University of Delaware

Department of Physical Therapy

Service Learning/Volunteer Request Form

Student and Project Name:  ___Adult With Traumatic Brain Injury _________

Categories of Service (circle one):    Volunteerism,   Health and Wellness Promotion, Diversity, Promotion of the Physical Therapy Profession   

Location:  __Newark, DE______________________________________________________
Dates (if known):  __various dates throughout the semesters________________

Estimate of amount of time in hours you will devote to this service or volunteer work: __varies_                     

Briefly describe and justify the nature of the service or volunteer experience:  This gentleman was referred to service learning through the NOA clinic.  He experienced a TBI while working as a horse trainer.  He is unable to work and needs assistance to complete an exercise program that challenges his balance and will allow him to resume work roles as well as family roles (he is the parent of young children).  
Faculty Contact: Cathy Ciolek
Please list the course/s Name and the objectives of a particular course which you have completed or are presently taking that you feel will be applicable to your proposed experience (courses and objectives can be found on our web-site)

Course: PHYT 805-Rehab   Applicable Objectives:  Students will learn the fundamentals of treating patients with traumatic brain injury including the stages of brain injury recovery, evaluation and treatment of physical deficits within the current level of cognitive deficit
Course : PHYT 822-NOA        Applicable Objectives : Develop a treatment plan that includes work on the relevant impairments and appropriate practice of the functional limitation/disability.  Develop a treatment plan that includes work on the relevant impairments and appropriate practice of the functional limitation/disability.  

Course : PHYT 822-NOA        Applicable Objectives Demonstrate effective teaching strategies when educating the patient and/or appropriate family members/caregivers regarding any physical rehabilitation procedures for the patient to complete in their living environment.  

Approvers Name:  _Cathy Ciolek______________________________________

Approvers Signature:  _______Cathy Ciolek, PT, DPT, GCS_________________________
