FEFCRTITLE Physical Therapy Clinic Medical History Screening Form

DATE

What can your physical therapist help you achieve?

List any medications/ dietary supplements you are taking.

. Jrvone

List any drugor latex allergies.

OMNone
Do you have difficulties with? (Check all that aprly)
OCemmunication JVisten  [JNone

OSpeech OHeanng DOOther

What is vour primarv language for healthcare?
OEnglish [Spanish CIOther

How do vou learn best ?(Check one)

OSeeing Oeing [JHearing
2 ng 2

Are vou: (Check Fes or Vo)

Pregnant” Potentially Pregnant / Mursing” CNe A T [

Often bothered by feeling down, depressed

OvesT.o
cor hopeless?
Ofter bothered by little interest or pleasure Chres[Tio
in doing things”
Do vou: {Check Fes or No)
Feelsafe at home and in the wortplace” Ches TNw
Use tobacco® OresCh:

If yes, tvpe . amourtt per day . for years

Use aleohol” JresThio

If yes, _ drinks per week

Rate your HIGHEST/WORST pain level in the past 72 hrs.

2 3 3 9 o l

b

No pan Worst patn

Rate your LOWEST/BEST pain level in the past 72 hrs.

6—O0—0
0 1 z 3 A 5
No pmn

f 7 3 b 10
Worst pun

Are vour symptoms:
CHGetting worse?

ot Changing”  [Oetting Better?

you hnve:' {Check Fes or Vo)

Self Family
Cancer? OYes ONe JOves CNo
Diabetes” COYes [ONo |OVes o
High Blood Pressure? OYes OdMe {[Ives o
Heart Disease™ OYes OQNo |[fVes [Jvo
Strole” OYes Mo |Qves [Pio
Rheumatoid Arthrins? CYes [Ilo |res Peo

Do you have a history of: (Check Fes or Vo)
Asthma/Bronchitis”

Yes Mo
Chest Pair/Angina” E’l'es 8_\[0
Headaches? CiYes Mo
Fidney Disease” OYes QMo
Liver Disease” COres ONc
Meurologic Disease? Oves o
Ostecarthitis” ves Oo
Usteoporosts” CTes OMo
Pain with sexual mtercourse” Oves o
Pain in the pelvic regron” OYes 0o
Sexually Transmtted Diseases” OYes ONo
Selmures” Oves [INo
Pricr Surgeries” Oves ONo
Cither

In the past 3 months have vou experienced: (Check Yer or Na)

A change in your general heaith” Oves Vo
Mausea Vomiting? Oves o
Fever / Chills / Sweats” OYes [Tro
Unexplained weight change 1 >10lbs) > [Jves OYe
*umbness or Tingling? . OYes o
Changes 1 your appetite” {Oves Mo
Ditficulty swallowmg? CYes o
Changes in cough/sputum? OYes No
Shartiess of bieath” Oves [Flo
Bowel "Bladder loss of conrol” Oves Qo
Infections cf any sort” [Tves o
Difficulty sleeping due to pain® OYes ONo
Unexpiained Falls Decreased balance? OYes Mo
Dizziness / Vertigo” Oves Pvo

(Form contirued on kack side)

PATIENT IDENTIFICATION:

NAME {Lat, First MU

JEADE or RAME

UNIT:

Last -4 &of Spensor’s 3SN DB

Haor

sy PHOME




DATE

REPORT TITLE - phygical Therapy Clinic Medical History Screening Form

Mark on the body chart below where your pain is located and then deseribe what it leels like to you.

Aisssdanatmp s o Im

List 3 activities you have difficulty doing because of your pain.
Then on the scale below each activity, mark how difTicult the activity is to perform.
{Example: running 1 mile—8)

Activity #1

o o o Q Q 9 o o o : o
i 1 ] 3 4 3 6 7 3 a9 10
o restrictions Soderate dutficulty Lnable to perfom
Activity #2
Q Q o e} Q o o O o 0} o
Ll 1 Tl 3 <4 5 i) 7 8 a 1o
o restrictions Moderate difticulty ['nable to perform
Activily #3
o o o o o o) o o o o
0 1 e 3 4 3 5 7 5 10

No restrictions [oderate ditticulty nable to pertorm



RADER PHYSICAL THERAPY

CLINIC POLICY

833-853-1392

Please carefully review the following guidelines concerning your scheduled visits at Andrew Rader
USAHC Physical Therapy Clinic. Late cancellations and NO-SHOWS greatly impair our ability to
provide the best care possible to our patients, increases wait times, slows each patient’s rehabilitation
progress and eliminates an appointment that could have been used by another patient. Each no-show
costs the Rader PT Clinic approximately $70. Use your camera phone to take a picture of this sheet
with the phone numbers on it.

1. If you cannot make your scheduled appointment, please call the PT Clinic or Central
Appointments (855-227-6331) as soon as possible (preferably within 24 hours) of your
appointment to CANCEL. This allows our team to schedule other patients into that
appointment slot. Please be considerate to your fellow patients because an appointment
missed by you is an appointment missed by TWO. If you do not contact the clinic prior to
scheduled time, the clinic will be consider your failure as a NO-SHOW. It is important to ensure
that your correct phone number is listed in DEERS.

2. If a patient no-shows 2 or more appointments within a consecutive 30-day period, his/her chain
of command may be notified of the missed appointments. We may recommend a negative
counseling for the missed appointment using the DA4856 on the back of this sheet. A
comment will be placed in the patient’s electronic medical record documenting the missed
appointments.

3. Patients who NO-SHOW on 3 separate occasions without good cause will have future
appointments discontinued, their chain of command notified, and may be referred back to their
primary care provider. Also patients who NO-SHOW will be called and advised that future
appointments may be discontinued. Patients may be allowed to schedule additional
appointments only at the discretion of the Chief, Physical Therapy.

4. Please be courteous to other scheduled patients and arrive to your appointments on time. If
you are more than 10 minutes late, your will be considered an NO-SHOW and may be
rescheduled at the discretion of the NCOIC and the treatment team given potential conflicts
with other established patient’'s appointments. If you are going to be late, please call the clinic
ahead of time so that we can best accommodate you.

I have read and understand the Rader Physical Therapy Clinic Patient policy. Help us help you.

Patient’s Signature: Date:

Patient’s Name/Rank/Unit:

Patient’s Supervisor/1SG Phone # and/or email address:

20190521




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 lower 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 ail with:

Extreme
Difficulty or Quite a Bit Moderate { A Little Bit No
Activities Unable to of Difficulty Difficulty of Difficulty
Perform Activity Difficulty
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
[ 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 &) 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
18 | Hopping. 0 1 2 &] 4
20 | Rolling over in bed. 0 1 2 3 4
Column Totals:
Minimum Level of Detectable Change (90% Confidence): 9 points SCORE: /80

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