
Functional Testing Protocol - KNEE 

NAME: _ _ _ _ _ _ _ _ _ _  DOB: _ _ _ _  MRN: _ _ _ _ _  DATE: _ _ _  _ 

Involved: R or L DATE OF SURGERY: PHYSICIAN: - - - - - - - - - - - - - - -

Preliminary Functional Test Week 12 {Prior to 12-weekfollow-up appointment)

Test Dynamic R L % 
Valgus * 
(V/N) 

Y-Balance (Anterior only)

Leg Press Body weight: 
Percentage of Body Weight: Seat setting: 
0 50% 075% 
















