Thank you for providing the following information below so that we
can provide you the highest quality care and service possible.

Consent: | authorize the medical provider to render Physical Therapy as deemed medically necessary.
Initial

Records Release: | authorize the release of any private health information necessary to process my claims or
provide continuation of medical care. Initial

How did you hear about us? (circle)
DOCTOR RECCOMENDATION WEBSITE GOOGLE YELP SOCIAL NETWORK FRIEND/COLLEAGE

OTHER

Cancellation Policy: $50.00 fee for appointment no-shows or Cancellations with less than 24 hours’ notice.

Email Policy: We will NEVER give or sell your email address. You can unsubscribe from occasional messages at any
time.

Email Address Is it OK to send billing statements to thisemail? Y N

Appointment Reminders: | would like to receive TEXT reminders:

TEXT MESSAGE: Cell number Cell Carrier name:

INJURY DATE

Have you received any other physical Therapy this year (2019): Y N

If Yes, how many visits of PT, have you received this year

IS YOUR INJURY: (PLEASE CIRCLE) WORK RELATED AUTO RELATED NOT APPLICABLE
ADJUSTER NAME: ADJUSTER PHONE NUMBER:

ATTORNEY NAME: ATTORNEY PHONE NUMBER:

PATIENT NAME: DATE:

SIGNATURE:







Please circle all that apply

High blood pressure

Heart problems

Shortness of breath

Changes in hair or nails

Diabetes

Low blood sugar

Thyroid problems

Difficulty sleeping while lying flat

Lung problems

Asthma

Ulcers

Cancer

Night sweats

Nausea/vomiting

Bleeding/bruising

Tumors/lumps/bumps

Unexpected weight gain/loss

Long term steroid use

Osteoporosis Head trauma/Stroke/TIA Fainting/Blackouts
Change in vision Dizziness Balance problems

Ringing in ears Major dental work Difficulty eating/swallowing
Change in ability to taste food Abuse Vocal changes

Ear pain Headaches Mental iliness
Numbness/Tingling Arthritis Muscle cramps

Broken bones in last year Surgery Varicose veins

Hot or cold intolerance Productive coughing Contagious disease

Rash Fever Bowel or bladder changes
Pelvic inflammatory disease Difficulty urinating Blood in urine

Bladder or kidney infection

Abnormal or painful menstruation

Incontinence

Currently pregnant

Current smoker

Alcohol use (how often)

Additional comments/conditions:

Why are you here?

Prior physical therapy for this condition?

What makes this condition worse?

What makes this condition better?

Current medications:

Pain rating Please mark on scale: (NO PAIN)®

Pain map (please indicate location and

NUMBNESS
dekkk
PINS &
NEEDLES
0000

BURNING
XXXX

STABBING
1

ACHING
AAAA

SIGN:

type)

DATE:

@ (WORST PAIN EVER)

%

| have stated all my known medical conditions, answered all questions honestly, and agree to keep the
therapist updated with changes. There will be no liability on the therapist shall | fail to do so.




QuickDASH

Please rate your ability to do the following activities in the last week by circling the number below the appropriate response.

NO MILD MODERATE SEVERE UNABLE
DIFFICULTY DIFFICULTY DIFFICULTY  DIFFICULTY
1. Open a tight or new jar. 1 2 3 4 5
2. Do heavy household chores (e.g., wash walls, floors). 1 2 3 4 5
3. Carry a shopping bag or briefcase. 1 2 3 4 5
4. Wash your back. 1 2 3 4 5
5. Use a knife to cut food. 1 2 3 4 5

6. Recreational activities in which you take some force
or impact through your arm, shoulder or hand 1 2 3 4 5
(e.g., golf, hammering, tennis, etc.).

QUITE

NOT AT ALL  SLIGHTLY MODERATELY A BIT

EXTREMELY

7. During the past week, to what extent has your
arm, shoulder or hand problem interfered with 1 2 3 4 5
your normal social activities with family, friends,
neighbours or groups?

NOT LIMITED  SLIGHTLY MODERATELY VERY

AT ALL LIMITED LIMITED uMITED UNABLE

8. During the past week, were you limited in your
work or other regular daily activities as a result 1 2 3 4 5
of your arm, shou der or hand prob em?

Please rate the severity of the following symptoms

in the last week. (circle number) NONE MILD MODERATE SEVERE  EXTREME
9. Arm, shoulder or hand pain. 1 2 3 4 5
10. Tingling (pins and needles) in your arm,
1 2 3 4 5
shoulder or hand.
SO MUCH
NO MILD MODERATE SEVERE DIFFICULTY
DIFFICULTY DIFFICULTY DIFFICULTY DIFFICULTY THATI
CAN'T SLEEP

11. During the past week, how much difficulty have
you had sleeping because of the pain in your arm, 1 2 3 4 5
shoulder or hand? (circle number)



QuickDASH DISABILITY/SYMPTOM SCORE = [ (sum of n responses)(- 1\x 25, where n is equal to the number
of completed responses. n

A QuickDASH score may not be calculated if there is greater than 1 missing item.



