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157514


REHABILITATION SERVICES

OUTPATIENT QUESTIONNAIRE



Patient Identification

	Please answer the following questions as accurately as possible.  All information is important for us to be able to treat your particular problem the best way possible.

Name:______________________________________________________

When is your next doctor’s appointment?_____________________

Are you currently receiving Home Health service?
( Yes   
( No  ______________________________________
HISTORY

  1.
When did you first notice your problem?   Month:____________
Year:____________

  2.
How did your problem begin?_____________________________________________________________________
  3.
Have you ever had physical therapy, occupational therapy or speech therapy?
( Yes   
( No

If yes, why?__________________________________________________________________________________
PRESENT STATUS
  1.
If female, are you pregnant? 
( Yes   
( No 

(Please let us know if you become pregnant during the course of treatment.)
  2.
Where is your pain located?_______________________________________________________________________
· Rate your pain:    (no pain)    0      1      2      3      4      5      6      7      8      9      10    (worst pain)
  3.
What words would describe your pain?_____________________________________________________________

  4.
Do you have numbness/tingling/pins and needles feeling or altered sensation?
( Yes   
( No

Please describe:__________________________________________________________________________________
  5.
What activities or positions make your pain worse? _________________________________________________

  6.
What activities or positions make your pain better?__________________________________________________

  7.
Once you start moving in the morning, does the pain worsen or ease?________________________________

  8.
How have you been treating your problem?_________________________________________________________
  9.
Any complaints of headaches?
( Yes   
( No   If yes, describe:_________________________________ 
10.
Have you had any of the following tests recently?



( X-ray
( CT Scan
( Bone Density
( EMG / NCV





( MRI
( Ultrasound
( Bone Scan
( Lab / Blood Work



( Modified Barium Swallow Study



( Other:_____________________________________________________________________________________


Test results:___________________________________________________________________________________
WORK / ACTIVITIES STATUS
  1.
Describe your living situation:



( Home

( Alone



( Apartment

( Spouse Assist



( Steps

( Other Assist
  2.
Do you have children / family who require your physical assistance at home?
( Yes   
( No
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REHABILITATION SERVICES

OUTPATIENT QUESTIONNAIRE


Patient Identification

	WORK/ACTIVITIES STATUS (continued)
  3.
Are you currently working?
( Yes  (  FT   PT  )
( No   
Restrictions:____________________________


If working /worked, describe occupation:_______________________________________________________

  4.
If you are not working, has this problem caused you to stop working?
( Yes   
( No 
  5.
Do you exercise on a daily basis?
( Yes   
( No



If yes, describe:______________________________________________________________________________
  6.
Does your problem limit you in any of the following activities?


( Getting into / out of bed
( Lying in certain positions
( Sleeping
( Sitting


( Bending to floor

( Going up / down stairs
( Running
( Standing


( Reaching to the side

( Reaching behind the back
( Walking
( Bathing


( Reaching overhead

( Chewing / Swallowing
( Grooming
( Cooking


( Vacuuming / Sweeping
( Talking on the phone

( Driving
( Dressing


( Other household chores:____________________________________________________________________

( Hobbies:___________________________________________________________________________________

( Sports / Exercise:___________________________________________________________________________

( Recreation:_________________________________________________________________________________

( Work activities:_____________________________________________________________________________

( Other:_____________________________________________________________________________________

Of the functional limitations noted above, please let us know what you would like to achieve through 



rehabilitation (physical, occupational or speech therapy).

________________________________________________________________________________________________


________________________________________________________________________________________________


Completed by:

( Patient
( Family:_______________________________________
TO BE COMPLETED BY STAFF
Barriers to learning:
( Vision
( Hearing

( Culture


( None




( Religious
( Severity of Illness
( Literacy




( Emotional
( Language

( Cognitive limitations




( Other:__________________________________________________



Assessed:
( Patient
( Family:_______________________________________

( 10 meter test: ______ seconds                       Fall Risk  (  No     (  Yes: education provided __________

                                                                                                                                            initials



Staff Signature:____________________________________________
Date:______________







(Indicates you have reviewed the above information







Including the attached Home Medications List and







Center for Rehabilitation Problem List)
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               157548


REHABILITATION SERVICES
PROBLEM SUMMARY LIST

Patient Identification

	Medical History
	Current
	Resolved
	Date
	Initials

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Surgical History
	Date
	Initials

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	INIT
	THERAPIST SIGNATURE
	INIT
	THERAPIST SIGNATURE
	INIT
	THERAPIST SIGNATURE

	
	
	
	
	
	

	
	
	
	
	
	


157548
Problem Summary List (11/06)


*DT158503*


158503
HOME MEDICATION LIST

RECONCILIATION & PHYSICIAN ORDERS


Patient Identification
	Height
	
	Allergies to Med/Food/Latex /

Contrast Media / Tape
	Reaction
	( No known allergies  

	Weight
	
	
	
	Source of Med List (check all that apply)

	Pregnant
(
	
	
	· Patient Medication List

· Patient / Family Recall_____________________
· Pharmacy ________________________________

· Primary care physician contacted___________

· Previous discharge information within 30 days

· MAR other facility (attach)
· Other_____________________________________

	Breast Feeding
(
	
	
	

	UNAcceptable Abbreviations:
	
	
	

	
	
	
	

	IU

MS

MS04
MgSO4
	OU

qd
qid
qod
	µg

u

.5 mg
5.0 mg
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Nitro / amio / amino
	
	
	

	1.  MD 



ADMISSION
 
ORDERS 


completed on 


admission and

 
signed below
	HOME MEDICATION LIST

(List all prescriptions, over-the-counter meds, vitamins/supplements, herbs, patches, inhalers, eye drops, samples, medicated lotions) 
KEY:   C = Continue
DC = Discontinue
· Changes after MD signature is obtained requires new order to be written on MD order sheet if to be continued in hospital.
	2.
MD DISCHARGE 


RECONCILIATION
ORDERS 


completed at d/c


 and signed below
· MD to reconcile with Discharge MAR


	C
	DC
	See MD Order
	Date & 

Initials
	Medication
	Dose
	Route
	Frequency
	Last Dose

Date & Time
	C
	DC
	See RX

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	( Initial medication list scanned to Pharmacy

Nurse Signature:__________________________________ 
Date:______________
Time: ______________

	* Drug level needed for Digoxin, Theophylline and/or Coumadin

	1.
MD ADMISSION ORDERS  (medication reconciliation to be completed in 24 hours)

If any change to dosage or frequency, order must be rewritten on regular Physician Order form.

( Continue all home medications as documented above.



( At this time, give NONE of the home medications listed above.

MD Signature:_______________________________________________
Date:______________
Time:___________

	2.
MD DISCHARGE RECONCILIATION



( I wish to make no changes at this time.

MD Signature:______________________________________________
Date:______________
Time:___________

	SIGNATURE/TITLE
	INIT
	SIGNATURE/TITLE
	INIT
	SIGNATURE/TITLE
	INIT
	SIGNATURE/TITLE
	INIT
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Home Medication Reconciliation / Physician Orders (1/07)

(part of 130122 Pt. Assmt.)

HOME MEDICATION LIST

ADDENDUM

	C
	DC
	See MD Order
	Date & 

Initials
	Medication
	Dose
	Route
	Frequency
	Last Dose

Date & Time
	C
	DC
	See RX

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	( Initial medication list scanned to Pharmacy


Nurse Signature:__________________________________ 
Date:______________
Time: ______________

	* Drug level needed for Digoxin, Theophylline and/or Coumadin

	1.
MD ADMISSION ORDERS  (medication reconciliation to be completed in 24 hours)

If any change to dosage or frequency, order must be rewritten on regular Physician Order form.

( Continue all home medications as documented above.



( At this time, give NONE of the home medications listed above.

MD Signature:_______________________________________________
Date:______________
Time:___________

	2.
MD DISCHARGE RECONCILIATION



( I wish to make no changes at this time.

MD Signature:______________________________________________
Date:______________
Time:___________

	SIGNATURE/TITLE
	INIT
	SIGNATURE/TITLE
	INIT
	SIGNATURE/TITLE
	INIT
	SIGNATURE/TITLE
	INIT
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159804


INDIVIDUAL DOCUMENT ACKNOWLEDGEMENT

REGISTRATION FORM


Patient Identification
	I,___________________________________________________, acknowledge that I received a copy of Memorial 

Health Care Systems:

(
Notice of Privacy Practices                                ( On file

(
Patient Grievance Process Notice

(
Notice of Patient’s Rights





             ___________________________________________________________________





   
Signature or initials






___________________________________________________________________






Personal representative of individual if individual unable to sign





___________________________






Date






____________________________________________________________________





Signature of Witness


	Individual (or personal representative of the individual) did not sign the acknowledgement for the

following reason:

· Individual refused

· Individual refused, stating that he/she has already signed an acknowledgement

· Individual unable to sign because of medical condition

· There was not a personal representative of the individual available to sign

· Other (explain):_______________________________________________________________________________________________________

___________________________________________________________________________________________________________________________





____________________________________________________________________________________________________________________






______________________________________________________
_______________________






Witness






Date




159804

Individual Document Acknowledgement Registration (8/04)
Patient Information

Mothers First Name: _____________________________________________________

Primary Care Physician: __________________________________________________

Ordering Physician: ______________________________________________________

Circle Which Applies To You:
Full Time
Part Time
Unemployed

Retired  
Student
Disabled

Was This An Accident?      Yes
No

Date Of Accident: ____________

Type of Accident: Work Related
Non-work Related

Motor Vehicle

Location: ______________________________________________________________


Insurance Name: ________________________________________________________

Policy #: _______________________________________________________________

Claim #: _______________________________________________________________

Address: _______________________________________________________________



Street






State


Zip

Was another party responsible for this accident?     Yes
No

Name and address of any liability insurer: ____________________________________

______________________________________________________________________

If your insurance is in your Spouse or Parent’s name please provide the following information:

Name: __________________________________ Relation: ______________________

Date of Birth: ____________________
Social Security # ____________________

Employer Name:_________________________________________________________

Address: _______________________________________________________________

Phone: ________________________ Occupation: ______________________________

Is Your Spouse or Parent Employed:
Full Time
Part Time
Disabled

   (Circle Which One Applies)

Unemployed
Retired
Student

Last Hospitalization:
Name of Hospital ___________________________________





Date Admitted On: __________________________________





Date Discharged On: _________________________________
CENTER FOR HEALTH


	7430 Shallowford Rd.


	Chattanooga, TN 37421


	








CENTER FOR HEALTH


	7430 Shallowford Rd.


	Chattanooga, TN 37421


	








CENTER FOR HEALTH


	7430 Shallowford Rd.


	Chattanooga, TN 37421


	











