g% Rehabilitation Services

26850 Providence Parkway, Suite# 163
STUOHN e Novi, MI - 48374 _
PrROVIDENCE PROVIDENCE PARK HOSPITAL TEL: 248-465-4190 FAX: 248-465-4894

HEALTH S5YSTEM*

A Campus of Providence Hospital and Medical Centers

LYMPHEDEMA
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#/Contraci# :

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 drivers 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

SUOHN 26850 Providence Parkway, Suite# 163
PrROVIDENCE 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.




[A Rehabilitation Services
26850 Providence Parkway, Suite# 163
STUJOHN Novi, MI - 48374 :
PrOVIDENCE PROVIDENCE PARK HOSPITAL TEL: 248-465-4190 FAX: 248-465-4894
HEALTH SYSTEM"
A Campus of Providence Hospital and Medical Centers
Lymphedema Medical History
Name D.O.B. Date

Do you currently experience swelling / lymphedema? (Please circle all that apply)
Right arm Left arm both arms breast

Right leg Left leg both legs head & neck genital
Have you been diagnosed with lymphedema? O Yes O No

How long have you had swelling / lymphedema?

Was there a triggering event which caused the swelling / lymphedema?

Have you had any surgery? O Yes O No

If yes, list surgeries and dates:

Have you had any lymph nodes removed? O Yes 0O No

If yes, how many?

Have you ever received radiation therapy for cancer? O Yes O No

If yes, list area of radiation and dates:

Have you had chemotherapy? [ Yes 0 No

If yes, how long ago?

Have you had any infections (Cellulitis)? 1 Yes [ No

If yes, how long ago was the last one?

Is there a family history of lymphedema? [ Yes [ No

If yes, please explain:

Do you have pain? 0O Yes O No

If yes, where is your pain level at?
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Patient Name:

Any loss of function or mobility? O Yes O No
If yes, where are you now functioning for home, work, self care...?

0 50 %

100%

Unable to function 50% of activities
Do you have difficulties with any of the following?

walking reaching preparing meals dressing
sleeping other

What is your current living situation?

alone with spouse or companion with son / daughter
home nursing home / assisted living - hospice

Do you currently suffer from (or have you had) any of the following?

asthma bronchitis difficulty breathing irregular heart beat
heart edema hypertension hyperthyroidism kidney failure
sleep apnea diverticulitis malignancy (cancer) Crohn’s disease
recent abdominal surgery deep venous thrombosis (blood clot)

List any other medical problems not listed above

no limitations

bathing stair climbing

diabetes
infections
latex allergy

Are you taking any medications? [ Yes 0 No

If yes, list medications

Are you currently pregnant or is there a chance you could be pregnant? [ Yes O No

Have you had previous treatment for swelling / lymphedema? [0 Yes O No

If yes check all that apply:
manual lymph drainage compression bandaging lymphedema exercise
compression pump flexitouch compression garments

If yes please explain your experience, success of lack of success:

Do you currently wear a compression sleeve or stocking? [ Yes O No

If yes, how often do you wear it and how old is it?

Do you currently use compression at night? [ Yes 0 No

If yes, please explain:

Do you exercise regularly? [ Yes 0 No

If yes, please explain:

Are you familiar with the precautions for lymphedema? O Yes O No







