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Today’s Date:  Record the month/day/year with one digit per box. 

Date of Injury:  Record the date the signs and symptoms began to occur or were exacerbated in the given boxes. If the patient cannot 
give an exact date, use the first day of the month that signs and symptoms began to occur. 

Examiner, Treater:  Record whether the PT, student PT, or both performed the initial examination and who provided the interventions 
(over course of treatment program).   

Knee Documented: Record the knee that you are establishing as the “involved side”.  If both knees are involved, you will pick the worst 
side and nominate this side as the “involved side”.   

 
Co-Morbidities:   

BP = blood pressure recorded as systolic/diastolic mmHg; needs to be measured and recorded on each data collection form. If 
a patient has more than one form, the recorded value needs to be carried over to each form. You only need to record BP once for the 
patient, as close to their first visit as possible. Check the box for either Student/CI or patient report measurement.  

Height/Weight: Record for each patient on the form and check the box for either student/CI or patient report measurement. 
Smoker: please ask the patient if they currently smoke, smoked in the past or have never smoked and record on the form. Past 

smoker according to ACSM is the person has not smoked in 6 months. If the person quit within the last 6 months than you must mark 
them as a current smoker.   

CVD: please ask the patient or obtain from patient history any current, past CV conditions or family history of CVD. If the 
patient reports yes, you must check the box and circle whether it is the patient or family history. If the patient is taking any CV Meds 
(hypertension drugs, diuretics, beta blockers, platelet medications, Aspirin, Plavix, etc) you will need to check that box.  

Diabetes Mellitus (DM): same protocol as listed for CVD. Any diabetic medication, including oral medications or insulin, would 
result in you marking the DM Meds box. 

Pulm Disease: same protocol as listed for CVD and DM above. Any pulmonary medication, including the use of inhalers would 
result in you marking the Pulm Disease Meds box.    

No Comorbidities: if the patient reports no meds, conditions, or family history of any of the conditions (CVD/meds, DM/meds, 
Pulm Disease/Meds) then you must check the box next to the no comorbidities line.  

Physical Activity: according to the Surgeon General recommendations, an individual meets the physical activity 
recommendations if they have aerobic activity for a minimum of 30 minutes moderate-intensity physical activity/day most days of the 
week OR a minimum of 20 minutes vigorous activity 3 days a week. An individual does not meet the recommendations if they do not 
have either of the above.  
 
Balance Assessments: 
Routine for Diagnosis:   Ask the PT whether he/she routinely examines balance in an individual with this diagnosis. 
 
Degree of Patient perceived balance problem: Ask the patient, “ On a scale of 0-10, where 0 is no balance difficulties, and 10 would 
be balance problems so severe you could not stand, where would you place your balance abilities?” 
 
Single Limb Stance Test: Eyes Open (EO)—patient selects stance leg 
Instructions to patient: 
Lift your right/left leg from the floor by bending your knee; stay standing on one leg as long as you can.  Keep your arms across your 
chest and don’t touch your raised leg against your other leg. Hold this position until I tell you to stop. (max of 30 sec) 
Standing on one leg/ Eyes Closed (EC) 
Instructions to patient: 
Lift your right/left leg from the floor by bending your knee; stay standing on one leg as long as you can.  Keep your arms across your 
chest and don’t touch your raised leg against your other leg. Close your eyes and hold this position until I tell you to stop. (max of 30 sec) 
Examiner instructions:  
Subject will stand with eyes open (prior to eyes closed) on a flat surface with no external support.  Timing will begin when one foot is 
raised off the floor.  Allow the patient two attempts and record the best time.  Record number of seconds the person can hold this posture 
up to a maximum of 30 seconds.  Stop timing when the subject moves their hands from chest, touches foot against stance leg, moves 
stance foot around, or touches foot/toe down.  Subject is allowed to use preferred stance leg for test.  Allow two attempts and record the 
best trial for each condition. 
Strategy: record your assessment of ankle sway strategy/ hip strategy 
 
Tandem Stance -EO (Sharpened Romberg) 
Instructions to patient: 
Place one foot directly in front of the other so that the toes of one foot are touching the heel of the other.  Place your arms across your 
chest.  Stand like this until I tell you to stop (max 30 sec). 
Tandem Stance -EC 
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Instructions to patient: 
Place one foot directly in front of the other so that the toes of one foot are touching the heel of the other. Place your arms across your 
chest and close your eyes. Stand like this until I tell you to stop (max 30 sec). 
Examiner instructions: 
Do the tests in order (EO then EC).  Record the time the patient was able to stand in each condition up to a maximum of 30 seconds and 
average both times. If patient is unable to assume tandem stance position, record as unable. 
 
Forward Reach  
Instructions to patient: 
Stand normally.  Lift your arm straight in front of you.  Stretch your fingers and reach forward as far as you can. Please do not touch the 
ruler. Once you have reached as far forward as you can, return to a normal standing position.  I will ask you to do this twice.  Do not lift 
your heels from the floor. 
Examiner instructions:  
Place a ruler at shoulder height at the end of the fingertips when the arm is out at 90 degrees. The fingers should not make contact with 
the ruler. The patient may not lift heels, rotate trunk, or protract scapula excessively. The patient must keep their arm parallel to ruler and 
may use the less involved arm. The recorded measure is the maximum horizontal distance reached by the patient. Record best reach 
and strategy used (ankle or hip). 
Walking VOR Test- with horizontal head turns 
Instructions to patient: 
Begin walking at your normal speed, when I say “right”, turn your head and look to the right; when I say “left” turn your head and look to 
the left.  Try to keep yourself walking in a straight line. 
Examiner instructions:  
Allow the patient to reach their normal gait speed, and call the commands, “right, left” every 3-5 steps. Record the most appropriate 
score: 
(3) Normal, performs head turns smoothly with no change in gait. 
(2) Mild, performs head turns smoothly with slight change in gait speed, minor disruption to smooth gait path, veering right or left. 
(1) Moderate, performs head turns, but slows down OR staggers, but recovers and continues to walk. 
(0) Severe impairment, performs task with severe disruption of gait, OR staggers outside a 15” path, loses balance, stops, reaches for 
assistance and needs assistance to prevent a fall. 
To grade: mark the lowest category that applies. 
Balance Problem Identified?  Mark Yes or No, by your or PT’s assessment. 
Balance Problem Treated? Make Yes or No, whether you/PT believe treatment was oriented to improving balance. 
 
Clinical Questions/Test and Measures:  Record information for all of the questions/tests & measures listed during the initial 
examination only. For the comorbidities, ask the patient “Do you have or have you ever been diagnosed with any of the following 
disorders…” and check all that apply.  Pulmonary conditions include asthma, emphysema, restrictive pulmonary disease, supplemental 
oxygen, and a few others.  Cardiovascular disease includes MI, angina, congestive heart failure, stroke, transient ischemic attack, PAD, 
and atrial fibrillation.  The therapist may also use any medical documentation available (i.e. medical records, other documentation) to 
determine whether these co-morbidities are present.  ALL questions/tests & measures must be recorded.  Note: See attached page 
for operational definitions of each tests and measures to be performed. 

Interventions:  The four most prioritized interventions provided each week of treatment will be recorded.  If the intervention you provide 
is not listed, use the “R: Other____” slot to record your intervention.  If more than 4 treatments are used that session, we ask that the 
therapist prioritize to the 4 believed to be most beneficial to the goals of the patient and therapist.  For all recorded interventions, put the 
intervention you believe was most important as the “#1” intervention, the next as “#2”, and so on. 

NPRS (Numeric Pain Rating Scale):  Subjects are asked to rate average pain that they have experienced over the last 24 hours on a 
scale from 0 -10. A rating of ‘0’ indicating ‘no pain’ and ‘10’ indicating pain ‘worst pain imaginable’. Results will be recorded one time per 
week.   

 

LEFS (Lower Extremity Functional Scale):  

The Lower Extremity Functional Scale (LEFS) is an ordinal level questionnaire containing 20 equally weighted questions.  Each is worth 
a maximum of 4 points for a total possible score of 80 points.  The higher the score of the patient’s responses, the higher the reported 
functional level for the patient.  This one page scale can be completed by most patients in approximately 2 minutes.  Scoring can be 
performed without a calculator and can be carried out within 20 seconds.  The patient circles a number from 0-4 corresponding to 
different levels of difficulty for each of the questions.  Once all of the questions are answered, tallies up the responses. (See attached 
page as to how to carry out the questionnaire and grading criteria.) 

Duration of Care to Date: List the number of days the patient has been under the care of the physical therapist, from initial visit for this 
episode of care until the last available date for data collection. 
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Last Visit:  Record the date of the last visit and/or discharge date in the boxes provided.  If patient fails to come on scheduled discharge 
date, record the date of the last visit. Circle whether this last visit is actually the discharge visit, or just the last available visit for data 
collection. 

Total Number of Visits:  Record the total number visits to the clinic (count all visits, including any visits where the patient was seen by 
support staff only) in the boxes provided.  
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Knee Pain Analysis of Practice Operational Definitions 
Standing 

Navicular Drop Test: With the patient in standing, position the foot being measured in subtalar joint neutral and measure the height of 
the navicular tuberosity.  Then ask the patient to stand with equal WB on both feet record the height of the navicular tuberosity.  The 
distance between these two measures (in mm) represents the navicular drop. Record navicular drop for both feet. 

Supine 

Hamstring Length (Popliteal Angle): The patient’s lower extremity that is not being tested rests fully extended on the examining table.  
Position the hip on the side being tested in 90 degrees flexion and 0 degrees of abduction, adduction, and rotation.  Extend the patient’s 
knee to the end of available motion.  Mark “HS Tight” if the knee flexion is less than 160 degrees.   

Gastrocnemius Tightness: With the patient in supine with the hip and knee extended, passively dorsiflex patients ankle through full 
available range of motion while maintaining knee in full extension.  Measure PROM.  The stationary arm is toward the head of the fibula, 
the axis is at the lateral malleolus and the moving arm is parallel to the fifth metatarsal.  The muscle is considered tight if the patient has 

< 10° PROM. 
PROM: In supine, passively flex and extend the knee and note whether there is any pain or restriction to full passive motion with 
overpressure. If there is a restriction in PROM, check “yes” and record the measurements for the applicable motion. If motion is normal, 
check “no”.  If PROM is painful, check the appropriate box. 

Quadriceps Atrophy: Have the patient perform a quadriceps isometric contraction bilaterally. Note whether you see obvious atrophy on 
the involved quadriceps compared to the uninvolved quadriceps (yes / no). 

Iliopsoas Tightness: Use the Thomas test to assess iliopsoas muscle length.  Have the patient sit at the end of table. The hip joint 
should be at edge of table with thighs off table. The patient should hold the ipsilateral hip in flexion (pull thigh toward chest). The 
therapist places a gentle touch of the hand on the back to assist the patient in going into a supine position.  Adjust the patient’s hip 
flexion until the patient’s low back is flattened against the table. Next, passively extend the ipsilateral knee and then extend the hip until 
either resistance to motion is detected or until the pelvis begins to move/rotate. At that point, assess the angle of hip flexion.  If the angle 
between the table and the femur is 10 degrees or less, the iliopsoas is not considered tight.  If this angle is greater than 10 degrees, then 
mark the iliopsoas as tight.  

Patellar Mobility (Quadrant Glide): Have the patient supine on the examination table. Medially glide the patella and laterally glide the 
patella. The patella is divided into four quadrants and during lateral and medial glide it should move approximately two quadrants. If the 
patella does not move/glide this far, then record the motion as “limited”. 

Patellar Tenderness: Palpate the peri-patellar region, annotate if there is tenderness in any of the following regions: infrapatellar region 
(can include inferior pole of patella, along the patellar tendon, and tibial tuberosity); suprapatellar region (base of patella); medial patellar 
region (along border of patella, over retinaculum); lateral patellar region (along border of patella, over 
retinaculum) 

Hip Scour Test: The hip scour test is performed with the patient in supine.  Flex & adduct the hip until 
resistance to the movement is detected. Maintain flexion into resistance and move the hip into abduction, then 
brings the hip through 2 full arcs of motion (adduction and internal rotation). If the patient reports no pain, then 
repeat while applying long-axis compression through the femur.  If the patient feels discomfort anywhere in the 
hip region, the test is coded as “positive”. 

.  

Sidelying  

ITB/TFL Tightness: The Ober’s Test should be performed to determine whether these two structures are tight or not.  Patients s are 
positioned on the opposite side to be tested with the hip and knee of the lower extremity flexed to 45° and 90°, respectively, in order to 
stabilize the pelvis. Places the right hand on the ipsilateral pelvis to stabilize it by pushing in a superior and downward direction. 
Passively abduct the hip and then extend the involved hip until it is in line with the trunk. Ask the subject to relax all muscles of the lower 
extremity while allowing the limb to drop into adduction toward the table through the available hip adduction range of motion. Be sure to 
prevent flexion and internal rotation of the hip. The end position of hip adduction is defined as the point at which lateral tilting of the pelvis 
is palpated, when hip adduction movement stops, or both. If the limb is horizontal / parallel to the table, or drops into more adduction, the 
ITB/TFL is not considered tight.  If the hip is abducted at all, the TFL/ITB is considered to be tight. 

Prone 

Lumbar Spring Test: With the patient in prone, perform posterior-to-anterior spring testing to each of the lumbar vertebrae (use 
hypothenar eminence over the spinous process of each vertebrae and perform oscillatory posterior to anterior motion).  Make a judgment 
of whether spring testing of any of the lumbar vertebrae is “stiff”, or hypomobile (compare to levels above and below the vertebra being 
tested, as well as compared to the other patients you have tested over time).   

Rectus Femoris Tightness: The patient’s position should be prone with the knee flexed to 90 degrees.  After instructing patient in 
motion desired, flex patient’s knee through full available ROM while maintaining the ipsilateral hip in full extension.  Palpate and align the 
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goniometer with the stationary arm toward the greater trochanter of the femur, the axis on the lateral epicondyle of the femur and the 
moving arm on the lateral malleolus. The point at which the ipsilateral hip begins to flex during knee flexion marks the limit of the rectus 
femoris muscle length.  The rectus femoris is considered tight if  

Other 

Altman’s Criteria for Hip OA:  If the patient meets either of the following test clusters for the ipsilateral hip, mark “yes” for “Altman’s 
Criteria for Hip OA”: 1) Pain reported in the hip, <115 degrees hip flexion, and <15 degrees hip internal rotation (all 3 findings met); 2) 
Pain with hip internal rotation, >60 min morning stiffness, and > 50 years of age (all 3 findings met) 

Altman’s Criteria for Knee OA:  If the patient fulfills one of the following clinical criteria then check “yes” for “Altman’s Criteria Knee OA”  
(Sn= .89; Sp=.88):  1) knee pain, aged ≤ 38yrs, and bony enlargement;   2) knee pain, aged ≥39 yrs, AM stiffness ≤30 minutes, and 
bony enlargement;            3) knee pain, crepitus on active motion; AM stiffness ≤30 minutes, and bony enlargement;  4) knee pain, AM 
stiffness ≤30 minutes, crepitus on active motion,  aged ≥ 38yrs.   

The Lower Extremity Functional Scale 
We are interested in knowing whether you are having any difficulty at all with the activities listed below because of your lower 
limb problem for which you are currently seeking attention. Please provide an answer for each activity. 

Today, do you or would you have any difficulty at all with: 
 

Activities Extreme 
Difficulty 
or Unable 
to 
Perform 
Activity 

Quite a Bit 
of 
Difficulty 
 

Moderate 
Difficulty 
 

A Little Bit 
of 
Difficulty 

No 
Difficulty 
 

1 Any of your usual work, housework, or school 
activities. 

0 1 2 3 4 

2 Your usual hobbies, re creational or sporting 
activities. 

0 1 2 3 4 

3 Getting into or out of the bath.  0 1 2 3 4 

4 Walking between rooms.  0 1 2 3 4 

5 Putting on your shoes or socks.  0 1 2 3 4 

6 Squatting.  0 1 2 3 4 

7 Lifting an object, like a bag of groceries from 
the floor.  

0 1 2 3 4 

8 Performing light activities around your home.  0 1 2 3 4 

9 Performing heavy activities around your home.  0 1 2 3 4 

10 Getting into or out of a car.  0 1 2 3 4 

11 Walking 2 blocks.  0 1 2 3 4 

12 Walking a mile.  0 1 2 3 4 

13 Going up or down 10 stairs (about 1 flight of 
stairs).  

0 1 2 3 4 

14 Standing for 1 hour.  0 1 2 3 4 

15 Sitting for 1 hour.  0 1 2 3 4 

16 Running on even ground.  0 1 2 3 4 

17 Running on uneven ground 0 1 2 3 4 

18 Making sharp turns while running fast.  0 1 2 3 4 

19 Hopping.  0 1 2 3 4 

20 Rolling over in bed.  0 1 2 3 4 

 
Column Totals: 
 

     

 
Minimum Level of Detectable Change (90% Confidence): 9 points    SCORE: _____/ 80 
 

Source: Binkley et al (1999): The Lower Extremity Functional Scale (LEFS): Scale development, measurement properties, and 
clinical application. Physical Therapy. 79:371-383. 

 
 
 


