Welcome

Patlent Informatlon

Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
RS Middle Initial Is patient covered by additional insurance? [JYes []No
Address
Subscriber's Name
City
Birthdate SS#
State Zip
Relationship to Patient
E-mail

Insurance Co.

Sex (JM [F Age

Group #
Birthdate ASSIGNMENT AND RELEASE
. . . i if ; t(s), i ith
ClMared [ Widowed [ Single [ Minor | certify that I, and/or my dependent(s), have insurance coverage wi
. and assign directly to
[] Separated [1 Divorced (] Partnered for years Name of Insurance Company(ies)
Occupation Dr. all insurance benefits,
. if any, otherwise payable to me for services rendered. | understand that | am
Patient Employer/School financially responsible for all charges whether or not paid by insurance. |

authorize the use of my signature on all insurance submissions.
Employer/School Address

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Spouse's Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

SS#

Please print name of Patient, Parent, Guardian or Personal Representative
Spouse’s Employer

Whom may we thank for referring you? Date Relationship to Patient
Phone Numbers | Accident Information ,
Home Phone ( ) Is condition due to an accident? [] Yes [] No
Cell Phone ( ) Date
Best time and place to reach you Type of accident []Auto [JWork [JHome [JOther
IN CASE OF EMERGENCY, CONTACT
Narme To whom have you made a report of your accident?
] Auto Insurance [] Employer [[JWorker Comp. []Other
Relationship . .
Attorney Name (if applicable)
Home Phone ( )
Work Phone ( )

Patient Condition

Reason for Visit

When did your symptoms appear?
Is this condition getting progressively worse? [1Yes [JNo []Unknown

Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: [] Sharp (] Dull [ Throbbing [ Numbness [ Aching [ Shooting
[ Burning [Tingling [] Cramps [ Stiffness [ Swelling [] Other

How often do you have this pain?

Is it constant or does it come and go?
Does it interfere with your [JWork []Sleep [ Daily Routine [ Recreation
Activities or movements that are painful to perform [] Sitting [ Standing [] Walking [ Bending [ Lying Down
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Health History

What treatment have you already received for your condition? [] Medications  [] Surgery  [] Physical Therapy
[] Chiropractic Services [] None [] Other
Name and address of other doctor(s) who have treated you for your condition
Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MRI, CT-Scan, Bone Scan
Place a mark on “Yes” or “No” to indicate if you have had any of the following:
AIDS/HIV [dYes [[JNo Diabetes [dYes [[INo Measles [dYes [[INo Arthritis [dYes [1No
Alcoholism [JYes [[IJNo Emphysema [dYes [[INo Migraine Rheumatic Fever []Yes []No
Allergy Shots ~ [JYes [1No  Epilepsy [lYes [JNo  Headaches [JYes [INo Scarlet Fever ~ [JYes [1No
Anemia [JYes [JNo Fractures [IYes [JNo Miscarriage [1Yes [INo S_le_zxually.tt g
; ransmitte
Anorexia [lYes [INo Glaucoma ClYes [JNo Mononucleosis  []Yes []No = N— [JYes []No
Appendicitis [OYes [JNo  Goiter [OYes [INo Multiple Sclerosis [1Yes [1No Stroke [JYes []No
Arthritis [OYes [INo Gonorrhea CYes [JNo Mumps LYes [INo o e Attempt [JYes [J]No
Asthma (OYes [JNo Gout [lYes [JNo Cstagparo=is CYes [1No Thyroid Problems []Yes [ No
Bleeding Heart Discase ~ [JYes [JNo Facemaker LYes LINo L s [JYes [JNo
Disorders [dYes [INo Hepatitis [IYes [JNo Pgrikmsons (ves CINo Tuberculosis ClYes [JNo
Breast Lump OYes CINO  pornia [JYes [No Seane es
. Pinched Nerve  []Yes [JNo Tumors, Growths [Yes []No
Bronchitis [dYes [INo ; ; .
Herniated Disk ~ []Yes []No ! Typhoid Fever [JYes [No
Bulimia [JYes [JNo Pneumonia [JYes [No
Herpes LYes [INo 5o [JYes [JNo Ulcers [OYes [No
Grngs CiYes LINo  High Blood Vaginal Infections []Yes []No
Cataracts [JYes [JNo Pressure [JYes []No Prostate Problem [JYes [1]No W: G [T¥es 1N
; ooping Cou es o
Chemical High Cholesterol [JYes [JNo Prosthesis [1Yes [1No ping Loug
Dependency ~ [JYes [INo  Kigney Disecase [JYes [JNo Psychiatric Care [JYes [JNo Catbier
Chicken Pox [OYes ONo Liver Disease [Yes [JNo Rheumatoid OYes [JNo
EXERCISE WORK ACTIVITY HABITS
(] None [] Sitting 1 Smoking Packs/Day
(] Moderate [] Standing [] Alcohol Drinks/Week
[] Daily [] Light Labor [[] Coffee/Caffeine Drinks Cups/Day
[] Heavy [J Heavy Labor [] High Stress Level Reason
Are you pregnant? []Yes []No Due Date
Injuries/Surgeries you have had Description Date
Falls
Head Injuries
Broken Bones
Dislocations
Surgeries
Medications '- Allergies Vitamins/Herbs/Minerals
Pharmacy Name
Pharmacy Phone ( )




Drysdale Physical Therapy

PATIENT INFORMATION ACKNOWLEDGEMENT FORM

I have read and fully understand Drysdale Physical Therapy’s Notice of Information
Practices. I understand that Drysdale Physical Therapy may use or disclose my personal
health information for the purposes of carrying out treatment, obtaining payment,
evaluation the quality of services provided and any administrative operation related to
treatment or payment. [ understand that I have the right to restrict how my personal
health information is used and disclosed for treatment, payment and administrative
operation if I notify the practice. I also understand that Drysdale Physical Therapy will
consider requests for restriction on a case by case basis, but does not have to agree to
requests for restrictions.

I hereby consent to the use and disclosure of my personal health information for purposes
as noted in Drysdale Physical Therapy’s Notice of Information Practices. I understand
that I retain the right to revoke this consent by notifying the practice in writing at any
time.

Patient Name

Signature Date

Witness Date




DALE

PHYSICAL THERAPY
1243 E. Spruce Avenue

Suite 105, Fresno, Ca 93720
Tel: (559) 431-6700

Fax: (559) 431-677

-t

AUTHORIZATION TO RELEASE X-RAYS & INFORMATION

to (NAME OF HEALTH CARE PROVIDER, CLINIC, HOSPITAL, ETC.)

Address:

I, Birthdate: request the following information:
(Patient’s Name)

_ X-Rays ___History ~_Records ~ Diagnosis __ Reports _ Treatment

Concerningmy: __ Illness _ Accident  Injury _ Other

To be released to:

{NAME OF PRACTITIONER, INSURANCE CO., ATTORNEY, DOCTOR, HOSPITAL, EMPLOYER. NEXT OF KIN, ETC.)

For the purpose:

(REVIEW, EVALUATION, INSURANCE CLAIM PROCESSING, INVESTIGATION, OR ANY PURPOSE REASONALBY RELATED TQ THE ABOVE)

1 understand that I have a right to receive a copy of this authorization upon my request.

Signature: Date:

Patient Spouse - Parent Guardian

Dr. Signature: Date:

Address:




Drysdale Physical Therapy

Missed Appointment Office Policy

Our Missed appointment policy is as follows: We need 24 notice or a message left on our
answering machine prior to opening the day of your appointment.

If we do not receive notice you will be charge $35 after one warning.

I, the patient/guardian, agree to the terms of this policy and I will be fully responsible to
pay if I fail to notify Drysdale Physical Therapy of cancellation in the time allotted.

Patient Signature Date

Staff Signature Date

Date of First Warning




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 y
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 UNABLE
AT ALL LIMITED LIMITED LIMITED
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, shoulder or hand problem?
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 P 5
shoulder or hand.
SO MUCH
NO MILD MODERATE SEVERE DIFFICULTY
DIFFHCULTY 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 = (Es_um of n response

of completed responses.

N

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

ﬂ— ')x 25, where n is equal to the number




THE LOWER EXTREMITY FUNCTIONAL SCALE

We are interested in knowing whether you are having any difficulty at all with the activities listed below because of your fower limb
Problem for which you are currently seeking attention. Please provide an answer for each activity.

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

Extreme ]
Difficulty or Quite a Bit Moderate | A Little Bit No
Activities Unable to of Difficulty | Difficulty of Difficulty
\ Perform Activity Difficuity
1 Any of your usual work, housework, or school activities. 0 1 2 3 4
2 Your usual hobbies, re creational or sporting activities. 0 1 2 3 4
3 Getting into or out of the bath. 0 1 2 3 4
4 Walking between rooms. 0 1 2 3 4
5 Putting on your shoes or socks. 0 1 2 3 4
6 Squatting. 0 1 2 3 4
7 Lifting an object, like a bag of groceries from the floor. 0 1 2 3 4
8 Performing light activities around your home. 0 1 2 3 4
9 Performing heavy activities around your home. 0 1 2 3 4
10 | Getting into or out of a car. 0 1 2 3 4
11 | Walking 2 blocks. 0 1 2 3 4
12 | Walking a mile. 0 1 2 3 4
13 | Going up or down 10 stairs (about 1 flight of stairs). 0 1 2 3 4
14 | Standing for 1 hour. 0 1 2 3 4
15 | Sitting for 1 hour. 0 1 2 3 4
16 | Running on even ground. 0 1 2 3 4
17 | Running on uneven ground. 0 1 2 3 4
18 | Making sharp turns while running fast. 0 1 2 3 4
19 | Hopping. 0 1 2 3 4
20 | Rolling over in bed. 0 1 2 3 4
Column Totais:
Minimum Leve! of Detectabie Change (90% Confidence): 9 points SCORE: / 80

Please submit the sum of responses to ACN.
Reprinted from Binkley, J., Stratford, P., Lott, S., Riddle, D., & The North American Orthopaedic Rehabilitation Research Network, The Lower Extremity
Functional Scale: Scale development, measurement properties, and clinical application, Physical Therapy, 1999, 79, 4371-383, with permission of the
American Physical Therapy Association.



