
SCOKJ® 
 

PATIENT EVALUATION FORM 

Copyright 2003, Horton Technology, Inc. All rights reserved. 



Name:_________________________________________                                     Date:____________________ 
 
Practitioner:____________________________________                                      Referring Physician:_________________________ 
 
Diagnosis:______________________________________                                     Therapist:_________________________________ 
 
Weight:________________ Height:__________________                                    Male:                      Female:                       Age:___ 

               
General Health:          NA               Excellent               Good                   Fair                Poor                                   
                                                                           
Explain Fair & Poor:_________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________ 
                             
 

Onset Date:______________________         Right                           Left                     Bilateral                              
 
Cause of Diagnosis:_________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________
                                           

   

  

Ambulation: Current activities involving ambulation (employment, driving, outdoor activities, hobbies, shopping etc.) 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Describe current orthosis (if applicable)___________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
 
Other mobility aids used to do these activities:   Cane                    Quad Cane               Forearm Crutches                    
 
Wheelchair               Walker                               None                                                                                                    
                                                         
 
Patient's goals expected to obtain if successfully fitted with the SCOKJ®:________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
 

  

Mobillity Skills: Key Comments
Sitting Balance
Sit To Stand
Standing Balance
Stand To Sit
Walking
Don Orthosis
Doff Orthosis
Other

I=Independent          S=Supervised               A=Assist Max. Mod. Min
U=Unable NA=Not Applicable    NT=Not Tested

 

   

     

 

I S NA 

NT
 

U A 

U = Unable                                                      S = Supervised                                    NT = Not Tested 
A = Assist Max. Mod. Min                             I  = Independent                                  NA = Not Applicable 
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Contraindications: 
♦  Total loading > 225 pounds/102k 
 
♦  Significantly impaired cognition, balance, or motivation 
 
♦  Significant side load on joints 
 
♦  Knee flexion contracture > 10° 
 
♦  Biological knee joint > 10° off line of  progression in swing phase (uncorrectable) 

Assessment 
 
Cognition:  Able to understand the correct use of the SCOKJ®       Yes                                   No 
 
Motivation:  Willing to take the time and effort to train in the use of the SCOKJ®     Yes                 No               
 
Recommendation: ___________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________ 
 

 

 

 

 

M an u al M u scle  T est (M M T ) &  R an ge o f M otion  (R O M ) C h art
LEFT R IGHT

M M T R O M H ip M M T R O M
F lex ion                  (0 -120 )
E xten sion               (0 -30 )
A b d u ction              (0 -45 )
A d d u ction              (0 -30 )

C om m en ts:

M M T R O M K n ee M M T R O M
F lex ion                   (0 -135 )
E xten sion
H yp erex ten sion       (-)

C om m en ts:

M M T R O M A n k le M M T R O M
D orsiflex ion           (0 -20)
P lan ter  flex ion       (0 -50 )

C om m en ts:

M anual M uscle  T esting :
0 /Z ero N o  m uscle  con trac tion , v isib le  o r palpab le
1 /T race S ligh t con trac tion ; no  m o tion
2 /P oo r C om plete  m ovem en t w /o  g rav ity
3 /F air C om plete  m ovem en t again st g rav ity
4 /G ood C an  ho ld  again st m oderate  resistance
5 /N orm al C an  ho ld  again st m ax im um  resistance

[ M usc le  &  S enso ry  T es ting , R eese  1999  ]
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