Physical Therapy Health Screening Questionnaire
Name: ___________________________ 


     Date: _______________ DOB/Age: ___________ / _____
             Phone Number: (     ) ________________ 
Occupation:_________________

 Email Address: _____________________

Emergency Contact Name / Phone Number:_______________/ (     )______________
Health History
Are you latex sensitive?         Yes / No
Do you smoke?                       Yes / No
Do you have a pacemaker?   Yes / No
FOR WOMEN: Are you currently pregnant or think you might be pregnant? 
Yes / No

ALLERGIES: List any allergies, whether medication or otherwise: _______________________________________

_______________________________________

Have you RECENTLY experienced any of the following (check all that apply)?
_ fatigue 


_ numbness or tingling 


_ constipation

_ fever/chills/sweats 

_ muscle weakness 



_ diarrhea

_ nausea/vomiting 

_ shortness of breath



_ falls
_ trauma to head/neck

_ heartburn/indigestion/abdominal pain
_ fainting

_ balance difficulties

_ difficulty swallowing 


_ cough

_ dizziness/lightheadedness
_ changes in bowel or bladder function 
_ headaches

_ depression


_ hopelessness/suicidal thoughts 

_ abuse

_ little interest in recreation
_ unexplained weight loss/gain



_ vision changes

If you checked yes to anything above, please explain in detail below (use back of sheet if necessary) and if you would like help with these issues.
_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

Have you EVER been diagnosed with any of the following conditions (check all that apply)?

_ cancer      


_ depression      


_ thyroid problems

_ heart problems     

_ lung problems       


_ diabetes

_ chest pain/angina 

_ tuberculosis 



_ osteoporosis/-penia
_ high blood pressure 

_ eye problem/infection

_ multiple sclerosis

_ circulation problems 
_ rheumatoid arthritis 


_ epilepsy

_ blood clots 


_ other arthritic condition 

_ asthma
_ stroke 


_ bladder/urinary tract infection 
_ ulcers

_ anemia 


_ kidney problem/infection 

_ liver problems

_ bone or joint infection 
_ STD/HIV 



_ hepatitis

_ chemical dependency
_ pelvic inflammatory disease 
_ pneumonia
_ broken bones

_ trauma to the rib cage
If you checked yes to anything above, please explain in detail below (use back of sheet if necessary).

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

Have anyone in your immediate family (parents, brothers, sisters) EVER been diagnosed with any of the following conditions (check all that apply)?

_ cancer 



_ diabetes


_ tuberculosis

_ heart problems 


_ stroke


_ thyroid problems

_ high blood pressure 


_ depression


_ blood clots

If you checked yes to anything above, please explain in detail below (use back of sheet if necessary).

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Please list any medications you are currently taking (INCLUDING pills, injections, and/or skin patches) and the condition for which you are taking them:
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

Have you ever taken steroid medications for any medical condition? Yes / No
Have you ever taken blood thinning or anticoagulant medications for any medical conditions? Yes / No
Please list any surgeries or other conditions for which you have been hospitalized, including dates:

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
What would you say is your current health status?   Poor    Fair    Good     Excellent
Current Problem

What date (roughly) did your present problem start? ___________________
How did this problem begin? ______________________________________________

________________________________________________________________________________________________________________________________________________

My symptoms are currently: _ Getting Better _ Getting Worse _ Staying about the same

Treatment received so far for this problem (chiropractic, medication, injections, surgery, etc) recently or in the past: _____________________________________
Please list special tests performed for this problem (x-ray, MRI, labs, etc) _____________________________

Body Chart:

Please mark the areas where you feel ANY symptoms on the chart below, with the following symbols to describe your symptoms:

¯ Shooting/sharp pain

O Dull/aching pain
||| Numbness

= Tingling

My symptoms currently: _ Come and go _ Are Constant _ Are constant, but change with activity
Using the 0 to 10 scale, with 0 being “no pain” and 10 being the “worst pain imaginable” please describe:
Circle your current level of pain while completing this survey: …0…1…2…3…4…5…6…7…8…9…10…

Circle the lowest your pain has been during the past week: …0…1…2…3…4…5…6…7…8…9…10…

Circle the highest your pain has been during the past week: …0…1…2…3…4…5…6…7…8…9…10…

How are you currently able to sleep at night due to your symptoms?

_ No problem sleeping 
_ Difficulty falling asleep 
_ Awakened by pain 
_ Sleep only with medication

When are your symptoms worst? _ Morning _ Afternoon _ Evening _ Night _ After activity

When are your symptoms the best? _ Morning _ Afternoon _ Evening _ Night _ After activity

If you are here for headaches, please fill out the following section. If not, please place a check here. __

In the past 2 months, have you experienced any of the following:

_ pulsating headache      
_ dizziness or lightheadedness aggravated by neck motion

_ double or blurred vision
_ pain and difficulty with jaw movement

_ fainting or blackout episode

If you checked yes to anything above, please explain in detail below (use back of sheet if necessary).

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Treatment Authorization

All information provided above is true and correct to the best of my knowledge.

I am aware of my diagnosis and wish to receive treatment by Dustin Buck, PT, DPT. I permit Dr. Buck to care for me in the way he believes to be most beneficial to me. I consent to rehabilitation and related services at his home. I understand, acknowledge, and affirm that such care may involve bodily contact, touching, and/or indirect contact of a sensitive nature. I understand that this care will include an evaluation, testing, and treatment. I have not been given any guarantee about the outcome of this care. I also agree that Dr. Buck or any of the employees of CEO Physical Therapy may be required to disclose information about me; however, this will be for treatment purposes only. I have had a chance to read the Notice of Patient Privacy Practices, obtain a copy of said document, and to ask any questions to CEO Physical Therapy.

Patient Name (please print): __________________________


Patient Signature: ___________________________________
     Date: __________

Parent/Guardian Name (for minor patients) _____________ 

Relationship to Patient: ___________

Parent /Guardian Signature:___________________________
     Date: __________

HIPAA Email/Text Consent

· HIPAA stands for the Health Insurance Portability and Accountability Act 

· HIPAA was passed by the U.S. government in 1996 in order to establish privacy and security protections for health information 

· Information stored on our computers is encrypted

· Most popular email (ex. Hotmail®, Gmail®, Yahoo®) and texting services do not utilize encrypted email.

· When we send you an email/text, or you send us an email/text, the information that is sent is not encrypted. This means a third party may be able to access the information and read it since it is transmitted over the Internet. In addition, once the email is received by you, someone may be able to access your email account and read it. 

· Email and texting are very popular and convenient ways to communicate for a lot of people. The federal government has provided guidance on email/texting and HIPAA.

· The information is available on the U.S. Department of Health and Human Services website at https://www.hhs.gov/. 

· The guidelines state that if a patient has been made aware of the risks of unencrypted email/text, and that same patient provides consent to receive health information via email/text, then a health entity may send that patient personal health information via unencrypted email.

· CEO Physical Therapy will only use these resources to communicate with you regarding your treatment with us.  The contents of the messages will not be disclosed to anyone outside of CEO Physical Therapy except as may be required by law. CEO Physical Therapy will take reasonable precautions to prevent the email/text from being disseminated from its devices. Such precautions will include deleting messages when no longer needed and avoiding the display of the email/text in a public manner.

CONSENT FOR ALLOWING UNENCRYPTED EMAIL/TEXT

I understand the risks of unencrypted email and do hereby give permission to CEO Physical Therapy to send me personal health information via unencrypted email/text to the address provided in the health screening questionnaire. I understand that this consent is not required to be a patient at CEO Physical Therapy.

             

Patient Name (please print): __________________________


Patient Signature: ___________________________________
     Date: __________

Parent/Guardian Name (for minor patients) _____________ 

Relationship to Patient: ___________

Parent /Guardian Signature:___________________________
     Date: __________

Cancellation/Missed Appointment Policy

Our goal is to provide the best possible treatment in a timely manner. It is our policy to be ready and available to treat you at your appointment time. Barring emergency situations, if CEO Physical Therapy staff is behind in our daily schedule, we will compensate the patient accordingly. In keeping with this level of treatment, we have implemented an appointment/cancellation policy. This policy enables us to better utilize available appointment times to help as many people as possible.

Cancellation/Rescheduling of an Appointment:

In order to be respectful of the time and needs of other patients, please be courteous and call the office promptly if you are unable to attend an appointment. This time will be re-allocated to someone who is in urgent need.  

Most outpatient healthcare facilities ask for a minimum of 24 hours notice to cancel/reschedule an appointment. However, we know that life presents emergencies and other unavoidable situations such as illness, and we wish to be accommodating to these circumstances. Therefore, we ask for only 4 hours of advanced notice. In the case of early morning appointments, a voicemail will be sufficient for cancellation, and we will contact you during regular business hours to reschedule. 

To cancel/reschedule appointments, please call 406-459-3903. If you do not reach us you may leave a detailed message on the voicemail, including your phone number and the best time to return your call.

No-Show Policy:

CEO Physical Therapy does not officially schedule an appointment until payment has been made in advance. This payment can be made with cash, check, or a credit card. The easiest option for most patients is to pay online with a credit card.

A "no-show" occurs when someone misses an appointment without contacting the clinic 4 hours in advance. "No-shows" inconvenience both the patients who otherwise could have been scheduled, as well as the staff of CEO Physical Therapy. 

A failure to show up for a scheduled appointment, or coming more than 10 minutes after the scheduled time, will be recorded as a “no show,” unless an opening in the clinic schedule allows for the delay. The required pre-payment will then be forfeited. However, should this occur, the patient will be given 1 opportunity to “make up” this appointment during the next calendar week; i.e., the patient can come in during the next week and will not be charged any additional fees. Any additional "no-shows" will likewise be charged accordingly. If a patient accumulates 3 “no-shows”, he or she may be discharged from the practice.

Late Cancellations:
Late cancellations will be considered a "no-show.”  Exceptions will only be made in extraordinary circumstances. Cancellations made more than 4 hours in advance of your scheduled appointment time will not be assessed a cancellation fee.

Patient Authorization

I understand the cancellation/missed appointment policy of CEO Physical Therapy and authorize them to assess “no-show” fees according to the above outlined policy. 

__________________________________________________

____________

Patient Signature (or responsible financial party)



Date
DRY NEEDLING INFORMATION AND CONSENT FORM
What is Dry Needling?

Dry needling is a form of therapy in which fine needles are inserted into myofascial trigger points (painful knots in muscles), tendons, ligaments, or near nerves in order to stimulate a healing response in painful musculoskeletal conditions. Dry needling is not acupuncture or Oriental Medicine; that is, it does not have the purpose of altering the flow of energy (“Qi” or “Chi”) along traditional Chinese meridians for the treatment of diseases. In fact, dry needling is a modern, science-based intervention for the treatment of conditions such as neck pain, shoulder impingement, tennis elbow, fibromyalgia, carpal tunnel syndrome, headaches, knee pain, shin splints, plantar fasciitis, and low-back pain.

Is Dry Needling Safe?

Dry needling is very safe; however, serious side effects have been estimated at a rate of 1 in 10,000 (0.01%) treatments. A recent study on dry needling performed by physical therapists rated the risk of a significant adverse event at less than or equal to 0.04% (Brady et al. 2013). Contrast this figure to those reported for some common over-the-counter pain medications (aspirin, 18.7%; ibuprofen, 13.7%; and paracetamol [acetaminophen], 14.5%) (Moore et al. 1999). 

Drowsiness, tiredness, or dizziness occurs after treatment in a small number of patients (1-3%) and if affected, you are advised not to drive. Generally this only occurs when needling the head and/or neck areas. Minor bleeding or bruising occurs after dry needling in 15-20% of treatments and is considered normal. Temporary pain during dry needling occurs in 60-70% of treatments. Existing symptoms can get worse after treatment (less than 3% of patients); however, this is not necessarily a “bad” sign. Fainting can occur in certain patients (0.3%), particularly at the first treatment session when needling the head or neck regions. Again, it should be emphasized that some temporary worsening of symptoms is not cause for abandoning the treatment. 

The most common serious side effect from dry needling is pneumothorax (lung collapse due to air inside the chest wall). This is only a concern if needling is done to the soft-tissues overlying the lungs (i.e., if needling is performed away from the lung field it is impossible to have a needle-induced pneumothorax). The symptoms of dry needling-induced pneumothorax commonly do not occur until after the treatment session, sometimes taking several hours to develop. The signs and symptoms of a pneumothorax may 

include shortness of breath on exertion, increased breathing rate, chest pain, a dry cough, bluish discoloration of the skin, or excessive sweating. If such signs and/or symptoms occur, you should 

immediately contact your physical therapist or physician. Nerves or blood vessels may be damaged from 

dry needling which can result in pain, numbness, or tingling; however, this is a very rare event and is usually temporary. Damage to internal organs has been reported in the medical literature following needling; however, these are extremely rare events (1 in 200,000). 

What will I Feel During the Treatment?

When the needle is first inserted into the skin, a pin-prick sensation may or may not be felt. When the needle is advanced further into the muscle or ligamentous tissue, often nothing is felt unless a painful stimulus is contacted. If this occurs in muscle tissue, it may cause a spontaneous muscle contraction. This will cause some momentary sharp pain, but is never detrimental and often effective in relieving muscle tension. Another momentary sensation that will be elicited by needle insertion, or by therapist manipulation of the needle, is known as “de qi.” Patients describe this as achiness, tightening, burning, and/or numbness in the immediate area of the needle insertion, with occasional spreading of the sensation away from the injection site. This needle stimulation effect is arguably the most important part of the treatment, as it initiates several of the pain-relieving effects of dry needling. The stimulation occurs because connective tissue attaches to, and winds around, the needle, similar to spaghetti noodles wrapping around a twisting fork. 

An occasional undesirable sensation can be described as an “electrical-zip” coming from the point of needle insertion and traveling immediately along a nerve distribution. This is not cause for great alarm, but simply means the insertion was a little too close to nerve tissue. If this is the case, the patient should simply inform their therapist of this effect, and the needle will be immediately removed or redirected to avoid this sensation. The nerve will not be damaged as the result of such an occurrence.

Alternatives to dry needling include massage, cupping, or stretches to the involved body part. However, these alternatives are not without risk, and, in your provider’s professional judgment, do not carry the same potential benefits as dry needling.

Glove and Alcohol Usage

Gloves are generally not recommended for dry needling as long as the skin is clean and intact between therapist and patient, as gloves reduce dexterity in handling the needles. The application of alcohol on the surface of the skin is likewise unnecessary when healthy skin is not visibly soiled, as research shows that a needle will push in bacterial cells that reside below the skin surface regardless of alcohol application. Even though we only perform dry needling with single-use, disposable needles, on average 660 bacterial cells are pushed in (Hoffman, 2001) with each insertion. However, it takes about 7.5 million cells to cause an infection (Elek and Conen, 1957).

This evidence notwithstanding, standard practice in the United States is to use to don gloves and swab with alcohol whenever an invasive procedure is performed. If you would like your therapist to do so, for this or any other reason, we will provide it without question. Please indicate your request below.
_____ Wear gloves and swab with alcohol
  _____Ok to not use __ gloves __ alcohol

Is there anything your physical therapist needs to know? Please circle your answer.

1. Have you ever fainted or experienced a seizure?   YES / NO

2. Do you have a pacemaker or any other implant in your body?   YES / NO

3. Are you currently taking anticoagulants (blood-thinners, e.g. warfarin, coumadin, aspirin)? YES / NO

4. Are you currently taking antibiotics for an infection?   YES / NO

5. Do you have a damaged heart valve, metal prosthesis, or other risk of infection?   YES / NO

6. Are you pregnant or actively trying for a pregnancy?   YES / NO

7. Do you have any metal allergies?   YES / NO

8. Are you a diabetic or do you suffer from impaired wound healing?   YES / NO

9. Do you have hepatitis B, hepatitis C, HIV, or any other infectious disease?           YES / NO

10. Have you consumed any calories in the last two hours? (This one we want to be yes.)   YES / NO 
Please provide an explanation for any “YES” answers circled above:

STATEMENT OF CONSENT

I confirm that have read and understand the information above, as well as on the Dry Needling Information Form. I consent to having dry needling treatments, and I understand that I can refuse treatment at any time.

Patient Name (please print): _________________________


Patient Signature: _________________________________

Date: __________

Parent/Guardian Name (for minor patients) _____________ 

Relationship to Patient: ___________

Parent /Guardian Signature:__________________________

Date: __________

THRUST JOINT MANIPULATION INFORMATION AND CONSENT FORM

Background

Thrust joint manipulation, specifically a quick thrust to a joint that causes a single or multiple “pops,” has been used to treat neuromusculoskeletal disorders for more than two thousand years. Several research studies have demonstrated immediate, short-term, and long-term benefits of manipulation on pain, disability, and range-of-motion of mechanical spine issues (see Cassidy et al, 1992; Martinez-Segura, 2006; Fernandez-de-Las-Penas, 2005, 2007; UK BEAM Trial, 2004; Hemmila et al, 2002). 

Despite these benefits, some in the general public and in the health-care community question the safety of thrust joint manipulation, believing it to be a dangerous, or at best “last-resort,” procedure. Most of these concerns are based on misplaced beliefs that manipulation of the neck region can cause a stroke. While a few research studies (Rothwell et al, 2001; Smith et al, 2003, Cassidy et al, 2008) have demonstrated a relationship between neck manipulation and a stroke, opponents of manipulation fail to acknowledge that these studies do not indicate cause-and-effect. Likewise, hospitals are one of the most common places for people to die, but that does not mean that the hospital kills people.  Furthermore, the Cassidy et al (2008) trial, which demonstrated a relationship between neck manipulation and a stroke, indicated an even stronger relationship between visiting a primary care physician and having a stroke. Therefore, the most likely explanation for these findings is that people with an undetected stroke in progress, first visited either a medical physician or a chiropractor for neck pain, and then went on to have a stroke.

 Statistically, joint manipulation has an excellent safety record. To put this into perspective, if one compares spinal manipulation to the use of NSAIDS (such as Tylenol or Ibuprofen) for the treatment of a lumbar disc herniation, spinal manipulation is estimated as being 37,000 to 148,000 times safer (Oliphant 2004, Bjorkman 1999). In addition, a recent systematic review of adverse events (from 1998 to 2009) following neck manipulation or mobilization yielded favorable results.  There were no major adverse events, including death, stroke, or permanent neurological damage.  Minor events were estimated at an average of 16.3%, with transient increase in neck pain and headaches being the most common (Carlesso et al 2010).

Although the risk is remote, absolute safety cannot be guaranteed with any health-care procedure. Rare cases of serious adverse events have been documented following joint manipulation, including fracture, stroke, radiculopathy, spinal cord injury, myelopathy, paralysis, joint dislocation, and nerve damage.  Some of these events led to long-term disabilities and even death (Oppenheim, 2005). However, as stated previously, the relative risk of manipulation, versus commonly accepted treatments such as surgery or pills, is quite favorable (Oliphant 2004, Bjorkman 1999).

What should you expect to feel?

 
A joint manipulation can be a little alarming, particularly if this is your first experience with the procedure. You should expect to feel some mild discomfort develop before the thrust occurs as the therapist finds the appropriate position to perform the manipulation. When the therapist feels it is appropriate, he will perform a quick thrust that will likely cause audible “pops” to occur. This is normal and a desired effect, as it indicates the joint has been released. The origin of the noise appears to be the separation of fluids between joint surfaces that results in the formation of a gaseous bubble (Kawchuk, 2015). At the moment of thrust delivery, you will likely feel some apprehension and/or discomfort, but as mentioned previously, the chance of actual damage is rare. These feelings almost always resolve instantly or within a few minutes.


Often patients feel instantly better after a successful joint manipulation. Infrequently there is some increased soreness or headache later in the evening or the next day, but this usually resolves within a few days and the overall result is still positive. It should be emphasized that some mild worsening of symptoms is not cause for alarm (likely the opposite is true), as the manipulation will naturally disrupt the painful adhesions, muscle stiffness, and joint dysfunction that are causing your problem. Of course, if different and/or more serious symptoms develop, please feel free to contact us to discuss your concerns.


Alternatives to joint manipulation include non-thrust mobilization, traction, or stretches to the involved body part. However, these alternatives are not without risk, and, in your provider’s professional judgment, do not carry the same potential benefits as joint manipulation.

Is there anything your physical therapist needs to know? Please circle your answer.

1. If you have headaches, have these changed recently to being unlike any other headache you have ever had?   YES / NO / N/A
2. Have you recently had any of the following symptoms: double/blurry vision, swallowing difficulties, dizziness/lightheadedness aggravated by neck motion, or fainting/blackout? Circle any that apply.
3. Have you ever suffered any direct trauma injury?   YES / NO
4. Do you have any bone-density issues such as osteoporosis/osteopenia?   YES / NO 
5. Have you ever had any broken bones? YES / NO
Please provide an explanation for any “YES” answers circled above:

Statement of Consent

I confirm that have read and understand the above information, and have been given a chance to have any questions answered. I consent to having thrust joint manipulation treatments, and I understand that I can refuse treatment at any time.

Patient Name (please print): _________________________


Patient Signature: _________________________________

Date: __________

Parent/Guardian Name (for minor patients) _____________ 

Relationship to Patient: ___________

Parent /Guardian Signature:__________________________
Date: __________

