“ Rehabilitation Services

SUOHN 26850 Providence Parkway, Suite# 163
PrOVIDENCE PROVIDENCE PARK HOSPITAL Novi, Ml - 48374

HEATH YR IR TEL: 248-465-4190 FAX: 248-465-4894

A Campus of Providence Hospital and Medical Centers

LOWER EXTREMITY

Today’s Date: S.S.# .

NAME (as it appears on your driver’s license):

Date of Birth: Sex: M F Marital Status:

Home Address: City: State:
Home Phone: Cell Phone:

Zip Code: Is A Nurse or Therapist currently coming to your home? Yes__ No_____

(IF THE ANSWER TO ABOVE IS YES-SEE FRONT OFFICE STAFF BEFORE CONTINUING)

Employer: Work Phone:

Occupation:

Primary Medical Insurance: Subscriber's Name:
SS#/ID#/Contract# :

Subscriber's Employer: Subscriber’s Birthdate:
Secondary Medical Insurance: Subscriber’'s Name:
Subscriber’'s Employer: Subscriber’s Birthdate:

Is your name written the same on your insurance card as it is on your driver’s license? Y N
if not, how is it written?

Primary Physician: Phone:
Referring Physician: Phone:
Is your treatment due to a work related injury or accident? Yes No

If YES — Indicate Where and When Injury Occurred:

Is your treatment due to an auto accident? Yes No

If YES — Indicate Date of Accident

If this is a Workman’s Compensation or Auto Accident Claim, complete the following information:

Company Name: Claim #

Company address: City/Zip:

Contact Name: Phone:




‘ ‘ Rehabilitation Services

STUOHN 26850 Providence Parkway, Suite# 163
PROVIDENCE PROVIDENCE PARK HOSPITAL Novi, MI - 48374
HEALTH SYSTEM TEL: 248-465-4190 FAX: 248-465-4894
A Campus of Providence Hospital and Medical Centers
Medical History Information: Patient Name:
Comments Comments
Heart Attack/ Yes/ Smoking Yes/
Congestive Heart No No
Failure/pacemaker
Cancer Yes/ Alcohol Yes/
No No
Diabetes Yes/ Present
No Weight
Seizures Yes/ Present Height
No
High Blood Yes/ Allergies Yes/
Pressure No : No
Pregnant Yes/ Headaches Yes /
(presently) No No
Metal Implants Yes/ Bowel/Bladder | Yes/
No Problems No
Arthritis Yes/ HIV Yes /
No No
Breathing Problems | Yes/ Hepatitis Yes /
No No

Other Medical Conditions, please list:

Restrictions by physician, of any kind:

Past Surgeries, please list:

Current Medications, please list:

Have you received Physical Therapy, Occupational Therapy, or Speech Therapy previously? Yes No
If yes, what was the diagnosis?

When/Where did you receive therapy?

Have you been hospitalized recently? Yes No
If yes, why?

When/Where were you hospitalized?

"We know violence is a problem for many people, so we routinely screen all patients for violence in their lives. Is this a problem for
you in any way"? Yes / No
If yes, why?

Do you have any religious or cultural beliefs that will affect your care? Yes No
If yes, please explain.




Low Back and Lower Extremity Name:
Functional Assessment Shart Date:

(Mark with I-Initial & D-Discharge)
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1. Rate the intensity of your pain/symptoms AT THIS TIME:

In regards to the problem that brought e )
you to therapy, how difficult are the 5&mElEE_ By | D/C Score
following activities? (Circle number) g g E E _g E § E - g @ Comments by Therapist
=5|=5|25| 8|<g| >
1, Roll over in bed, getting up from
lving down 0 1 2 3 4 5
2. Sleeping
0 1 2 3 4 5
3. Dressing - pants, shoes, socks
on/off 0 1 2 3 4 5
4. Up and down from a chair 0 1 2 3 4 5
5. Bathing/showering 0 1 2 3 4 5
6. Light housework — making the bed,
dishes, dusting 0 1 2 3 4 5
7. Heavy housework— vacuum,
laundry, yard work 0 1 2 3 4 5
8. Bending to reach low such as into
dishwasher or dryer 0 i 2 3 4 5
9. Reaching overhead such as into
cupboards 0 1 2 3 4 5
10. Driving-turning in/out of seat,
reaching/ fasten safety belt 0 1 2 3 4 5
11. Carrying groceries, laundry, gallon
of milk 0 i 2 3 4 5
12. Work duties or school activities
0 1 2 3 4 5
13. Kneeling/crawling, getting up/down
from floor 0 1 2 3 4 5
THERAPIST TO COMPLETE Initial % ?isc*!arga Y
Score otal o
For Therapist's use ONLY: Specify Dx Category:

At time of DISCHARGE, patient’s reported overall percent improvement that has been achieved?

Therapist’s Signature: D/C Date:

LB LE Functional Assessment Revised Sept 2010




PLEASE INDICATE ON THE DIAGRAM WHERE YOU

HAVE PAIN:

Pain




i § Rehabilitation Services

STUJOHN 26850 Providence Parkway, Suite# 163
PrOVIDENCE PROVIDENCE PARK HOSPITAL © Novi, M - 48374

HEALTH SYSTHM® TEL: 248-465-4190 FAX: 248-465-4894
A Campus of Providence Hospital and Medical Centers

Rehabilitation Services Attendance Policy

1. 1 agree to call to cancel my appointments at least 24 hours in advance.

2. | agree that | will be no more than 15 minutes late for my appointments. |
understand that arriving late will be considered a “no show” and that my
treatment time may be limited or possibly not provided.

3. | agree not to schedule a vacation or extended leave of absence for the duration
of my scheduled treatment sessions.

4. | understand that a total of three (3) cancellations and/or “no shows” will result in
discharge from therapy. | understand that my physician will be notified of my
failure to show for appointments and the resultant discharge from therapy.

5. | will refrain from using my Cell Phone during my sessions as to not interfere
with my treatment time or other equipment usage.

6. Children not receiving therapy are not allowed in the clinic due to safety issues.
Children need to remain in the waiting room or patients need to make other
arrangements for child care.

7. We are a SCENT-FREE facility. Please refrain from using any cologne,
perfumes, or scented hair products.

P.T. S.P. O.T. Days: Time:

Advance Directive Notification
| have been informed of my right to have an Advance Directive and have been
offered the Advance Directive Policy pamphlet.

Co-Pay and/or Deductible Notification
While we make every attempt to verify the co-pays and deductibles your insurance requires, YOU
ARE RESPONSIBLE to know your level of financial responsibility for co-pay and deductibles. These
amounts are our best estimate of your costs based upon the information available to us. We would
like to remind you that your health coverage is a relationship between you and your insurance
company.

| have been informed that my insurance requires me to pay a co-pay/co-ins of
per visit.
I have been informed that my insurance requires me to pay a deductible of

Patient Signature: Date:

Guardian Signature: Date:







