Date:____________

PATIENT INFORMATION
Name_____________________________________________DOB_____________________
Phone__________________ Appointment Reminders

Voice

Text

Email

None

Address_____________________________________________
Email___________________________________________________ Sex

M

F

Employer___________________________________________________________________
Emergency Contact___________________________Relationship______________________
Phone_____________________________________________
REFERRING
Referring Physician_________________________ Primary Care_______________________
How did you hear about us? Friend/Family(include name below)

Doctor

Other________________
ACCIDENT INFORMATION
Is this injury due to an accident? Y
N
Type of accident
Home
Work
Date of injury___________

Auto

Other______________________

REASON FOR VISIT
What are you being seen for?___________ When did your symptoms begin? _____________
Is this condition getting worse? Y
N
Rate the severity of your pain on a scale 1-2-3-4-5-6-7-8-9-10. At its worst ________
At its best_______ Currently_______
Type of pain (circle all that apply):
Aching
Numbness
Burning
Sharp
Cramps
Stiffness
Dull
Tingling
Swelling
Throbbing
Shooting
Other_________
How often do you have this pain? ______________________
Is it constant or intermittent? __________________________
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Does it interfere with (circle all that apply):
Work
Daily Routine
Sleep
Sport

Recreation
Family Life

Recreation Activities or movements that are painful to perform (circle all that apply):
Sitting
Bending
Walking
Standing
Lying down
Other
Prior to your condition or injury, please rate your functional status with self-care and house
keeping activities:
Excellent
Good
Fair
Poor
Please rate your current functional status with self-care and house keeping activities:
Excellent
Good
Fair
Poor
Have you experienced any of the following:
Changes in bowel/bladder
Non-healing sores/wounds
Referred or radiating pain
Fever/sweats

Unexplained weight loss

Is your pain worse at rest or during activity? _______________
Are you currently pregnant?
Y
N
If yes, what is your due date? _____________
FAMILY/SOCIAL HISTORY
Do you live alone?
Y
N
If no, who do you live with? _______________
Are there stairs in your home?
Y
N
Are you currently working?
Y
N
What is your occupation? _________________
HEALTH HISTORY
Have you received any of the following for your condition (circle all that apply):
Medication
Physical Therapy
Massage
Surgery
Chiropractic
Other__________
If yes, please describe:_________________________________________________________
___________________________________________________________________________
Name and address of others who have treated you for this condition:_____________________
___________________________________________________________________________
Have you had (please include dates for all that apply):
X ray
Date______
MRI
Date______
CT Scan
Date______
Bone Scan Date______
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Additional Notes:
Have you been diagnosed with (circle all that apply):
Osteoporosis
Circulatory Problems
Cancer
Depression
Diabetes
Hearing Impairment
Arthritis
Seizures
High Blood Pressure
Visual Impairment

Thyroid Problem
Kidney Disease
Vertigo
High Cholesterol
Contagious Disease

Do you have a Pacemaker?
Y
N
Please list any other injuries or diagnoses not listed above_____________________________
___________________________________________________________________________
Please list all past injuries and surgeries and associated dates (please have your primary care
physician fax records to Ohana at 970-459-8404)
___________________________________________________________________________
___________________________________________________________________________
Are you currently taking over the counter medications, vitamins, or supplements: Y
If yes, please provide the front desk with a comprehensive list.

N

Are you currently taking any prescribed medications?
If yes, please provide the front desk with a comprehensive list or note below.

N

Please Indicate Where You Are Experiencing Symptoms
Additional Notes:

3

Y

Functional Dry Needling Consent and Request for Procedure
Functional Dry Needling (FDN) involves inserting a tiny monofilament needle in a muscle or muscles in order
to release shortened bands of muscles and decrease trigger point activity. This can help to resolve pain and
muscle tension and will promote healing. This is not traditional Chines Acupuncture, but instead a medical
treatment that relies on a medical diagnosis to be effective. Your physical therapist trained by KinetaCore
has met requirements for Leve 1 (27 hours of training) competency in Functional Dry Needling. All training
was in accordance with requirements dictated by this facility and by the U.S. state of this practitioner’s
licensure.
FDN is a valuable and effective tool for treating musculoskeletal pain. Like any treatment, there are possible
complications. While complications are a rare occurrence they might happen and must be considered prior
to giving consent for treatment.
Risks: The most serious risk with FDN is accidental puncture of a lung (pneumothorax). If this were to occur,
it may likely require a chest x-ray and no further treatment. The symptoms of shortness of breath may last
for several days to weeks. Other risks include injury to a blood vessel causing a bruise, infection and/ or
nerve injury. Bruising is common and should not be a concern.
Patient’s consent: I understand that no guarantee or assurance has been made as to the results of this
procedure and that it may not cure my condition. My therapist has also discussed with me the probability of
success of this procedure, as well as the probability of serious side effects of this procedure. Multiple
treatment sessions may be required, therefore this consent will cover today’s treatment and any future
treatments performed at Ohana Physical Therapy. I have read and fully understand this consent form. With
my signature I hereby consent to this procedure, I also consent to any measures necessary to correct
complications which may result.

Procedure: I, ____________________, authorize Andre Botha to perform Functional Dry
Needling in conjunction with my care at Ohana Physical Therapy.
Please answer the following questions:
Are you pregnant?
Y N
Are you immunocompromised? Y N
Are you taking blood thinners? Y N
___________________________________________________________________________
Patient or Authorized Representative Signature
Date

_____________________
Relationship to patient

________________________
Treating Therapist Signature
Andre Botha

Please Note: The cost for FDN is a one time $20.00 fee per case, plus $5.00 per session. These costs cover
the FDN supplies and are in addition to your regular physical therapy charges.
INITIAL_________
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