
Patient Slump Test Evaluation Form
Patient Information

Name: _____________________________________________  Age: _______

Gender: 

Male

Female 

Other

Medical Condition: _________________________________________________

Presenting Symptoms: ______________________________________________

Diagnosis: ________________________________________________________

Date of Test: ______________________________________________________

Slump Test Procedure

1. Seated Position Evaluation:

Position:

Positive

Negative

Observations: 

2. Cervical Flexion Evaluation:

Response: 

Positive

Negative

Observations: 



3. Knee Extension Evaluation:

Response: 

Positive

Negative

Observations:

4. Dorsiflexion of Ankle Evaluation:

Response: 

Positive

Negative

Observations: 

5. Repeat with Other Leg (if applicable):

Observations: 

Interpretation

Overall Result: 

Normal

Abnormal

Specific Findings (if any): 



Recommendations for Treatment or Further Evaluation: 

Healthcare Provider Information

Name: ________________________________

Title/Position: ___________________________

Signature: ______________________________

Date: __________________________________


	Name: Jayden Smith
	Age: 42
	Medical Condition: Chronic lower back pain
	ng Symptoms: Pain and stiffness in the lower back, occasional tingling in the left leg
	Diagnosis: Sciatica
	Date of Test: August 21, 2023
	undefined: Patient seated comfortably, no noticeable irregularities
	undefined_2: No increase in symptoms
	undefined_3: Pain in lower back observed during left knee extension
	undefined_4: Increase in pain during dorsiflexion of the left ankle
	undefined_5: No significant findings in the right leg
	undefined_6: Positive signs in left leg, possibly indicating nerve root impingement
	undefined_7: Referral to a specialist for possible MRI, physical therapy focusing on lumbar stabilization and nerve mobilization


	tion: Physical Therapist
	Date: August 22, 2023
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	Name_2: 
	0: Dr. Trisha Ramirez
	1: Trisha Ramirez



