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Manual Muscle Power Test Template

Athlete: DOB:

GRADE DESCRIPTION

5 Completes full range of movement or maintain end-point range against maximal resistance

4 Completes full range of movement against gravity but not able to hold the position against
maximal resistance

3 Completes full range of movement against only the resistance of gravity
2 Able to move through full range of movement gravity eliminated

1 Trace of muscle activity but no movement of the limb

0 No muscle activity
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Flexion upper part
Flexion lower part
Trunk Extension upper part
Extension lower part
Rotation
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Right Left
Flexion 012 345|012 3465
Hip Extension 0123 451|012 34375
Adduction 012 3 45 |012 3475
Abduction 012 3 45 |012 3475
External Rotation 012 345|012 345
Lower Limb Internal Rotation 012345/ /01234°%5
Flexion 012 345|012 345
Knee Extension 0123 45 (012 3 45
Dorsiflexion 012 345|012 345
Ankle Plantar flexion 012 345|012 345
Pronation 012 3 451|012 3 45
Supination 012 345|012 3 45
Comments:
|:|I confirm that the above information is accurate
Name:
Health care profession:
Registration Authority and Number:
Address:
City: Country:
Phone: Email:
Date: Signature:
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