
AREAS OF EXPERIENCE

Day Care Center (_____)
Elementary School (_____)

General Acute Care (_____)
Fitness Center (_____)

Industrial Rehabilitation (_____)
Home Healthcare (_____)

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
1 2 3 4 1 2 3 4

Acuscope Isolation precautions
Biofeedback Massage
Chest physiotherapy Muscle energy techniques
Continuous passive motion machines Muscle stimulation
Craniosacral therapy / techniques Myofascial release
Critical care procedures Neuroprobe
Cryotherapy Oral motor facilities
Diathermy Parrafin bath
Edema massage Spinal mobilization
Electro-accupunture Strain / counterstrain techniques
Extermity mobilization Therapeutic exercies / home programs
Feeding techniques Traction - cervical lumbar
Functional capacity evaluation Traction - lumbar
Hot / cold packs Transcutaneous electrical nerve stimulator (TENS)

Hydrotherapy - Hubbard tank Ultrasound
Hydrotherapy - therapeutic pool Vasopneumatic devices
Hydrotherapy - whirlpool Wheelchair / equipment assessment
Inservice education Work capacity evaluation

POLICIES / PROTOCOL
1 2 3 4 1 2 3 4

Workers compensation injury Workers compensation documentation

PATIENT CARE
Caring for a patient with… 1 2 3 4 Caring for a patient with… 1 2 3 4
Arthritis Geriatrics
Burn management HIV/AIDS
Cardiac rehabilitation IEP development
COPD Learning disability
Developmental disability Physical & other health impairments (POHI)

Early intervention (EI) SMI
Emotionally handicapped (EH) Speech/language impaired (S/LI)
Emphysema Wound care

 Physical Therapist      Physical Therapy Assistant

Please indicate the number of years of experience for each of the following.

Sports Medicine (_____)
Pediatric Rehabilitation (_____)

Hospital - Inpatient (_____)

Physical Therapy 
Skills Checklist
Date:  ______________________________

RUGS (_____)

FIM (_____)
PPS (_____)

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

Hospital - Outpatient (_____)

Secondary School (_____)

Name:  ____________________________________________________

Please indicate the appropriate job title:

Skilled Nursing (_____)

Outpatient (_____)
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NEUROLOGIC
1 2 3 4 1 2 3 4

Adaptive equipment Muscular dystrophy
Alzheimer's disease Neurosurgery
Cerebral palsy Parkinson's disease
Functional splinting Peripheral nerve damage
Head trauma Spinal cord injury
Multiple sclerosis Stroke rehabilitation

ORTHOPEDICS
1 2 3 4 1 2 3 4

Arthritis programs Mobilization techniques
Back syndrome / surgeries Neck syndrome / surgeries
Carpal tunnel Total hip replacement
Ergonomics Total joint replacement - upper extremities

Hand injury Total knee replacement
Hip failure Transmandibular (TMJ) joint dysfunction
Hip fractures Work hardening

PEDIATRICS
1 2 3 4 1 2 3 4

Activities of daily living assessment Head injury
Adaptive equipment assessment Hydrotherapy
Athletic injury Learning disabled
Birth defects Mental retardation
Bracing Neurodevelopmental techniques
Cerebral palsy Orthotics
Continuous passive motion machines Prosthetics
Crutch training Spasticity management
Development disability sequencing test Spina bifida
Developmental diseases of the bones Spinal cord injury
Early intervention Splinting
Fractures Taping
Gross motor assessment tools Traumatic brain injury

PROSTHETICS / ORTHOTICS
1 2 3 4 1 2 3 4

Above knee prosthetics Orthoplast / aquaplast
Ankle / foot orthosis Serial / inhibitory casting
Below knee prosthetics Slings
Dynamic splints Static splints
Gait analysis Upper extremity prosthetics
Hand splinting Wrist splinting

SPORTS MEDICINE
1 2 3 4 1 2 3 4

Athletic injuries Lido
Biodex Nautilus / Eagle
Bracing / joint immobilization Orthotron / Kinetron
Cybex Strength & endurance training
Immobilization Taping / Strapping
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COMPUTERIZED TESTING
1 2 3 4 1 2 3 4

Fatigue characteristics Net muscular torque
Fiber type Range of motion (ROM)
Functional strength Work capacity

LICENSURE & CERTIFICATION
Cardiovascular & Pulmonary Certified Specialist (CCS) Exp ______ State License ( _____ / #____________)

Certified Hand Therapist (CHT) Exp ______ State License ( _____ / #____________)
Certified Personal Trainer (ACE) Exp ______ State License ( _____ / #____________)

Certified Strength & Conditioning Specialist (NSCACC) Exp ______ State License ( _____ / #____________)
Clinical Electrophysiology Specialist (CES) Exp ______ BLS

Geriatric Certified Specialist (GCS) Exp ______ ACLS
Neurology Certified Specialist (NCS) Exp ______ PALS
Orthopaedic Certified Specialist (OCS) Exp ______ NRP
Pediatric Certified Specialist (PCS) Exp ______ NDT

Sports Certified Specialist (SCS) Exp ______ EMT
Other (_________________________) Exp ______ Other (_________________________)
Other (_________________________) Exp ______ Other (_________________________)

Exp _______
Exp _______

Issued ________
Issued ________
Issued ________
Issued ________

Issued ________ Exp _______
Exp _______Issued ________
Exp _______Issued ________
Exp _______
Exp _______

Issued ________ Exp _______

Issued ________ Exp _______
Issued ________ Exp _______
Issued ________ Exp _______

Issued ________ Exp _______
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