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PHYSICAL THERAPY INITIAL EVALUATION FORM

PATIENT INFORMATION

NAME OCCUPATION
AGE HEIGHT WEIGHT ____Ibs.
LEFT HANDED OR RIGHT?

CURRENTLY EMPLOYED? OYES ONO

ARE YOU CURRENTLY OUT OF WORK? OYES (ONO

ARE YOU RECEIVING SOCIAL SUPPORT? O YES  (ONO
IF YES, SINCE WHEN?

REHAB INFORMATION

1. CHIEF COMPLAINT/AILMENT/INJURY

2. PLEASE INDICATE ONE OF THE FOLLOWING:

a. DATE OF ONSET/EXACCERBATION
-OR-
b. DATE OR INJURY

3. ARE YOU POST OPERATIVE? (O YES O NO
IF YES, WHAT IS THE DATE OF SURGERY?

4. BRIEFLY DESCRIBE HOW YOU WERE INJURED.
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5. HAVE YOU RECEIVED ANY PHYSICAL THERAPY FOR THIS AILMENT PREVIOUSLY?
QOYES (ONO
IF SO, WHEN?

6. HAS YOUR CONDITION BEEN GETTING: OWORSE (OSAME (OBETTER
7. ARE YOUR SYMPTOMS: (O CONSTANT OR (O INTERMITTENT

8. PLEASE DESCRIBE YOUR SYMPTOMS:
(O SHARP O DULL (O SHOOTING (O THROBBING
(O BURNING (O ACHY (O NUMBNESS (O TINGLING

9. MARK THE NUMBER THAT BEST CORRESPONDS TO YOUR PAIN:
ATBEST: 00 Q1 O2 O3 O4 0O5 06 O7 08 (0% 010
ATWORST: 00 O1 O2 O3 0O4 0O5 06 QO7 08 Q9 010
CURRENTLEVEL: 00 Q1 Q2 O3 O4 O5 06 QO7 08 (O9 O10

10. WHAT INCREASES YOUR PAIN/MAKES YOUR CONDITION WORSE? (MARK ALL THAT
APPLY)

oBENDING oMOVEMENT oREST oSNEEZE
oSITTING oSTANDING oSTAIRS oDEEP BREATH
oRISING oWALKING oCOUGH oMEDICATION
oPROLONGED POSITIONING  oLYING oWORSEIN AM  oWORSE IN PM
oWORSE AS DAY PROGRESSES cREACHING oCARRYING oLIFTING
oGRASPING oN/A CAST JUST REMOVED

0OTHER (EX: “IT HURTS FOR ME TO REACH INTO KITCHEN CABINET FOR A CAN OF SOUP”)

11. WHAT ARE YOUR GOALS TO BE ACHIEVED BY THE END OF THERAPY?
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12. MEDICAL INFORMATION (MARK ALL THAT APPLY) **THIS INFORMATION IS
CONFIDENTIAL AND REMAINS PART OF YOUR CHART.

a Congenital Heart Defect 0 Wheezing or Exertion o Asthma/ Bronchitis/ Pneumonia/
0 Heart Problems/Heart Disease o Gout Chronic Cough

o Joint, Tendon, or Muscular Pain o Rheumatoid Arthritis o Stroke

0 Osteoporosis O Anemia o Latex Allergy

o Pacemaker o Ulcers o Hepatitis A, B, C

o High or Low Blood Pressure o Depression o Multiple Sclerosis

o Chest Pain/ Angina/ Palpitations o Kidney Disease o Cancer

o0 Abdominal Pain/ Bloating/ Gas o Tuberculosis o Joint Replacement/ Repair

o Shortness Breath o Thyroid Problems 0 Gastrointestinal Issues

o Skin Problems o Psychological o High or Low Blood Sugar

o High Cholesterol o0 Emphysema o Poor Balance/ Recent Falls

o Dizziness/ Vertigo/ Fainting/ o Severe Headaches o Prostate Problems

Blackouts 0 Epilepsy/ Seizure Disorders 0 Circulation Problems/ Blood Clots
o Liver Disease 0 Sexually Transmitted Disease/ AIDS/ HIV

o Lung Disease 0 Allergies o COPD

o Diabetes (Type I) o Chemical Dependency

a Diabetes (Type II) (Alcoholism/ Illicit Substances) o Lyme Disease

o Pain bowels/ Loose Stools/ Constipation

13. Medical Testing (MRI, CT Scan, X-Ray)

Type: Location/Provider: Date:

Type: Location/Provider: Date:

Type: Location/Provider: Date:
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*MEDICARE PATIENTS ONLY**

MY MEDICATION RECORD

List prescriptions, over-the-counter drugs, vitamins and herbal medicines.

Patient name: Date:
Allergies:
Pharmacy name: Phone: ( )
Primary doctor name: Phone: ( )
Medication name/dose: Medication treats Medication frequency: Notes/ questions:

(condition):
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Informed Consent for Physical Therapyv Services & HIPAA Notice

For physical therapy services, there are a wide range of treatment types and evaluations that can be used when it
comes to treating and managing an assortment of conditions. Services are provided to patients of all ages regardless of
color, ethnicity, gender, national origin, creed, disability, sexual orientation, age, gender identity, and/or socio-economic
condition. Physical therapy services can be used to treat various diseases, injuries, and disabilities by evaluation,
diagnosis, prognosis, and intervention using rehabilitative procedures. Some of these procedures include mobilization,
massage, exercises, and other physical means to aid the patient in achieving their individual, maximum potential within
their able capabilities and to accelerate recovery and reduce the length of said functional recovery. All procedures will be
explained to you before you are asked to perform them. Response to physical therapy techniques can vary from person to
person, and as such, we are unable to predict any single individual’s response to a specific procedure, modality, or
exercise protocol. Farmingdale Physical Therapy West (and/or Lake Shore Physical Therapy, P.C.) cannot guarantee how
you, as our patient, will react to a specific treatment type. We also cannot guarantee that the treatment we render will help
resolve the condition that you are seeking treatment for. In extreme circumstances, there is a possibility that physical
therapy treatment may result in aggravation of existing conditions and may cause further pain or injury. It is your right to
refuse any part of your treatment plan we have outlined at any time before or during your treatment, should you feel any
pain or discomfort, or any other unresolved concerns. As part of your rights, you are entitled to ask your physical therapist
about the treatment they have planned based on your individual history, diagnosis, symptoms and examination results. It
is your right to discuss the potential risks and benefits involved in your treatment. /, by signing this document,
acknowledge that I have read this consent form and recognize the risks that are involved in physical therapy. By signing
this document, I agree to fully cooperate and participate in all physical therapy procedures and will comply with my
established Plan of Care. I authorize the release of my medical information to appropriate third parties.

I, , hereby authorize Henry G. Purslow, P.T., P.C.,
d/b/a/ Farmingdale Physical Therapy West (and/or Lake Shore Physical Therapy, P.C.), to use and/or disclose protected
health information pursuant to the Notice of Privacy Practices that is posted in this office. T have also been given the
opportunity to review and/or receive a copy of these privacy practices. This authorization shall be in force and effect until
such time that I give notification requesting the termination of this authorization. I understand that I have the right to
revoke this authorization in writing at any time by sending such written notification to the attention of Sean C. Serpe,
Privacy Officer at 4277 Hempstead Turnpike, Suite 209A, Bethpage, New York 11714. T understand that a revocation is
not effective to the extent that Farmingdale Physical Therapy West has relied on the use of disclosure of the protected
health information. I understand that the information used or disclosed pursuant to this authorization may be subject to re-
disclosure by the recipient and may no longer be protected by federal or state law. I understand that I have the right to
inspect or copy the protected health information to be used or disclosed as permitted under federal or state law to the
extent the state law provides greater access rights, and/or refuse to sign this authorization.
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I, hereby authorize Henry G. Purslow, PT PC d/b/a Farmingdale

Physical Therapy West (and/or Lake Shore Physical Therapy, P.C.), and its employees, including Henry G. Purslow,
Vincenzo Adduci, Jillian Epifania, and Kristen Tasch to communicate via text messaging and e-mail with me regarding
my treatment. I hereby waive any of my rights under the Health Insurance Portability and Accounting Act of 1996, better
known by its abbreviation, HIPAA in connection with any text messages and/or e-mails from Farmingdale Physical
Therapy West and its employees. This waiver is not intended as a waiver of any of my other HIPPA rights (unless so
stated in another document). THIS AUTHORIZATION IS BEING REQUESTED BASED ON THE NEW
FEDERAL REGULATIONS THAT BECAME EFFECTIVE OCTOBER 2003 FOR ALL HEALTH CARE
PROVIDERS

Signature of Patient or Personal Representative Date

Name of Patient or Personal Representative

Person(s) we can discuss your care with other than your referring physician:




