
Name:

1. Please describe your reason fof comingto therapy and what symptoms you are

2.

3.

Clifton-Fine HosPital
Phvsical Îheraov Patient I nformation

When did your problem begin!
Describe how your problem began

4. How much of the time do you þave symptoms?

[ ]ConstantlT6-tÛOo/o] I JOccasional(26-50%)

[ ]Frequent(5l-75o/ol t llntermittentl2'% or less]

lndicate the lntensity of your pain at rest. (circle the appropriate number)

(NoPain) L 2 3 4 5 i6 7 I 9 10 (severePain)

tndicate the intensity of your pàin with movement- (circle.the appropriate number)
(NoPain) 1 2 3 4 5 6 7 I 9 10 (severePain)

DOB:

7. What makes your symptoms worse?

8. What makes your symptoms better?

9. Have you had this problem befgre?
10. Medical History (check allthat åpply)

Date:

J Heaart Disease [ ;]Cancer

lPacemaker [ ]High blood Pressure

JHigh cholesterol [ ]LunS Disease

lPaiñ at night [ ]Headaches

lCough [ 
']Dizziness/blackouts

lNausea/vomiting [.]Weightloss/Gain
lChest pain [ ]FibromYalgia

lUrinary Problems [ ]Bowelproblems
I Hearing Problems [ ']GERD(Reflux)

lFever/Chills/sweats [ ]Shortness of Breath

lWeakness in arms or legs [ - ]History of smoking

lAsthma

11. Medications:
Please list surgeries:

12. Allergies[ ] None or list (including latex)

13.occupation(includinghousewife,student,retired)
14. What are your goals for physicaltherapy?

15. Have you fallen within the last 6 months? [ ]Yes [ ]No lf so, how many times?

t
t
t
t

t
I
t
I
t
I
t

t

lOsteoporosis
lOsteoarthritis
lDiabetes
lLow Back Pain

lLoss of balance

]Current Pregnancy

lCoordination problems

lVision Problems

lLoss of Appetite
JHeart Palpitations

[ ]Rheumatoid Arthritis
lStroke
I other



Neck lndex
À.lanaged Physicál NelvJork

Patient Name

This questionnaire wítt give your provider information about how your neck conditkin affects your everyday life-

please answer evety séction by marking the one statement that applies to you. lf two or more statements in one

section apply, pteasâ mark the one statement that most ctosely describes your problem. I ; : i' :'r'

Pain Intensity
@ lhave no pain at the moment

@ The pain is very mild al the moment.

@ The pain comes and goes and is moderate.

@ The pain is fairly severe at the momenl

@ The pain is very severe at lhe momenl

@ The pain is the worsl imaginable at lhe moment.

Sleeping
@ I have nolroublesleePing.

O My sleep is slighlly distuôed (less than t hour sleepless).

@ My sleep is mildly dislurbed (1-2 hours sleepless).

@ My sleep is moderately disturbed (2-3 hours sleepless).

@ My sleep is greally disturbed (3-5 hours sleepless)-

@ My sleep is completely disturbed (97 hous sleepless).

Reading

Personal Care
@ I can look afler myself normally without causing exlra pain.

O I can look afler myself normally but it causes exka pain.

@ lt is painful to look afler m¡aelf and lam slow and careful.

@ I need some help but I manage most of my personal care.

@ I need help every day in most aspects of self care.

@ I do not get dressed, I wash with difficul$ and stay in bed-

Lifting
@ I can lifr heavy weights without extra pain.

(D I can lift heavy weights but it causes exlra pain.

@ Pain prevents me from lifling heavy weights off lhe flooç but I can manage

illhey are convenienlly posilioned (e.9., on a table).

@ Pain prevents me ftom lifling heavy weights offlhe lloor, but I can manage

light to medÍum weþhls if lhey are convenienlly posilioned-

(Ð I can only lift very lightweights.

@ I cannot lifror carry anylhing at all.

Driving
@ I æn drive my car without any neck pain.

(D I æn ddve my ær as long as I want wilh slight neck paín'

@ I rqn drive my care as long as I want wilh modeáte neck pain.

@ I cahnot ddve my car as long as I want because of moderale neck pain.

@ I can hardly drive at all because ofsevere neck pain.

@ I cannot drive my car at all because of neck pain.

Recreation
@ I am able to engage in all my recreafon activities without neck pain.

O I am able to engage in all my usual recreation aclivities with some neck pain.

@ I am able to engage in most but not all my usual recreal¡on activilies because of neck pain.

@ I am only able lo engage in a few of my usual recrealion aclivilies because of neck pain.

@ I can hardly do any recrealion activities because of neck pain.

@ I cannot do any reøeattbn activil¡es at all.

@

o
@

@
@

@

I can read as much as I want wilh no neck pain.

I can read as much as lwantwith slþht neck paín'

I can read as much as I want wilh moderale neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severc neck pain.

I cannot read at all because of neck pain.

Date

Concentration

MPN Usa Onty rcv 5ffl99

@

o
@

@
@

@

I can concentrale fully when I want wilh no difficulty.

I can concenfate tully when I want wilh slight diflicul$-

I have a faÍr degree of difficulty concenlraling when I wanl

I have a lol of difliculty concenlnating when I want

I have a great deal of difüculty concenlratíng when I wanf

I cannot concenl¡ate at all.

Work
@

o
@

@
@

@

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual woil but no more.

I cannol do mY usual wo¡k.

I can hardly do anY work at all'

I cannol do anY wotk at all.

Headaches
@ I have no headaches atall'
(D I have slþht headaches which come infrequenlly.

@ I have mode¡ale headaches whlch come infrequently.

@ I have mode¡ale headaches which mme frequenlly'

@ I have severc headaches whlch come frequenlly.

@ I have headaches almost all lhe lime.
Neck
lndex
Score



Conditions and Consent for Physical Therapy.

lnformed Consent for Treatment I understand that the term 'informed consent' means that the

potential risks, benefits, and alternatives of physical therapy have been expla¡ned to me. The

therapist provides a wide range of services and I understand that I will receive information at the

initial visit concerning the treatment and options available for my condition.

Cooperation with Treatment I understand that in order for Physical therapy treatment to be

effective, t must come to scheduled appointments unless there are unusual circumstances. I

understand and agree to cooperate with and perform the home Physical Therapy exercise program

developed for me. lf I have trouble with any part of mytreatment program, I will discuss itm with my

Physical Therapist.

Cancellation Policy I understand that to successfully achieve the goals of treatment established by

myself and my physicattherapist it is essentialfor consistent attendance as outlined in my plan of

care. I understand that three (3) or more no shows could result in my discharge from therapy.

Financial and lnsurance Responsibitities I understand that it is my responsibility to call my insurance

company ahead of time to obtatn pre-authorization that may be necessary for PT, and to obtain

verification of my outpatient physical therapy benefits.

potential Risk of PT I understand that during my initial evaluation or following treatment sessions I

may experience an increase in current pain or aggravate my current condition. I agree to discuss any

of aggravation of my current symptoms with my therapist if they last longer than 24 hours.

Reha bilitation Seruices

Informed Consent

,t,

I have read the above and I consent to Physical Therapy evaluation and therapy treatments at

Clifton-Fine HosPital.

Patient/Parent (Guardian) Siþnature if patient Under age of 18 years of age

Print Name Date

Witness
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