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PATIENT INFORMATION

This is part of your medical record and is strictly confidential.

Instruction:

HNMTR

Interpreters and TDD equipment are available.

Please alert the therapist to any changes in this information at your next therapy session.
To best meet your needs, please take a few minutes to complete this form.
If there are any questions you don't know how to answer, please discuss them with your therapist.

Height:
Currently working

Wit:
Yes

No

Occupation

Current activity limitations

List any activities that your doctor has told you not to do at the present time

Lift more than Ibs Twisting Climbing Other
Bending Reaching Kneeling
Do you use any assistive devices ie: (walker, sling/brace, wheelchair) 4 yes U no Type:
Do you have any safety issues you would like to discuss? O yes U no Comments:
Date when problems began or became significantly worse:
How did it start?
Since it began, is it (please checkd better? O same? O worse?
What makes your problem worse?
What makes your problem better?
Are you currently receiving rehabilitation services anywhere else? QO yes; O no
Have you had rehabilitation before? 0 yes; Q no; If yes, when? Where?

For what purpose?

Have you had home health services in the past 3 months?
What agency?

U4 yes;

Medications:

4 no; If yes, when?
For what purpose?

Please list any medications you are currently taking (include both prescriptions over-the-counter medications, vitamins,

herbal remedies, topical ointments.

NAME DOSAGE

FREQ/TAKEN

REASON TAKING MEDICATION

Allergies: 1 no known Q yes list:

Any allergies to medications?

LIST MEDICATION REACTION TYPE

COMMENT

To other substances (ie latex)? List:

Medical tests: (Please give date of last test)

Xray: MRI: Myelogram:
Doppler: Ultrasound:

Have you had any injections for your current condition: 1 yes O no

Mammogram:

CT scan: EMG:

Other:

Location:

Houston
Northwest

MEDICAL CENTER

N
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Medical History - check any of the boxes below which describe a health problem you have/or have had.

Personal Personal
History History
Anemia ) Fibromyalgia \ mm weakness ( )
Arthritis: OA\RA Edema/swelling ( )
Balance Issues Bladder Infection
Stroke/CVA Bronchitis
Hearing Difficulty Cancer

Heart Disease
Glasses
Hearing Aid Other serious problems (previous injuries)

« )
« )
« )
Emphysema/TB/Lung Disease Scoliosis ( )
Kidney Disease Metal implants ( )
Pneumonia Diabetes ( )
Poor Nutritional Intake Ulcers ( )
Seizures Gout ( )
Skin Rashes Osteoporesis/Osteopenia ( )
Thyroid, Low/High Hepatitis ( )
« )

Low/High Blood Pressure

P e e e e e e e e e
—_— e N e N S S~

Implanted Devices: (ie Pacemaker/Electrical Stimulation Unit) Type:

Current Symptoms: Check the symptoms which currently apply to you

( ) Pain or discomfort in chest after exercising, eating or exposure to cold (

( )  Frequent heart palpitations or fluttering (

( )  Pain in legs when walking or climbing stairs (

( (
(

Frequent headaches

Frequent aches or pains in joints
Frequent backache

Skin problems

Dizziness / Vertigo

) Unusual shortness of breath from brisk walking or climbing stairs
( )  Poor exercise tolerance / General weakness
Lifestyle Factors

| have an out of hospital do not resuscitate form 0 yes O no
Are you on a special diet? If so, what is it?

Smoking Habits U yes 0 no QO occasional Drinking Habits (alcohol) Q yes U no QO occasional
Do you monitor your blood sugar regularly? O yes U no
Have you had surgery? U yes U no Type/Year:

HAVE YOU HAD ANY OF THE FOLLOWING OVER THE PAST TWO MONTHS

Weight gain/loss of more than 151bs 0 yes U no Pain or feeling of heaviness in chest 1 yes O no
Painful or bloody urination 4 yes U no Constant pain that never goes away d yes U no
Shortness of breath 4 yes U no Change in hearing U yes U no
Pain when you cough or sneeze 4 yes U no Change in vision U yes U no
Discolored or painful feet / lower legs QO yes U no Changes in voice volume U yes U no
Fever or night sweats U yes U no Problems swallowing U yes U no
Infectious Diseases 4 yes U no Problem with balance or falling d yes U no
Numbness or tingling in arms orlegs O yes U no Pregnancy 4 yes U no

REASON FOR REHABILITATION: (Why have you come for treatment?)

1. (worst/most bothersome)
2. Are there any other problems?

3. MY PERSONAL GOAL FOR THERAPY IS:

4. How well do you perform your everyday activities? (circle only 1 number)

0 1 2 3 4 5 6 7 8 9 10
(unable) (normal)

Patient Signature Date
Reviewed by therapist; discussed as needed.

Therapist Signature Date
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Do you have pain associated with your condition? [IYes L[] No
Please help us evaluate your pain by completing the following pain diagram

DIRECTIONS: MARK AREAS THAT CAUSE YOU PAIN
Use the following letters to mark type/location of pain

Pain Description: ﬁ
A. Sharp W\ . .4

B. Dull
C. Ache
D. Throb

E. Heavy/Full

F. Tingling

G. Numb

H. Radiating down arm/leg
I. Other:

Rt Lt Lt Rt

PLEASE RATE YOUR OVERALL PAIN =3 = = > RN N
® @
] ! ! y ] y
(|) 10

1 2 3 4 5 6 7 8 9
I I I I I I I I I

Mild Moderate Severe
PATIENT SIGNATURE DATE
‘ Patient Label
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Our goal in the Rehabilitative Services Department at Houston Northwest Medical Center is 100%
customer satisfaction. To better serve your needs, we may need to be able to contact you during the day.

Please list the best way to reach you during the day. If you prefer we do not call, please indicate by
writing “don’t call”.

Home phone:

Work phone:

Cell phone:

PERSON TO NOTIFY IN CASE OF EMERGENCY:

NAME: PHONE:

You are encouraged to discuss therapy services, benefits, expected outcome, risks and alternatives
concerning your treatment plan with your therapist.

As a courtesy to you and your busy schedule, we will be glad to schedule you for the full duration of your
plan of care. In order for you to achieve maximum benefits from your therapy, please adhere to all
scheduled appointments. If you need to reschedule, please call the department at least 12 hours before
your appointment time, and we will be glad to reschedule you. We will give you a print out of all your
appointment times.

IF YOU NO SHOW FOR AN APPOINTMENT, YOUR FUTURE APPOINTMENT TIMES WILL BE
CANCELLED.

Thank You,
YOUR THERAPY PROVIDERS
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