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Are there any new medical issues since last seen at the IRCP? Y/N

If yes, please describe:

How many falls have you had in the last year?
Have any of these falls resulted in an injury? Y/N

If yes, please describe:

How often do you stumble or trip without falling? (daily, weekly, monthly)

Are you experiencing increased weakness/fatigue since you were last seen at the IRCP? Y/N

If yes, please describe:

Do you have pain? Y/N

Where?

Please describe:




Do you have any problems with swallowing pills or food, choking or food not going down
easily? Y/N

If yes, please describe:

Does your voice get tired or weak? Y/n

If yes, please describe:

Do you wear a brace? Y/N

When was the last time it was replaced?

Are there any issues with you brace {discomfort, skin breakdown, broken parts, etc.)? Y/N

if yes, please describe:

Are there any changes to your work status or home environment? Y/N

If yes, please describe:

Are there any activities you are unable to do now that you could do at your last visit to the
IRCP?

What would you like us to help with on your return visit to the IRCP?




SPAULDING. Patient Information:

QUTPATIENT CENTERS

PATIENT INTAKE FORM
Name: e

What condition brings you to therapy (in your own words)?:

MEDICAL HISTORY:
Prior surgeries/injuries?

Recent hospital visits or stays?

List ALY Allergies

List all CURRENT Medications/Supplements

N Check if you have fallen in the past 3 months,.
O Check if you are currently pregnant.

Check ALL the medical conditions that apply to you

Allergic rhinitis Genital Herpes Neuropathy
Anemia GERPE Obesity

Anxiety Glaucoma Osteopenia
Arthritis . Headache-migraine Pneumonia
Asthma Heart Disease Pregnancy

Back injury Heart Murmur PUD

Cancer Hepatitis Pulmonary Embolism
CHF HIV/AIDS Recurrent URI
Chronic Kidney Disease HPV Infection Seizure Disorder
Concussion Hypertension Skin Disease
Coronary artery disease Hypoglycemia Sleep Apnea
Chrohn's disease Incontinence Stroke
Depression Lung Disease Substance Abuse
Developmental/growth problems Myocardial Infarction Thyroid Disease
Diahetes Mellitus Neck Injury Ulcerative Colitis
Enlarged Prostate Nerve/Muscle Disease Vascular Disease
Fractures

(1 Check if you have been the victim of phiysical, sexual or verbal abuse in the past 12 months.
(0 Check if you feel unsafe at home due to abuse and neglect.
0 Checkif you are a parent or guardian completing this form on behalf of a patient.




Your Name

Date: B _ Date ofbirth: - C

“This questionnaire contains nine statements that raie the severity of your fatigue symptoms. Read each
staternent and cizcle a numbes from 1 to 7, based on how acourately it reflects your condition during the
past week and the extent 1 vhich you agree or disagree that the statement applies to ypu '

#+5 A low value {e.g. 1) indicates strong aisagisem.ent.wﬁh the statemeﬁt, whereas a high value (¢.g. 7)
indicates strong agreement. . ' '

Duying rfhhe_z past week, T have fd u:rnd that: K : 'Disggfee < 5 Agree
1. My motivation is lower when [ am faﬁgued | _ - L2 3 4 S l_ 6 “ I
7. Fxercise brings on my faiigue‘ - A 1 2 3 4 S 6 1
3. T am easily faﬁgued, i C 1 2 3 4 5 & 7
4. Batigue. intorferes with my physical functioning 102 03 405 6 1
5. lFa‘tLgue causes frequent problems for me. — | .1 2 3 4 5 6 7
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6. My fatigue prévents;us’taiﬁed physical functioning, 1
7. Patigue interferes viith carrying out cerizin duties and résponsibiliies. 1 2 34 576 7
8. Fatigue is among my‘da:ée most disabling symptorns. | | . 12034 5 607

9. Fafigue iriterferes with my work, family or social lifé. _ _ 12 3 4 5-6 7
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structions: Taking everything in your life into account, please rate
, |

*1 ife (QOL) on the following 7 point scale.
One (1) means life ig very distressing; it’

Seven (7) means life is great; it's hard to imagine how it cou
Four (4) means life is so-s0, neither good nor bad.
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THE JACT%EETEES ? CIFIG BALANCE EQNFE@ENCE (&P@) S?QLE'

Patient name; . I Date:

]

For each of the Tollowmg activities, please indicate your level of seh‘ confidence by choosmg a
corresponding number from the Tollowmg rating scale:

' How confident are you {ha't you le not lose your balance when you: '

Mo Cenfidence . . Completely Cdnﬁdehl
0% 10 20 30 40 50- 60 70 B0 90 100%

1. Walk around the house” O o o0o0oo O O o.0.g

2. Walk up and down the stairs? O oooc b oo 0DooD o

3. Bend over and pick up a sfipper from the Do DnDo0onDoDodoogoin

front of the closet door?

4 Reach for a small can off a sheli-at eye D onDocnoooD0o0Dod
levet?
5. Stand up on tip toes and reach for ‘O DoDoOoOogoDnoon0g

something above your head?

6. Siand on a chair and reach for something?
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7. Sweep the ficor?

O
U
U
il
O
O
O
O
(l
O
Cl

8. Walk outside the house to a caf parked in
" the driveway?
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" 9. Getintoor outofa car?
10. Walk across fhe parking lot to a mall?-

11, Walk up or down @ ramp?
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12. Walk ina crowded ‘mall where people
rapidly walk past you?
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13,7 Are bumped inio by people as you walk
through the mall?

14. Step on’toeroﬁofanescalatorwhne you O ooDonOooDoobognO
are holding on‘:o a railing? . S S

15. Step onto or oﬁ an escalator while youare [ ' O 000ad 0o Gca g
holding onto parcels such that you cannot S :
hold onio the railing?

16. Walk outside on cy5|dewalks‘? 7[:] 0J D 0 o _El O D O gn D.

* Powell LE & Myers AM. The Act[v.'i]es specrﬁc Balance Confidence (ABC) Seale. Journal ofGeronto.'ogy Med Scu 1985,
50(1); #28-34. N . )




