Onsite Therapy Solutions, LLC

Intake Form

MName: Diagnosis:

Reason for coming to therapy:

Have you had this problem before: ( )Yes { ) No If yes explain:

Your goals for therapy:

Occupation:

Leisure activities/hobbies:

Past Medical History (Check all that apply):

( ) No Known Significant PMH To Affect Treatment

( ) Alzheimer's ( ) Cardiovascular Disease
( ) Cerebral Vascular Accident ( ) Muscular Dystrophy

( ) Current Infection ( ) Diabetes Mellitus Type 1
( ) Diabetes Mellitus Type 2 ( ) Fibromyalgia

{ ) Fracture Or Suspected Fracture ( ) High Blood Pressure

( JHuntingtons ( ) Cancer: What kind

( ) Osteoarthritis ( ) Parkinson’s

( ) Rheumatoid Arthritis ( ) Traumatic Brain Injury

( )Other:

For Women: Are you currently or do you think you might be pregnant? ( ) Yes ( ) No

General Health:
At the present time is your health: ( ) Excellent ( ) Good ( ) Fair { ) Poor

Best learning style: ( ) Written ( ) Visual { )Verbal ( ) Other:

Have you recently noticed:

Weight gain or Loss? ( ) Yes () No Numbness or tingling? ( ) Yes [ ) No
Nausea or vomiting? ( ) Yes { ) No Weakness? ( ) Yes ( ) No
Difficulty Hearing? ( ) Yes ( ) No Fatigue? ({ ) Yes ( ) No

Have you experienced any recent falls in the past 6 months? ( ) Yes ( ) No

If yes explain:

Do you feel dizzy when you get up from a chair or bed ({ ) Yes { ) No




Functional Needs:

Have you had 3 significant decrease in your ability to perform any of the following activities in the last 3

months?
Dressing yourself (including shoes, socks, Zippers, and buttons) ( )Yes () No
Grooming (including reaching to the top and behind your head) ()Yes () No
Walking (including increased dependence on 3 walker or cane) ()Yes ( ) No
Stair Climbing ( )Yes () No
Social Service Needs:
Do you live alone? ( )Yes ( )No
Do you need a caregiver at home? ([ )Yes ( )No
Are your food/ nutritiona| needs being met? ( )Yes { )No
Have you experienced any abuse? ( )Yes { )No
Medication List (Name of Med and Frequency): (May Supply A List)
Pain Assessment:
I_I_L_,I_I__I__I_i_l__.!_I
0123455?8915
No pain Moderate Severe Pain
Are you experiencing pain now? ()Yes ( YNo If yes, What pain number?
Goals for pain relief?
What makes your pain worse?
What makes your pain better? _ .
Patient Signature: ___ Date:
Therapist Signature: o - Date:




L Paiy Intensity 6. Standing
M Iem tolerata the Pein I hgyy Without hayj [0 use pajp medicatig, () Ican stang 85 long as [ want Without increpspg pain,
(1) The Dein jg bad, but 1 8N manage with gy baving tg 4ape (1) Ican Stind as Jong a4 | want but, it increages My pain,
pain mediention (2) Pain PrEvEnts me frop Standing mops than | hoyy
(2} Pain Medication provideg me with complate relief from pain, (3) Pajp Prevents me fiom Stending more than 12 hoyy,
(3) Pain medication Provides e with moderaje Telief fipm Dain, ) Paig Brevents me fron, Standing mapy then 10 mingtes,
(4) Pain medicatigy Provides me wip, little 1elief from pain, (3) Paig Prevents me from, Standing at gy
{3) Pain medivation hag 10 effact g MY pain,
7 Sleeping
2. Personal Care (washing, dressing. efe,) (0) Pain doeg po; Prevent me from slesping wal),
(0) Icantake 418 of mysalf nomme]ly Withautcnuaing increased pajy, (1) Teap sleep wal] only by using pajy medicatioy,
(1) Ican taie tara ufmmlrmrmaiI}-, but it inereagag my pain, (2} Even When T taje Pain medication, | sleep less thay 5 houy
(2) Itis paingy 10 take oaps of myself, ang Lam slow ang carefiy], (3) Even When [ taje pain medieation, | sleep less thep 4 o
(3] [need belp, but ] am able tg Thanage MOt of my pergapa) cere, {4)  Even whey I take paiy medication, 1 sleep less than 2 bour
4) Ineed help every day in mogt BSPECts of my pary, (5) Pain FTEYENts me fron, Sleeping gf 5|1
{5) Ido net Bet dressed, wagh with difficulty, ang Bay in bed,
8. Socia) Life
3. Lifting (0} My sacia] life is nprma) and does nng merease my pein,
@ Teaniin heayy Weights withque increased pain, (1) My socia jj f2 is normal, pys it increageg my level of pajp,
(1) Tean it heavy weights, but g CRUEES incresgad Ppain, {2} Pgj FrEVents me fropm Patticipating i more enermatin
(2) Pain preyeg ing heavyy Weights off the floor, Activities (ag, Sparts, daneing),
but I can MAnage if the wej Bre convenianiy Posifioned (3) Paig Brevents ma oy &oing aut Very often,
(&g, ona tahlg), {4) Pain hpg Yestricted my sociel |ife 1 my home,
(3} Pajny PTEvents mea from lifting heawvy Weights, but T cay Manage {(5) 1have hardly Ny social Jifa becauge of my pain,
light to medium weights if they arg conveniently Positioned,
(4) Ican lip only very light Waights, 9, Traveiing
(5) Icannot lif OF CarTy anything a all, (0) Iean avel anywhere Without increggsg pain,
(1) Tcan trave] anywhere, big j Inoreageg my pain,
4 Walking (2) My pain Festricts my traye) over 2 hours,
(1) Pain doeg not prevent ma from walking apy distanee, () My pain Testricts my traye) over 1 hoyy,
(1) Puin Prevents me frnp walking mpara then 1 mile. (4) My pain Testricts my traye) to short necessary Joumnayg
(2) Pain preyents me from Walking mpre than 14 mi)e, journeys uncpy 12 hoyr.
(3) Pain PrEVERES mg from Walking mprg than ¥ mife, (5) My Pain preventy ap traye| SXC2DL fOr visits to the
4) lean g Walle with crutohes or 3 gane, phmninnfthampist OF Biospita),
(8 Iamin bed most of the time ang have to craw) 1 the toilet, _
10. Employment / Humamnlring
5. Sitti (0) My normaj 1 ng/ob actvities o oy tause pajy,
(0 Icangitin Ay chair as long g | like, (1) My normsg hmmmaiu'nga{fub activities increage mny
(1) Iean anly sit in My favorite chajr 85 long a5 7 (ke pain, but T gay Sl perform aj) that is requireg of me,
{2) Pain prevents me from sitting mope than 1 hour, (2) Iecap perform 0L of my homermafy, job duties, byt
(3) Pain prevents e from sitting mope than 4 hour, - Pain prevents e from ing mare Physically
(4) Pain PIevents me from Sitting more thay 10 minutes,

rming
Stressful activities (eg, lifting, Vacuuming),
(3) Paiy Prevents ma from daing Enything byt light duties
#) Pain Prevents me fnm doing evey light duties,
PreEvents me fipn i

(5) Pain Performing any job ar homemaldng
choreg

4
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ONSITE THERAPY SOLUTIONS, LLC

MEDICAL INFORMATION RELEASE FORM
(HIPAA RELEASE FORM)

Name: D-D-B:_J‘__,L.___

( ) I choose to not have my information released.

This release of information will remain in effect until terminated by the patient in
writing,

In the event of an emergency call:

Name: _. Phone:

———_ T hereby consent to evaluation and/or treatment of my condition by a licensed
physical therapist or assistant employed by onsite therapy solutions, Ilc,

the physical therapist has fully described to me the natyre and purpose of the procedures,
evaluation and/or course of treatment, and has withessed my signature of this consent in his or
her precense. The Physical therapist hae explained to me the possible benefits and complications
of skilled physical therapy services, In addition to the benefits the therapist has explained to me
the possible risks of not receiving therapy.,

Patient/Guardian Printed Name: Date:  / /
Patient Guardian Signature;
Therapist Signature: Date: T R

1801 Smucker Rd
“ Qs PHONE  330-685-3220

Orrville, OH 44667
T FAX  330-437-2440
EMAIL onsitetherapy@yahoo.com

-_—




ONSITE THERAPY SOLUTIONS, LLC

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

As part of my health care, Onsite Therapy Solutions, LLC (Onsite Therapy Solutions, LLC) creates and
stores information about me. This includes records concerning my health history, symptoms, examinations,
test results and plans for future care.

1 understand that this information SErves as a basis for my continuing care. I understand that this
infarmation is used as a means of communication dmang Onsite Therapy Solutions, LLC's personnel,
and with medical personnel outside of this practice, [ understand that this information serves as a source of
information for applying my diagnoses and surgical information tg my bill,

quality of care provided to patients. I have been provided an opportunity to review the Motice of Privacy

Practices for Onsite ThEraprSr:zlutiuns., LLC that provides a more complete review of information uses and
disclosures,

I understand that I have the right to review this Notice of Privacy Practices befare signing this consent.

I understand that Onsite Therapy Solutions, LLC may change its Notice of Privacy Practices at any time and
that a current copy will be available for my inspection during regular business hours of each medical office
and at the central billing office.

I understand Onsite Therapy Solutions, LLC, for k will release the minimum
necessary PHI/ePHI to your employer, your worker's compensation insurance carrier, third party
administrator, rehab nurse or nurse case manager unless otherwise restricted below,

I understand that I have the right to request restrictions as to how my information may be distlosed to
carry out treatment, payment or other healthcare operations and that Onsite Therapy Solutions, LLC [s not

required to agree to the restrictions requested, The procedure to request resfriction an information use and
disclosure is contained in the Notice of Privacy Practices,

I acknowledge that I have received a copy of the Notice of Privacy Practices of Onsite Therapy
Solutions, LLC and agree to the liability limitations explained therein.

signature of patient or legal representative Data Relationship to Patient

Printed name of patient

1801 Smucker Rd
m{}nsne PHONE  330-685-3220

Orrville, OH 44667
e FAX  330-437-2440
EMAIL onsitetherapy@yahoo.com




