
Non-Acute Care AOP Operational Definitions / Instructions 
 
Examined/Treated By: Select the person(s) who performed/guided most of the exam/treatment for this patient. If there was 
equal contribution from the clinician and the student PT, click “both”. 
 

Height/Weight: Needed information for calculating BMI. Please be sure to fill this out. 

Diagnosis: Check all areas that apply. Add further detail in the space provided. 
 
Living status: Use living status criteria for admission status, discharge recommendation and discharge destination  
1 = Home without assistance 2 = Home with assistance 3 = Skilled nursing facility 
4 = Rehabilitation facility 5 = Acute care facility  6 = other non-acute facility 
 
INTERVENTION LOG 
 
Monitored: Vital signs taken prior to treatment 1 = yes, 2 = no 
 
Vital Sign Response: 
1= orthostatic (SBP drops > 10 mmHg from change in position and remains low over 3 minutes) and symptoms of light 

headed, pallor, dizziness or nausea. 
2= orthostatic but not symptoms after 3 minutes 
3 = normal response to change in position or activity (SBP drops pressure from resting position < 10 mmHg from resting,  

 

 Assistance Table (criteria consistent with FIM) 
7 Complete independence (timely, safely) 
6 Modified independence (extra time, assistive devices) 
5 Supervision or Set-up assistance, Verbal cues 
4 Minimal assistance of one (patient performs 75% or more of task) 
3 
2 

1 

Moderate assistance of one (patient performs 50-74% of task) 
Maximal assistance of one (patient performs 25-49% of task) or assistance of more than 
one person is required 
Total assistance of one (patient performs less than 25% of task) or assistance of more than 
one person is required  

Bed Mobility Assist: Enter the code from the assistance table that corresponds with the patient's highest level of independence 
(highest score) displayed on bed mobility skills, including: rolling right and left, supine to sit, & sit to supine. 
 
Transfer Assist: Enter the code from the assistance table that corresponds with the patient's highest level of dependence 
(highest score) displayed on which include: WC to bed, WC to mat table, WC to commode, and sit to stand. 
 
Ambulation/Mobility Distance (ft): First, enter the mode of mobility the patient used (A= ambulation, WC= wheelchair). Second, 
enter the greatest distance (in feet) that the patient was able to ambulate or propel the wheelchair during that day. If the patient is 
using both means of mobility, record wheelchair and ambulation distances. (i.e. If the patient ambulated 50 feet once and 75 feet 
once during the session, the data should be recorded "A-75." If the patient ambulated 10 feet and propelled the wheelchair 125 feet, 
the data should be recorded "WC-125, A-10.") 
 
Assistive Device: Enter the number corresponding to the type of assistive device used during the ambulation or wheelchair 
mobility for which distance was recorded. 
 
0 = no device 1 = standard cane 2 = quad cane, hemi walker or unilateral crutch 
3 = bilateral crutches 4 = walker 5 = parallel bars 6 = wheelchair 
 
Ambulation/Mobility Assist: First, enter the mode of mobility the patient used (A= ambulation, WC=wheelchair). Second, enter 
the code from the assistance table that corresponds with the patient's highest level of dependence (highest score) displayed on 
ambulation or wheelchair mobility. If the patient is using both means of mobility, record the assistance required for both wheelchair 
mobility and ambulation. 
 
Stairs: Enter the code from the assistance table that corresponds with the patient’s level of dependence displayed when 
ambulating up and down one flight of stairs indoors. 

Interventions: For each week, choose from the list labeled 1 through 10 the four major treatments used in that treatment 
session. When more than more of the treatments are used, list the four of highest priority according to the therapist's opinion 
on those treatments that have most influence on the patient's recovery during that week. 


