\“l "’//
-
- -
OHANA PHYSICAL THERAPY
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PATIENT INTAKE INFORMATION
Date [»]e]:) Sex M F Pronouns

Name Preferred Name
Phone Apl 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 te 10. 0= no pain, S5=moderate, 10=extreme
Currently At its best At its worst

Please Indicate Where You Are Experiencing Symptoms
Type of pain (circle)
Aching  Dull Throbbing  Sharp Shooting Buming  Numbness Tingling

Are your symptoms constant orintermittent?(circle one) Constant Intermittent
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OHANA PHYSICAL THERAPY

SYUAANCO. CoLomADD

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 Otner
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 (I or I1) Seizures Fibromyalgia
RheumatoidArthritis Visual Impairment Immunosuppression
Osteoartnritis Thyreid Problem T8I

High Blood 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.9. 1. Avoid surgery. 2.Reduce pain by 50% in 2 weeks. 3. Get back to playing golf

1.
2.
3.

Please list any other Injuries, surgeries and diagnosis that are not listed and associated dates.
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Functional Dry Neoedling® Consent and Request for Procedure

Functional Ory Neealing® (FDN) invaives inseriing a liny manafilament neectie i @ musclo o muscles in order 1o
reivase shortered Dands of muscles and decresse leigges pont activey This can nelp to resalve pan 3nd mussle
mwﬁlwnm. Mwmlmwmme. Ot Nsigad @ meacal realnent 1hat
r2iies on a medical diagnosis 10 be eflective Your physical therapist vamed by Evidenca in Malion hss met
requirements for Level 1 (Brig) or Lovel 2 {Caralyn ard Andre) SOmpEtency 1 Fundtivmal Dry Neading® Al
tanng was hxmmmn:nwmdwmwmbﬁ:yw Uy 1he U S. state of ™is pracitioner’s
eansure

FON iz & valsabie arg effective woatmon! lar musculcsceiatal pyn ke any I10oIment. thare are possible
compicatons White mmwarmm«mthq mmwwawmuoemwpmrw
gving consant for fraatment

mmenwsem-awrwumsmmlwmom«m i1 this were 0 ozow, @
may Iely require a chest X ray ond no lurther treatmant. The Symploms of shariness of breah my 1ast for

Patient’s consent: 1 uncerstang ihat no Quaraniee of assuance his been made as 10 the resulis of this
Arocadune and that il may nol cure my condilien My Iheruzist nas 3130 discussas with me & protauay of
Success of this procedure, 335 well 5 Ihe prebabilly of senous sige afecis Maustipin Ureatment ses80ns may bé
fequrecinesdod, nus ths consent wil cover g lroalmani 35 woll 3x congacutive rastmants by this faciity 1
have rews and tily understand this congent form ang uncerstand that 1 should not *Ign Inis form until &l itams,

Procedure; | QuIBOrZE my INerpis! 10 parform Funchional Ory Needing = coruaction
wih my care 3t Ohang anysical‘lhorapy

Areyoupregnan? ¥ N A you immunocompromsed? ¥ N Ave you takng blood tinners? Y N
DONCT SIGN UNLESS YOU HAVE READ AND THOROUGHLY UNDERSTAND THIS FORM
You havo the right 1o withdraw consent for this procedure a1 any Ume bafore it is porformed.

Potiant of Aunonzed Represeriosve Sgnalure Date Time
Relatonshep 10 pasent (¢ othor han patent) {Palent narma prinlad)
Phy i + | N3ve expined the procedure ndicated above and its altensan: risks and




Ohana Physical Therapy Cancellation
Policy & Agreement

At Chana Physical Therapy, cur mission is to provide exceptional care ang consistent
scheduling for all of our patients. Each appointment time is reserved specifically for you,
aliowing us to give you our full attention and deliver the best possible care.VWhen an
appoiniment is misseg or canceled on short notice, it does more than disrupt your own
progress, it prevents another patient who needs care from being seén, leaves your physical
therapist's time unused, and directly impacts the sustainability of our small business.

Our updated policy refiects the realities of running a patient-centered practice and the standard
expeclations across the broader health and wellness industry, where reserved appointment
times are respected and held accountable to ensure faimess and continuity of care.

Updated Cancellation Policy Effective Monday, 11/10/25

e A $76 fee will be charged for any missed appointment or cancellation made with less
than 24 hours' notice.

e The 24-hour window Is calculated to the minute — cancellations made fewer than 24
hours before your scheduled appointment time will e subject to the fee

e This policy applies to all appointment types, including initial evaluations, follow-ug
visits, re-evaluations, and seif-pay sessions

e Because of the impact missed appoiniments have on patient care and clinic operations,
no exceptions will be made — including for i'ness, transoortation. or childcare
chalienges.

Payment of Fees
The $75 fee will be collected at the time of cancellation when possidle. If payment is nct made
at that tme, an invoice will be sent, and payment will be due upon receipt.

How to Avoid the Fee

If you need to cancel or reschedule, please contact us at least 24 hours before your
appointment time by calling 870-247-7885. We'll be happy 10 find another time that works for
you,

Acknowledgment

By signing below, | acknowledge that | have read, understand, and agree to the Ohanz Physical
Therapy cancellation policy. | understand that a $75 fee will be charged for missed or
late-canceled appointments, that this applies to all appointment types, and that no exceptions
will be made.

Patient Name: Date:

Patient Signature:




