PATIENT INTAKE INFORMATION
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OMANA PHYSICAL THERAPY

OURANGO, cOoLaaABDC

Date DOB Sex M F Pronouns

Name Preferred Name

Phone Apt Reminders(circle) Voice-Text-Email-None
Address

Email

Employer

Emergency Contact # Relationship/Name

REFERRING

Referring Physician Phone

Primary Care Phone

What made you choose Ohana PT for your therapy?

REASON FOR VISIT
What are we seeing you for?

Date when your symptoms began?

Surgery Date

Rate the severity of your pain on a scale from 0 to 10. 0= no pain, 5=moderate, 10=extreme

Currentiy At its best Al its worst
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Please Indicate Where You Are Expenencing Symptoms

Type of pain (circle)

Aching  Dull  Throbbing Sharp  Shooting Burning Numbness  Tingling

Are your symptoms constant or intermittent?(circle one) Constant Intermittent

1




--
-

OHANA PHYSICAL THERAPY

DURANGO COLOAARG

What activities are you having difficulty with?(circle one or more)

Sitting Lying down Sitting to standing Reaching
Standing Walking Lifting Coughing/Sneezing
Bending Climbing stairs Carrying Other

HEALTH HISTORY
Have you received any of the following care for this condition (circle)

Medication Physical Therapy Chiropractic Massage

Have you had any of the following care for this condition? (circle and date)

X ray MRI CT Scan Bone Scan
MEDICAL HISTORY

Have you been diagnosed with any of the following?(circle)

Osteoporosis Depression High Cholesterol
Cancer Hearing Impairment Contagious Disease
Diabetes (1 or II) Seizures Fibromyalgia
RheumatoidArthritis Visual Impairment Immunosuppression
Osteoarthritis Thyroid Problem TBI

High Biood Pressure Kidney Disease Parkinson's
Circulatory Problems Stroke Pregnancy

Anxiety Vertigo Pacemaker

Are you currently taking over the counter medications, vitamins, or supplements? Y N
Are you currently taking any prescribed medications? Y N
Please list, if yes

GOALS
Please provide 3 specific goals you would like to achieve from your therapy at Ohana PT
E.g. 1. Avoid surgery. 2.Reduce pain by 50% in 2 weeks. 3. Get back to playing golf
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Please list any other injuries, surgeries and diagnosis that are not listed and associated dates.
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Functional Dry Needling® Consent and Request for Procedure

Funchanal Dry Neegkng® (5 DN invelves Nsering  lry monofilament needie n 4 muscle o muscies norder 0
‘leasa snortenad bands of muscles ard decreass Yigge point acihty Tris can nelp to resolve pamn and muscie
lension andg will promate beaing. Thes s nat dradihang Chinese Acupunciure, but nsteas a medical tmalinent Ihat
fehes on & megical didarows to be elfectve Your PRYSKS 1hemmel tomed by Evidence i Malon has mat
fequeaments for Level 1 (Beig) or Level 2 (Caralyn ana Andra) Gomoetency in Funcboral Ory Nzading® Al
iAWNG W3S 1 docordance with requiraments detaied Uy this Rclty and by the U S state of this practitionar's
lzengsira

FON s 3 vzanio ang sfocive Traalment lor muscuisscssial naen | sy any lealment, Ihare aro nossibia
rurpiestions Whie comphcatens aee g rans Occurrance ey mgnt heppen and must e Consdoroed puor 1o
uwIng consant a2 ireaiment

Risks: The mosd nerious riss wish ON & psoden s Funciute of 3 lung (preumothaeras), I ths were ko ocgur, K
may ihaly recune 3 chest x 2ay and no lurthor reatment The symatoms of sncvtness of beeah may fast for
several Says 10 weeks A Mof Severe purttu i can requre haspilaiesion and ra-infiaticn of the gy This s
fare comphcaton and in 2kind hancs 2 should not by 3 mapl concem Other risks inoluge ayuty o 3 ooy
VESSEL CHusAg 3 Brise infectnn andir nerve futy Brusing i a common socumance ana she il nod b o
SN

Patient's consent: | understand Tat no Cugranlee o assuwrance has baen made 35 |0 the rasuls of this
procadure ana that o may not cure My Condhon My reragst has 3155 dCHESES Win me ne prababiity of
sucsess of this (vococury, @5 we' o6 the pratabildy of soncus sida afizas, Mutpie restmant seasices rEly Dis
TEqueadineace, s this conseed wil caver s frealmen) < well 35 consecutiva reatmenis oy iy Lnshity 1
nave read and wlly understand this corsent tom: ang uncerstand that | shoutd ot sign s fonm usst 3l items,
meliding my questione, havs heon explavied or answered 1o iy salsaction Wik my Sgnabhrs | horeby consant
to the pedummance of this proceoure | 250 CONSeNT 1D by Miasures necesssry to correst cornabeatons which
Miay result

Procedyre; | authanze: wy theriast 1 perform Furctons) Oy Nesdling » corpunction
wath my care 31 Ghana Paysicy Therany

Please anuswer the lollowing questions:
Ara you pregrant? Y N Afe you mmunocomgnomses? Y N A ycu taong blood ininners? Y N

00 NOT SIGN UNLESS YOU HAVE READ AND THOROUGHLY UNDERSTAND THIS FORM

You have the right to withdraw cansent for this procedure at any Ume before itis performed.

Palent of Authorzed Regresentabve Signeiurg Dase Time

Relationshup o panent (f oner han paneal) (Fatient name senled)

Physical Therapist Affirmation: ' havs &xpaned he docedule VICSCAET F00ve and IS alandant 7isks srd
conuqum':k?e pabienl wha nas ivdicslad undersiancag thareat and nas consented 0 1s parfmance
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OHANA PHYSICAL THERAPY

DURANCO, COLORADO

COVID-19 CONSENT TO TREAT

| understand that COVID-19 is extremely contagious and may be contracted from
various sources. | understand COVID-19 has a long incubation period during which
carriers of the virus may not show symptoms and still be contagious.

To proceed with receiving care, | confirm and understand the following:

* | understand my treatment at Ohana Physical Therapy may create circumstances,
such as the discharge of respiratory droplets or person-to person contact, in which
COVID-19 can be transmitted.

e | confirm | am not experiencing any of the following symptoms of COVID-19 that are
listed below:

*Fever *Runny Nose
*Shortness of Breath *Sore Throat
*Dry Cough *Loss of Taste or Smell

* | am informed that Ohana Physical Therapy and their staff have implemented
preventative measures intended to reduce the spread of COVID-19. However, given the
nature of the virus, | understand there may be an inherent risk of becoming infected with
COVID-19 by proceeding with this treatment. | hereby acknowledge and assume the
nisk of becoming infected with COVID-19 through this freatment and give my express
permission to Ohana Physical Therapy to proceed with providing care.

Patient or Authorized Representative Signature Date

Relationship to patient
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OHANA PHYSICAL THERAPY

OURANMCO. cOoLQEaDD

LATE CANCEL AND NO SHOW POLICY

| understand that my therapist has set aside time for my physical therapy treatment
and by reserving this time, another patient who might also need physical therapy has
been scheduled at a later time.

| understand that if | cancel my appointment within 24 hours of my scheduled

appointment time it is unlikely that my therapist will be able to fill the appointment time
on short notice.

As such, | agree to pay the $50 late cancellation/no show fee if | cancel my
appointment within 24 hours of my scheduled appointment time. NOTE:
Monday appointments must be canceled by the preceding Friday at 4PM as
messages left over the weekend are not received until Monday morning. |
also agree to pay the $50 cancellation/no show fee if | do not come to my
appointment without giving notice. Any cancellation before 24 hours will be
free of charge.

| understand that Ohana Physical Therapy will waive the $50 cancel fee for situations
that they deem appropriate such as inclement weather, iliness, or emergencies.

Patient or Authorized Representative Date

Relationship to Patient
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