feldenkrais Transcutaneous electrical nerve stimulator (TENS)

Fluidotherapy Ultrasound
Functional activities - splinting Vision therapy
Group dynamics Wheelchair assessment
Home accessibility Wound management
Hydrotherapy - Hubbard tank Wrist/hand splinting

PATIENT CARE
Caring for a patient with… 1 2 3 4 Caring for a patient with… 1 2 3 4
Arthritis Deconditioning
Back / Neck injuries Generalized weakness
Burn management HIV/AIDS
Cardiac rehabilitation Isolation precautions
Cerebral palsy Learning disability
Critical care procedures Spina bifida
Developmental disabilities Trauma

NEUROLOGIC
1 2 3 4 1 2 3 4

Central nervouse system disorders Head trauma
Cognitive disorders Peripheral nerve injuries
Coma management Spinal cord injury
CVA Stroke rehabilitation

Other (____________) (_____)
Hospital - Inpatient (_____)

Occupational Therapy 
Skills Checklist

Date:  ______________________________

Work Hardening (_____)

Outpatient Clinic (_____)
Rehabilitation Clinic (_____)

Hospital - Psychiatric (_____)
Hospital - Rehab (_____)

Hospital - Children's (_____)

 Occupational Therapist      Occupational Therapy Assistant

Other (___________) (_____)

Name:  ____________________________________________________

Please indicate the appropriate job title:

Home Healthcare (_____)

Please indicate the number of years of experience for each of the following.
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Occupational Therapy 
Skills Checklist

Date:  ______________________________Name:  ____________________________________________________

ORTHOPEDICS
1 2 3 4 1 2 3 4

Energy conservation arthritis program Temporomandibular joint dysfunction (TMJ)

Hand injury Therapeutic exercise
Hip fractures Total hip replacement
Joint protection arthritis program Total joint replacement - upper extremities

Mobilization techniques Total knee replacement

PEDIATRICS
1 2 3 4 1 2 3 4

Activities of daily living assessment Orthotics
Birth defects Referrals & resources
Developmental testing Sensory integrative testing
Discharge planning Visual perceptual skills testing
Neurodevelopmental testing Wheelchair positioning device

PROSTHETICS / ORTHOTICS
1 2 3 4 1 2 3 4

Above-knee prosthetics Serial / inhibitory casting
Below-knee prosthetics Slings
Dynamic splints Static splints
Moyfascial release (MFR) Upper extremity prosthetics
Orthoplast

PSYCHIATRIC
1 2 3 4 1 2 3 4

Acute disorders Depression
Chronic disorders Group treatment
Community re-entry Standardized assessment tools
Crisis intervention Substance abuse

FUNCTIONAL/VOCATIONAL TRAINING
1 2 3 4 1 2 3 4

Baltimore therapeutic equipment (BTE) Perceptual assessment
Cognitive assessment Prevocational training
Functional capacity evaluation Valpar - work hardening
Job task analysis Work capacity evaluation

LICENSURE & CERTIFICATION
OTR Exp ______ State License ( _____ / #____________)

COTA Exp ______ State License ( _____ / #____________)
Certified in Geriatrics (BCG) Exp ______ BLS

Certified in Neurorehabilitation (BCN) Exp ______ ACLS
Certified in Pediatrics (BCP) Exp ______ PALS

Other (_________________________) Exp ______ NRP
Other (_________________________) Exp ______ EMT
Other (_________________________) Exp ______ Other (_________________________)
Other (_________________________) Exp ______ Other (_________________________)

Exp _______
Issued ________ Exp _______

Exp _______Issued ________
Exp _______Issued ________

Issued ________
Issued ________
Issued ________

Exp _______
Exp _______

Exp _______

Issued ________ Exp _______

Issued ________

Issued ________ Exp _______
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