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MEDICAL HISTORY

Patient Name:

v
-

| Age: | Date:

How did you hear about First Coast Rehabilitation?

Have you previously received services from First Coast Rehabilitation? = Yes — No
Please state your diagnosis as toid to you by your physician:

Have you ever, or are you presently being treated for any of the following problems?

PLEASE CHFECK THE APPROPRIATE BOX.
‘Heart Trouble Yes = No T Emphysema Yes © No?o
High Blood Pressure YesT  Nel Back Injury YesT  NoiC
Diabetes YesT NoT Arthritis Yes T Noi
| Headaches YesZ  NoOo Rieeding Disorder YesT  Noo
i Dizziness YesT NoD Fracture Yes T NoO
Fainting Spells YesT  Noo Cancer YesTO  Noo
Epilepsy Yes = No Paceriaker YesO  NoZ
Stroke Yes ™ Noo Metalology (impiants) Yes & Noo
Pregnancy YesZ NoCZ Respiratory Problems Yes NoO
Seizures Yes= No= Tuberculosis YesD Nol
"Asthma YesT  Nol Allergies Yes  NoD
; Pelvic Pain YesT  NoD Other i
| If so, what?
Date of injury: How did the injury occur:
Have you been haspitafized for the present problem’? Yes O NoZ If so, when?
Have you had surgery for the present problem? Yes O No G if so, when?
Have you received previous freatment for this problem? Yes No T If so, when?

If yas, please summarize the resulis;

Is there currently any other health, medical, o chiropractic services being rendered 1o you by any other agency,
organization or individual, including home health? Yes G No 2
if ves, please explain:

Last seen by Physician (Date): Next appointment with Physician;

Are you on any medications?  Yes 3 No T If yes, please state TYPE of medication,
Have you ever had any of the following (check all that apply):
T EMG 7 CAT SCAN O MYELOGRAM O X-RAY O MRI

Have you ever received Physical Therapy, Qccupational Therapy, or Spesch Therapy services elsewhere?
Yes T No T Ifyes, where, when, and why:

/ﬂl;;beve the above fo be true and correct fo the best of my knowledge.

Patient Signature: Date:
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I have been informed and acknowledge that pasticipation in physical exercise involving flexibility,
strength, balance, agility and aerobic exercise, including the use of equipment and devices, is
potentially hazardous activity. I hereby accept the responsibility for any harm, injury or damage that
may result from participation in any testing or training conducted. [ hersby absolve and hold barmless
Fizst Coast Rehabilitation its officers, cmployees, and affiliates for any clsim arising out of any injury
i mg, whether the result of negligence or any cause. I voluntarily and knowingly acknowledge, accept
. &“‘;& agsume these risks, I agree that my participation is strictly vblunw'y and I am personally
nsible for my safety and informing my therapist of any change in my condition. Your therapist
4«5‘ be available to answer any questions or concerns you may have regarding your participation,
e,,.%gmnes, and safety, You have the right to decline any portion of your treatment at any time before or
. curing your treatment session. I allow First Coast Rehabilitation to use my t:esnmomals, videos or
p*;eg,ogmphy of me for publication.

Insurance policies are quite varied; it is your responsibility to familiarize yom'self with you benefits. It
is important to realize that regardless of your insurance coverage, it is the patient who is ultimately
responsxble for payment of services. We will attempt to aucommodate your insnrance needs. However,
* if payment is denied, you will be held responsible for charges you incurred. If you have an unmet
deductible, you will be required to pay for services rendered in full until deductible is met.

Payments are generally accepted in the form of cazh, check or credit card, Please make all checks
payable to First Coast Rehabilitation. For any returned checks, the patient will be charged a $30.00 fee.
In the event of default payment your account may be turned over t0 a collection agency, which may
require disciosure of confidential information. If your account is delinquent beyond 30 days, you may
be assessed a delinquency fee of 30% of the balance.

Patient's Name ( Print ) ' ' Date
! Patient's Signature ' ’ Date
a;; 9,-_
g Y 2
"?"Legal Guardian Signature Date
tt.f’ =. '
'(_,\\e
Witncss Date
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THE LOWER EXTREMITY FUNCTIORAL SCALE

We are interested in knowing whethes you are having any difficulty at ali with the activities fisted below pecause of your lower Bmb
Problem for which vou are cutrently seeking atiention. Please provide an answer for each activity by circling & number.

Today, do you or would you have any difficulty at alf with:

Extrame

Difficulty or Quite a Bit | Woderate | A Little Bit No
. Activities Unabls to of Difficuity | Difficully of Difficulty
: Parform Activity . Difficulty
T | Any of your usual work, housework, of school activities. 0 1 2 3 4
2 | Your usuai hobbles, recreational or gporfing activities. 0 1 2 3 4
3 | Getling into or out of the bath. 0 1 2 3 4
4 | Watidng between fooms. e 1 2 3 4
5 | Pulfing on your shoes of socks. 0 1 2 3 4
6 | Squatting, g 1 2 3 4
7 | Lifling an object, fie a bag of grocesies from the fico:. 0 1 2 3 B
8 | Performing light aciivities araund your home, : 9 1 2 3 4
& | Perlorming heavy aclivilies arund your home. g 1 2 3 4
10 | Geting inks of out of a car. [ i 2 3 4
11 1 Waking 2 blocks. 0 1 2 3 &
12 | Waking & mife. @1 1 2 3 4
13 | Going up or down 10 slairs {about 1 fight of stairs}. 4 1 2 3 4
14 | Standing for 1 hour. o . i z 3 4
15 _| Skting for 1 hour. i 1 2 3 4
48 | Running o even ground. 4] 1 2 3 4
17 | Running on uneven ground. 9 1 2 3 4
18 | Making sharp turns white running fast. ¢ 1 2 3 4
18 | Hopping. 0 i 2 3 4
20 | Rolling over in bed. i a 1 P 3 4
Column Totals:
Minimum Leve! of Detectable Changs (30% Confidence): 8 points SCORE: /80

Reprinted from Binkiey, J., Stratiord, P., Lott S. Riddie, D.. -& The North American Orthopasdic Rehabialion Research Network, The Lower Exlremily
Eunclions! Scale: Scale development, measuremen! properties, and ciinical application, Physical Therapy, 1998, 79, 4374-383, with permissian of the
American Physical Therepy Association. _
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DAILY VOIDING LOG

Name:
Date:

Time of Day

Type & Amount

Amount Volded

Of Food & Fluid Intake

Ounces, S/M/L oy
Seconds

Amount of
Leakage
S/M/L

Was Usage
Present 1/2/3

Activity With
Leakage

Midnight

1:00 AM

2:00 AM

3:00 AM

4:00 AM

5:00 AM

6:00 AM

7:00 AM

8:00 AM

9:00 AM

10:00 AM

11:00 AM

Noon

1:00 PM

2:00 PM

3:00 PM

4.00 PM

5:00 PM

6:00 PM

7:00 PM

8:00 PM

9:00pm

10:00 PM

11:00 PM

Comments:

Number of pads used today:
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Pelvic Floor Impact Questionnaire — short form 7

Instructios®: Some women find that bladder, bowel or vagihal symptomns affect their activities, relafionships, and feclings. For each question,
" place an X in the response that best describes how much your activities, relationships or feelings have been affected by your bladdes, bowet or™

@m.

BS:ET BTIBZ/PT/TT

vaginal symptoms or conditions gygr the last 3 months, Please be sure to mark an answer in rll 3 eolumns for each question. Thank you for
your cooperation. . g : :
How do symptoms or conditions refated lo the fotlowing —3—3—3— | Bladder or Bowel or Vagina or
usually affect your & urine rectum - Pebvis
1. abiliy to do household chores (cooking, housecleaning, lavadry)? C Nat at all I Not at all G Not at all
_ 2 Somewhat [J Somewhat ' [J Somewhat
[ Moderately .E] Moderately -1 [J Modesately
3 Quite a hit 3 Quite & bit E3 Quite a bit
2. ability to do physical activities such as walking, swimming, or other I Notatali £3 Not at all i EFNot stafl
exercise? £} Somewhat - £3 Somewhat 3 Somewhab
' £F Moderstely £} Modersiely 1 Moderatsly
. £ Quite a bis : ﬂ@.ﬁaw.wn B Quite a bt
3. entertainment activities such as going to a mevie or concen? 3 Not at all | CF Not a1 alt }CHNot t aff
£l Somewhat £ Somewhat ] Semcewhat
' F1 Modexasely | £1 Maderstely £3 Moderately
. X Quite & bit £} Quite & bit 1 B Quite abR
4. ability to travei by car or bus for a distance greater than 30 mimuies 3 Net at all £3 Not st alt 1 & Not at ali
away from home? 3 Somewhat E) Somewhat £ Somewhat
[ Moderately [} Modecateiy 1 Modesately
3 Quite a bit 1 Quite a bit - 2 Quite a bit
5. participating in social activities outside your home? I Not at al! .3 Not at all £ Not at ail
[J Semewhat E3 Somewhat 2 Semewhat
. " O Moderately O Modgrately [0 Moderstoly
[ Quite 2 bit O Quite s bit €] Quite & bit
6. emotional health (nervousness, depression, eic.)? £ Not at all £3 Not at 83l £1 Not st ail
1 Somewhut &3 Somewhas .1 Bl Somewhal
3 Moderately {1 Moderately T8 Moderately
3 Quite 1 bit I3 Quite a bit 4 £1 Quite 2 bit
7. feeling frustrated? 1 Not at &lf £ Not atali [ Not at all
" O Sorzewhat T Somewhat £ Somewlidl
’ 3 Moderateiy 0 Modsrately ¢ 3 Moderately
P £3 Quite a bit £J Quite a bit } ELQusins e -

Pelvic Fionr impnct Guestiornaire - short furm 7 © Clevelenrd Clinic Faindation Gynecolngy
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Appendix B
Pain Disability Index

&
Inmde:todetmehoweﬁbctiveyommmi&mmdhhwwhewmhpahismmfcﬁngin
your normal activities. P’or'ﬂm?mlisndbglaw,pkue cirele the mumber on the scale which describes
!helevelofdinbiﬁtyyonhavoexpﬁimedhaMMOVERTHBPASTWEEK.Amof“O"m
no disability at all, snd 8 score of “10” indi mthﬂtuﬂofdwncﬁviﬁnwhinhymwouldmmnydohave
bm'mmﬂydiﬁwwmvmdbyyumminowmmmk Circle “0™ if 4 category does not apply
to you. )

Family/Hame Respensibiisips: This spicgory vefoen ta sotivitics velaigd jo the how or fanily. It includes

chores or duties performed around h&uu(c,g. yard work, heuss cleaning) and errands or favors for
othm&nﬁlymmbm(e.g.dﬁm%ehimwmh :

0 1 2 3 4 5 6 7 8 9 10
No Disability Mild Maderato Severe Total Disability
Recreation: This category includes habbies, sparts, and other similar leisupe time activities,

0 1 2 3 4 § 6 7 8 9 10
No Disability Mild Moderats Severe Total Disability

Social Activity: This category refers to agtivities which invalve participation with friends and sogquaintances
other than family members, nmmmm.mmm,mmqumﬁm

0 1 2 3 4 5 ‘ 6 7 8 9 10
No Disability Mikd . Moderate . Severe - Total Disability
Occupation: Thiscamgmywﬁnbwﬁviﬁesﬂntmip@tofwdﬁmdywhndwm'sjqb. This includes
mmymgjobauwgmcbumvi&uwm : '

0 1 2 3 4 5 ] 7 B 9 10
No Disabitity Milg - Moderate Severe Total Disability
Sexual Behavior- This categery refers totlfaﬁwmymamﬁiyofue'smliﬁ:. A
0 1 2 3 4 5 6 7 8 9 10
No Disability . Mg Moderate Severe Total Disability

living (e.g. mking a shower, friving, getting dressed), - .

] 1 2 3 4 5 6 E § 3 9 10
No Disability Mild Modergie Severe Toral Disability
Life-Support Activity: Thix category refirs o basis mmmﬁngmmmh-mmmm
0 1 2 3 4 5 6 7 8 9 10
Ne Disability Mild Moderate Severe Tota] Disability
Total Score: ~
62 A5 Systems Review & History Taking
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