
CLINICAL DOCUMENTATION
Clinician assessment record

For authorized healthcare professionals only

Patient reference: __________ Assessment date: __________

Clinician / practice: __________________

Purpose of assessment: ______________________________

Relevant findings: __________________________________

Functional restrictions, if assessed: __________________

Applicable period / review date: ______________________

Information shared with patient consent: ______________

Clinician name and registration: ______________________

Signature / issue date: ______________________________

Blank documentation aid; not a medical diagnosis or an issued certificate.
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