\ Onet One Medical History Form

PHYSICAL THERAPY (Please Print)
& AQUATI

All information contained in this questionnaire is strictly confidential and will become
part of your medical record.

Today’s Date:
Patient’s Name: Last First Middle
Birth Date: / / Age: Sex: [IM []F

Please provide your email address:

How Did You Hear About Us? [] Doctor Referred [] Insurance Company Referred [ ] External Signage or Promotion
[] Referred by Friend (please name here):

[] Other (please list here):

Have you had Home Health Care? [ |No []Yes Ifyes, name of agency:

Last date seen by Home Health Care:

Have you had, or currently have any of the following?

[] Chest Pain [ ] Seizures

[] High Blood Pressure [ ] Dementia

[] Heart Attack (when?) [] Anxiety, Stress, or Fear

[] Pacemaker (when?) [] Parkinson’s

[] Osteoporosis ] Multiple Sclerosis

[] Arthritis ] Muscular Dystrophy

[] Joint replacement / pining [] Fall or Loss of Balance

[] Spinal Stenosis [] Stroke or TIAs (when?)

[] Lymphedema [] Cancer (type? when?)

[] Fecal or Urinary Incontinence [] Pregnant

[] Diabetes (how long?) [] Legally Blind
Do you take insulin? [ ] No [] Yes [] Hearing Impaired [ ]No [] Yes
Do you take oral medication for it? [ ]No [] Yes If yes, do you wear a hearing aide? [ ] No [] Yes

[] Other:

List any previous accidents or injuries (i.e. broken bones, whiplash, etc)

Date Nature of Accident / Injury Remaining Problems

List all past surgeries

Date Type of Surgery Hospital Name

(Over)




Other Hospitalizations

Date Reason for Hospitalizations

Hospital Name

Medication Allergies

Name of Drug

Reaction You Had

List all Medications including, prescription, over-the-counter, herbal, vitamin/mineral/dietary [nutritional] supplements

Product Name Strength Frequency Taken
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PHYSICAL HI]_R\I‘:
& AQUATIC

(" Onetc One

Patient’s Name: Last First

Functional Status Form

Middle

Employment / Work (Check all that apply)
[ ] Retired

[] Unemployed

] Homemaker

[ ] Student

[] Working full-time outside of home

[] Working part-time outside of home

[] Working full-time from home

[] Working part-time from home

[] Working with modification in job because of current illness / injury

[] Not working because of current illness / injury

Occupation:

Where do you live?

[] Private home

[] Private apartment

[ ] Rented room

[[] Board and care / assisted living / group home
[ ] Hospice

] Homeless (with or without shelter)

[] Other:

With whom do you live? (Check all that apply)
[ ] Alone

] Spouse / Significant other

[] Child / children

[] Other relatives (s)

] Group setting

[ ] Personal care attendant

[ ] Other:

Do you use a: (Check all that apply)
[] Cane

[ ] Walker

] Rolling walker

[] Manual wheelchair

[] Other:

Features in Your Home (Check all that apply)
[] Stairs If yes, how many?
[] Elevator

] Ramp

[ ] Elevated commode

] Grab bars around commode

[ ] Tub

] Grab bars in tub

[] Stahl shower

[ ] Grab bars in shower

[] Hand held shower massager

[ ] Rubber footed chair for use in tub or shower
] Eat-in kitchen

] Tile floor

[] Carpeted floor

(Over)



Please place a check mark in the box which best describes the level of difficulty you have to perform each activity

Able to do without
any difficulty

Able to do with
little difficulty

Able to do with
moderate difficulty

Able to do with
much difficulty

Unable
to do

Not
Applicable

Lying flat

Rolling over

Moving- lying to sit

Sitting under 15 min

Sitting over 15 min

Moving-sit to stand

Squatting

Bending / stooping

Balancing

Kneeling

Walking-short distance

Walking- long distance

Walking — outdoors

Climbing stairs

Pushing

Pulling

Reaching

Grasping

Lifting

Carrying under 10 Ibs.

Carrying over 10 Ibs.

Sleeping comfortably

Writing

Preparing meals

Making bed

Bathing

Grooming

Dressing-upper body

Dressing-lower body

Putting on / taking off
shoes

Feeding self

Cleaning house

Shopping

Getting in / out of car

Driving




