
Patient Name: Paqe 4

RESERVED FOR FURTHER COMMENTS
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Visual Pain Scale (Please mark your worst pain level in past 24 hours)
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HsnCLN-Hand Therapy, LLC 48508 31" SlrEet S - Arlington, VA 22206
Modiied frorn Screening fror Msdical Referal: Musclloakoleiat Complaints and Conditions

Afie.jcan Physical Therapy As9ociatron (2007)

Fatigue Visual Numeric Scale (Please circle your fatigue tevel in the past 2 weeks)
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Patient Name: Page 3

Has anyono in your immediate family (parsnts, brothers, aistera) ever been treated lor aoy of the following?
YES NO Diabetes YES NO Cancer
YES NO Heart Oisease YES NO Alcoholism
YES NO High Blood Pressure YES NO Depression
YES NO Stroke YES NO Kidney Disease
YES NO lnflammatory Arthritis (Rheumatoid, Ankylosing)

Which ofthe following medicatons have you taken in the last wsek?
Physician Proscribed

Aspirin YES i NO
Tylenol YES / NO
Anti-inflamatories(Advil/Mokin/lbuprofen,Etc.) YES/NO
Stomach ulcer medicalions YES / NO
Vitamins/mineral supplements YES / NO
Herbals/Other Remedies YES / NO
Others NOT prescribed by a physician

Not P.eac bed by Physician
YES
YES
YES
YES
YES
YES

NO
NO
NO
NO
NO
NO

Please Iist a PRESCRIPTION medication u are currentl tak INCLUDING lls ections and/or skin

ln the past year I have fallen times Did fall result in an injury? YES / NO
How much caffeinated coffee or caffeine containing beverages do you drink per day?
How many cigarettes do you smoke a day? _ For how many years? _ lf quit when? _
How many days per week do you drink alcohol? _ How much per day?
Please describe your diet and water intake
Specfy known allergies.

Have you recently experionced?:

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES
YES
YES
YES
YES
YES
YES
YES

YES
YES
YES
YES
YES
YES
YES

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

weight loss/9ain
nausea/vomiting
excessive bleeding
fatigue
weakness
fever/chills/sweats
numbness or tingling
tremofs
spider/tick/animal bite
injury
periodontal /gum disease
dry eyes
skin raBh
problems sleeping
sexual difficulties
night sweats

joinymuscle swelling
easy bruising
slress at home or work
difficulty breathing
daytime/nighttime cough
armlleg swelling
hean racing in your chest
difficulty swallowing
heartburn/indigestion
constipation/diarrhea
blood in stools
post menopause
problems urinating
urinary incontinsnce/f requency
blood in the urine
pregnant, or think you might be pregnant

Any architectural barriers or safety rssues in your home we should know about? (stairs, steps, slopes, walkways, ...)



Patient name: Page 2 of 4

Leisure Activities:

Your current goals:

Please circle you present health status: Excellent Very Good Fair Poor

What techniques do you use to relax?

Please check any of the following whose care you are under: 

-PT - 

other:

-MD -DO - 

Dentist 

-Chiropractor - 

Psychiatrist/Psychologist

lf you have seen any of the above in the last 3 months, please describe reason and care results:

Have vou ever been diasnosed as havi ng anv of the followi ne? Check all thot opply

Q autoimmune issues/Thyroid

Hepatitis/ Liver issues

High Cholesterol
HIV/ AIDS

incontinence (urine)

incontinence (bowel)
Kidney issues

Lyme/coinfections
Metal implants
MRSA

Parkinson's
Seizures
Smoking

Q rheumatoid arthritis

Speech / swallowing issues

Stroke
TB

vision issues

vestibular issues

allergies
anemia
anxiety
a rth ritis
asthma

bronchitis
cancer
ca rd iac

circulation
currently pregnant
depression
diabetes
dizzy spells

emphysema
fibromyalgia
fractures

MS

neuropathy
O Mold exposure O Dementia

Q osteoporosis/osteopenia

Please list any surgeries or conditions where you have been hospitalized for same day or overnight
procedures:

cardiac pacemaker

chemical dependency
covid/long covid

gall bladder issues

headaches
hearing impairment

Date:
Date:

Date:
Date:

Rea so n:

Reason:

Reason:

Reason:

Patient gives permission to discuss medical conditions with another person: YES / NO

Na me: Phone:

Please describe any significant injuries for which you have been treated (including fractures,
sprains, dislocations, etc.) and approximate date of iniurv:



Hand-N-Hand Therapy, ILC
4509-8 Pinecrest Office park Drive

Alexandria, VA 223L2

Name:
(married / single / divorced I widow /child / other)

Date:

Visit reminder notification: email/ text/ answering machineBirthdate:

Address:

Email: Occupation:

Medicare #: Are you a Federal Retiree? YES / NO

Referred by: How did you hear about us?

INSURANCE INFORMATION-Do you have TRICARE? YES / NO thave been odvised that tom responsible for
poyment oJ services rendered ond understond the HNH fee schedule moy be 115% obove ollowoble Tricdre rotes.'

IS MEDICARE B YOUR PRIMARY? YES / NO DO YOU HAVE AN ADVANTAGE PIAN? YES / NO
I UNDERSTAND THIS OFFICE IS A CERTIHED PARTICIPATING MEDICARE PROVIDER, BUT I AM RESPONSIBLE FOR FULL PAYMENT OF

MY DEDUCTIBLE AND APPROPRIATE COPAYMENTS FOR SERVICES RENDERED. HNH DOES NOT PARTICIPATE WITH MEDICAID OR

SECONDARY INSURANCE Pl.r''NS LIKE AN HMO OR BASIC FEP.

IS MEDICARE YOUR SECONDARY PAYER? YES /
DOYOU NEEDANYPRE.CERTIFICATION? YES /

lnsu rance plan name:

(lf YES, HNH will help bill your Medicare copay)
(SOME PLANS MAY REQUIRE THIS)

ID #:

NO

NO

t,

lnsu rance phone: Relationship to insured: Self / Spouse / Child

Policy holder's birthdate:
We do not accept workers compensation cases.

Patient Authorization
understand that I am responsible for payment of any charges

or copays for services rendered at HNH. I certify that information provided on this form is correct, and I

further authorize the release of any necessary information, including medical information, for this or any

related claim. I permit a copy of this authorization to be used in place of the original and it may be revoked by
me at any time. I understand there may be a S75 fee for short notice cancellations of a repeat nature. I also

know there is a copy of the H N H privacy policy for my review, both online and in person. Finally, I know it is
my right to accept or decline treatment philosophy and interventions made on my behalf by HNH, and will be

referred elsewhere if preferred by me.

Signature of Patient or parent/guard ian: Date:

Emergency contact: Phone: _

ln su rance add ress:


