
It	is	important	that	EVERY	area	of	EVERY	note	be	addressed	
and	acknowledged.	If	you	do	not	perform	a	certain	assessment,	
treatment	or	test,	or	if	an	area	is	non-applicable,	still	address	
the	area	by	noting,	“to	be	assessed	later”,	“N/A”,		“NT”,	etc.	
This	shows	that	we	still	addressed	the	area	and	did	not	look	
over	it.	
	
Three	of	the	most	important	aspects	of	documenting	in	
homecare	are:	
	
1. Showing	SKILLED	CARE	is	needed	
2. Showing	PROGRESS	TOWARDS	GOALS	
3. Showing	why	CONTINUED	SKILLED	CARE	is	needed	

	
These	components	should	be	documented	and	repeated	IN	
EVERY	NOTE.		
	
Now,	more	so	now	than	ever,	insurance	companies	are	looking	
for	these	components	in	documentation	to	be	sure	services	are	
necessary	and	they	will	pay	for	them.		
	
All	documentation	should	be	completed	and	signed	WITHIN	
24	HOURS	of	the	visit.	
	
Be	sure	on	every	note	to	check	that	patient	identify	was	
confirmed	and	to	fill	out	the	proper	time	in	and	time	out.		
	
Times	are	to	be	in	military	time	e.g.	14:20	=	2:20pm.	According	
to	CMS,	the	minimum	visit	duration	should	be	30	minutes.	If	it	



is	less	you	must	explain	why.	It	is	OK	if	your	time	overlaps	with	
another	disciplines	time.	You	will	be	warned	of	the	overlap,	
however	can	accept	it.		
	
Do	NOT	worry	about	filling	out	“Associated	Mileage:”	
	

	
	
Using	Kinnser	Templates:	Templates	are	an	efficient	way	
to	save	previous	notes	and	upload	them	to	be	modified	in	a	
new	note.	Most	of	all	the	information	you	save	as	a	template	
will	be	carried	over	into	the	new	note	you	load	it	to.	This	DOES	
NOT	mean	you	repetitively	document	the	same	information	in	
every	note.	Information	should	be	changed,	added	and	
removed	according	to	how	that	patient	presented	during	the	
visit	and	what	skilled	care	was	provided.		
	
When	you	have	entirely	completed	an	Evaluation	or	Visit	Note,	
you	can	save	that	note	as	a	template.	At	the	very	bottom	of	the	
page	you	will	see:

	
Simply	click	the	circle	and	then	name	your	template	e.g.	
“Wilson	Routine	Visit”	
	
If	you	had	saved	a	template	of	the	first	visit	(not	evaluation)	for	
patient	“Wilson”,	then	the	next	time	you	open	a	visit	for	
“Wilson”	you	can	simply	find	the	first	template	and	open	it	up.	
This	is	located	at	the	top	of	each	note.		



	
	
When	you	are	done	completing	the	newest	note	you	have	
options	at	the	very	bottom	of	the	page:	

	
	
You	can	save	the	newest	template	as	something	else	e.g.	
“Wilson	Visit	3”.	
	
You	can	update	the	template	that	will	save	only	the	
information	from	the	above	note.	
	
Or	you	can	delete	the	template.	
	
It	is	highly	recommended	that	you	save	every	Evaluation	
Note	as	a	template.	This	is	because	every	Medicare	patient	
needs	a	30	Day	Reassessment	Note.	The	30	Day	Reassessment	
Note	happens	to	be	identical	to	the	initial	Evaluation	Note	so	
non-changing	information	can	easily	be	carried	over	via	a	
template.	
	
Templates	can	be	a	little	confusing	at	first	but	do	end	up	saving	
a	lot	of	time	and	stress	so	ASK	with	any	questions	J	
	



	
	
For	the	most	part,	documenting	evaluations	(and	every	other	note)	is	very	straightforward.	
Always	keep	in	mind	to	never	leave	any	areas	empty.	Use	“N/A”,	“NT”,	“Not	tested/assessed”,	
etc.	The	Kinnser	templates	for	therapy	evaluations	are	EXACTLY	identical	to	the	30	Day	Re-
evaluation,	so	it	is	always	a	good	idea	to	save	your	evaluation	as	a	template	so	you	can	load	it	
in	the	re-evaluation	if	need	be.	Here	are	areas	to	note	and	examples	of	what	to	include:	

Always	make	sure	“Patient	identity	confirmed”	box	is	checked.	
Do	not	worry	about	ever	filling	out	“Associated	Mileage”-	this	is	filled	out	on	our	daily	
timesheets	if	applicable.	
Do	not	change	what	is	automatically	always	selected	under	“HCPCS”.	
	



	



	
	

You	do	not	need	to	fill	out	every	assessment	box	for	every	body	part/movement	for	strength	and	ROM.	
Instead,	you	can	use	the	text	box	(“Description	of	Functional	Impact:”)	at	the	bottom	to	clearly	state	your	
objective	findings.		
***Note	that	you	can	find	the	definitions	of	each	level	of	assistance	by	scrolling	over	them.	Also,	please	use	



ACCURATE	and	CONSISTENT	abbreviations	when	depicting	level	of	assistance	
	
Dep	=	Dependent	
Max	Assist	=	Max	A,	Max	Ax1,	Max	Ax2,	etc.	
Mod	Assist	=	Mod	A,	Mod	Ax1,	Mod	Ax2,	etc.	
Min	Assist	=	Min	A,	Min	Ax1,	Min	Ax2,	etc.	
CGA	=	Contact	Guard	Assistance	
SBA	=	Standby	Assistance	
Sup	=	Supervision	(can	denote	Far	Supervision	vs.	Close	Supervision)	
Ind	with	Equip	=	Mod	Indep	=	Modified	Independent	
Indep	=	Independent	
***Any	verbal	cues	are	instant	qualification	for	at	least	Supervision***	

	
The	definitions	used	to	grade	balance	in	Kinnser	are	very	vague	and	somewhat	confusing.	Loose	definitions	for	
each	classification	of	balance	can	be	best	defined	as:	
	
Attain	position:	Patient	is	able	to	get	INTO	the	desired	seated	or	standing	position.	
Maintain	position:	Patient	is	able	to	HOLD	and	STAY	in	desired	seated	or	standing	position	for	a	period	of	
time.	
Movement/mobility	within	position:	Patient	is	able	to	move	(head	turns,	reaching,	trunk	rotations,	receiving	
perturbations)	within	their	confines.	
Movement	into/out	of	position:	Patient	is	able	to	move	dynamically	out	of	their	confines	in	the	seated	or	
standing	position	e.g.	reaching	away	from	base	of	support.	
	
You	can	also	give	a	grade	to	seated	and	standing	static	and	dynamic	balance		
	 Poor-,	Poor,	Poor+,	Fair-,	Fair,	Fair+,	Good-,	Good,	Good+,	Normal	
	
When	testing	balance,	it	is	always	best	to	note	episodes	of	loss	of	balance	and	correction	strategies	patient	
does	or	does	not	use.	
	

“Patient	with	two	episodes	of	loss	of	balance	while	standing	in	tandem	and	reaching	bilat	across	
midline	with	eyes	open.	Patient	unable	to	self-correct	loss	of	balance	requiring	therapist	assistance.”	



	
Next,	fill	out	Goals	and	Interventions	as	described	in	“Progress	to	Goals”	section.	

ALWAYS	CHECK!	



	

	
Writing	visit	frequencies	and	patterns:	
	
You	should	always	write	your	frequency	for	the	remaining	duration	of	the	certification	period	even	if	you	think	
you	will	be	discharging	prior	(usually	8	or	9	weeks).	
	

• “1w1,	2w8”	would	mean	you	will	see	the	patient	one	time	in	the	first	week	and	two	times	for	8	weeks	
after.	

• “2w9”	would	mean	you	will	see	the	patient	two	times	a	week	for	9	weeks.	
• “2w1,	1w1,	2w7”	would	mean	you	are	seeing	the	patient	two	times	in	the	first	week,	one	time	in	the	

second	week	and	two	times	the	next	seven	weeks.	
	
***The	text	box	below	your	visit	pattern	is	where	you	always	include	your	order	for	taking	a	pulse	ox	(See	
“Pulse	Ox	Orders”	page).	
	
At	the	bottom	is	where	you	can	name	and	save	your	evaluation	as	a	template.	
	
Sign,	select	date	and	submit	
	
Remember	to	save	your	work	frequently	because	Kinnser	does	not	automatically	do	it!	



	
It	is	strongly	suggested	to	use	templates	when	documenting	routine	
visits.	This	saves	a	lot	of	time	and	is	a	great	way	to	keep	track	of	your	
patient’s	most	recent	functional	status,	therapy	interventions	
performed	and	progress	(or	lack	of)	towards	goals.	Below	is	an	
example	of	a	PT	Visit	and	examples	of	what	to	include	in	certain	areas:	

	
	

	

Do	not	need	to	fill	out	



	
	
	

***Note	that	you	can	find	the	definitions	of	each	level	of	assistance	by	scrolling	over	them.	Also,	
please	use	ACCURATE	and	CONSISTENT	abbreviations	when	depicting	level	of	assistance	
	 	

Dep	=	Dependent	
	 Max	Assist	=	Max	A,	Max	Ax1,	Max	Ax2,	etc.	
	 Mod	Assist	=	Mod	A,	Mod	Ax1,	Mod	Ax2,	etc.	
	 Min	Assist	=	Min	A,	Min	Ax1,	Min	Ax2,	etc.	
	 CGA	=	Contact	Guard	Assistance	
	 SBA	=	Standby	Assistance	
	 Supervision	=	Sup	(can	denote	Far	Supervision	vs.	Close	Supervision)	
	 Ind	with	Equip	=	Mod	Indep	=	Modified	Independent		
	 Indep	=	Independent		
	 ***Any	verbal	cues	are	instant	qualification	for	at	least	Supervision***	

	
	

***You	do	not	need	to	reassess	strength/ROM	at	every	visit,	however	
you	should	periodically,	especially	ROM	with	TKA	patients	



	 	 	 	 	 	 	 		
See	separate	“Goals	and	Interventions”	page	for	instructions		

	

“Discharge	Planning”	box	is	to	be	checked	off	EVERY	VISIT.	Discharge	planning	starts	from	day	
one.	
	
Care	Coordination	should	be	done	AT	LEAST	every	two	weeks	and	documented.	It	is	expected	
that	for	EVERY	patient	EVERY	TWO	WEEKS	a	Communication	Note	is	sent	out	updating	all	
involved	disciplines	and	the	office	on	your	patient’s	status,	progress	towards	goals	and	reason	for	
continued	therapy.	There	are	NO	exceptions	to	this.	Regardless	if	you	have	texted	with	or	spoke	on	
the	phone	with	another	colleague,	it	must	be	documented	in	KINNSER.	

***SAVE	your	work	continuously.	Kinnser	DOES	NOT	
AUTOMATICALLY	SAVE	NOTES***	

	
Your	“Electronic	Signature”	is	the	same	password	you	use	to	login	Kinnser.	
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