
Instructions: Please circle
the level of difficulty you
have for each activity
today.

Able
to do

without
difficulty

Able to
do with

little
difficulty

Able to
do with

moderate
difficulty

Able to
do with
much

difficulty

Unable
to do

Not
applicable

1. Lying flat 1  2  3 4 5 9

2. Rolling over 1  2  3 4 5 9

3. Moving-lying to sitting 1  2  3 4 5 9

4. Sitting 1 2 3 4 5 9

5. Squatting 1  2  3 4 5 9

6. Bending/stooping 1  2  3 4 5 9

7. Balancing 1  2  3 4 5 9

8. Kneeling 1  2  3 4 5 9

9. Walking-short distance 1  2  3 4 5 9

10. Walking-long distance 1  2  3 4 5 9

11. Walking-outdoors 1  2  3 4 5 9

12. Climbing stairs 1  2  3 4 5 9

13. Hopping 1  2  3 4 5 9

14. Jumping 1  2  3 4 5 9

15. Running 1  2  3 4 5 9

16. Pushing 1  2  3 4 5 9

17. Pulling 1  2  3 4 5 9

18. Reaching 1  2  3 4 5 9

19. Grasping 1  2  3 4 5 9

20. Lifting 1  2  3 4 5 9

21. Carrying 1  2  3 4 5 9

From the above list, choose the 3 activities you would most like to be able to do without 
any difficulty (for example, if you would most like to be able to climb stairs, kneel, and hop 
without any difficulty, you would choose: 1.12  2.8  3.13).

1.______ 2.______ 3.______

Name______________________________________________________Birthdate ______________

Signature_ _________________________________________________ Date__________________

Please email any questions or concerns to Rehab@Health-First.org.

O P T I M A L  F O R M
Difficulty-Baseline

Please fill in the interactive fields below by clicking on your selection (or typing in 
your information in the blanks provided), save, print, and bring it to your scheduled 
appointment, or email it to Rehab@Health-First.org.

611 E. Sheridan Road
Melbourne, FL 32901

T: 321.434.5231
F: 321.434.5230

5270 Babcock Street NE
Palm Bay, FL 32905

T: 321.722.5950
F: 321.722.5953

8705 North Wickham Road
Melbourne, FL 32940

T: 321.434.9122
F: 321.434.9125

255 Borman Drive
Merritt Island, FL 32953

T: 321.434.5820
F: 321.434.5821
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