
 

 

Thank you for choosing Holy Cross Outpatient Rehabilitation 

 Please complete the attached paperwork prior to your arrival. 

 Ensure you know which facility you are scheduled for. 

 Please arrive 30 minutes prior to your scheduled appointment time to complete registration. 

 If you have any questions please contact the facility 
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(1) Holy Cross Main Hospital 
PT/OT/Speech  
4725 N Federal Highway 
954-492-5738  F: 954-776-3096 
Corner of Commercial Blvd 
 
(2) HCMG Orthopedic Institute  
Holy Cross HealthPlex - PT/OT/Hand 
5597 North Dixie Highway              
954-267-6390  F: 954-267-6398 
Between Commercial & Cypress Creek 

 
(2) Women’s Health Rehab 
Dorothy Mangurian Comprehensive 
Women’s Center  - PT 
1000 NE 56

th
 Street             

954-229-8685   F: 954-229-8692 
Off Dixie north of Commercial Blvd  
 
(3) HCMG Ortho Institute West Boca  
PT/OT/Hand  
9970 Central Park Blvd #400A  
Boca Raton 
561-483-6924  F: 561-852-1997  
North of Palmetto 
 
(4) West Boca Raton Urgent Care PT 
23071 State Road 7 (441) Boca Raton 
561-477-6012  F: 561-482-5963 
 
(5) HCMG Rio Vista PT 
1309 S Federal Highway              
954-267-6819  F: 954-776-3096 
South of Davie Blvd, N of I-595 
 
Holy Cross Home Health 
954-267-7000 
 
(1) Zachariah Wellness Pavilion 
954-229-7950   
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PATIENT LABEL

PATIENT INFORMATION – REHABILITATION SERVICES

Name: __________________________________________________________________________ Date: _____________

Date of onset of: � Injury   � Problem   � Surgery __________________________________________________________

State your main reason for therapy: ______________________________________________________________________

Do you now have, or have you ever had any of the following?
High Blood Pressure . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Diabetes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Pacemaker . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Seizures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Dizziness/Fainting. . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Fractures. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Osteoporosis. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Circulatory Problems . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Cancer. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Recent Weight Change . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Bowel/Bladder Problems . . . . . . . . . . . . . . . . . . . . . � Yes   � No Swallowing Problems. . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Kidney Problems . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No H/O Falls. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Stroke/Mini Stroke . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Hip Replacement . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Shortness of Breath . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Knee Replacement . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Heart Problems . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No

If YES to any of the above, please explain: ________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please list any other significant medical diagnoses or conditions:________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please list any previous surgical, operative or invasive procedures that you have had: ______________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please list any medications including long term, current, over-the-counter or herbal preparations that you are currently taking:
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please describe any known adverse and allergic drug reactions: ________________________________________________
__________________________________________________________________________________________________

Is this problem related to a motor vehicle accident? � Yes  � No   If YES, when? __________________________________

Have you had this problem before? � Yes  � No   If YES, when? ______________________________________________

If YES, did you receive therapy for this problem? � Yes  � No   If YES, what treatment helped you? __________________
__________________________________________________________________________________________________

Has this problem limited your ability to perform everyday task? � Yes  � No   If YES, what are they? __________________
__________________________________________________________________________________________________

What are your goals for therapy? Be specific: ______________________________________________________________
__________________________________________________________________________________________________



pain ScREEn
1. Do you have pain now? � Yes  � No

2. If no, have you had pain in the last 24 hours or past few days, weeks or months? � Yes  � No

If the answer is nO to both questions, STOp nOW!
if the answer is YES to either question, continue below:

3. Is the pain you are experiencing of related to your current reason for therapy? � Yes  � No
If the answer to question #3 is YES, complete the INITIAL PAIN ASSESSMENT.

iniTiaL pain aSSESSMEnT Location 1 Location 2 Location 3 Location 4
Location: Where do you have pain?

Quality: What does your pain feel like for each location?
(throbbing, tender shooting, stabbing, sharp,
cramping, burning, aching, heavy, etc.)

intensity: On a scale of 0-10 with 0 being “no pain” and
10 being the “worst pain ever,” Rate your pain as
it feels now.

Rate your pain at its best: (0-10)
Rate your pain at its worst: (0-10)
What is your goal for pain intensity?
Time/Frequency: When did the pain start?
Is the pain constant (always there) or intermittent (comes
and goes)?
What positions, situations help alleviate (ease) your pain?
What activities or situations aggravate or makes your
pain worse?

What alternative therapies have you tried? � nOnE � Cold  � Heat  � Massage

� Other: __________________________ What works well? _____________________  Works poorly? _____________________

all of this information has been reviewed with the patient and/or family: � Yes

___________________________________________________     ________________________________
Signature of Person Completing Form                                                      Date

___________________________________________________     ________________________________
Staff Signature                                                                                         Date



The Activities-specific Balance Confidence (ABC) Scale* 

Administration: 
The ABC can be self-administered or administered via personal or telephone interview. Larger typeset 
should be used for self-administration, while an enlarged version ofthe rating scale on an index card will 
facilitate in-person interviews. Regardless ofmethod ofadministration, each respondent should be queried 
concerning their understanding ofinstructions, and probed regarding difficulty answering specific items. 

Instructions to Participants: 
For each of the following, please indicate your level ofconfidence in doing the activity without losing your 
balance or becoming unsteady from choosing one ofthe percentage points on the scale form 0% to 100%. If 
you do not currently do the activity in question, try and imagine how confident you would be if you had to 
do the activity. If you normally use a walking aid to do the activity or hold onto someone, rate your 
confidence as it you were using these supports. If you have any questions about answering any ofthese 
it~, please ask the administrator. 

Instructions for Scoring: 
The ABC is an II-point scale and ratings should consist ofwhole numbers (0-100) for each item. Total the 
ratings (possible range =0 - 1600) and divide by 16 to get each subject's ABC score. If a 
subject qualifies his/her response to items #2, #9, #11, #14 or # 15 (different ratings for ''up'' vs. "down" or 
"onto" vs. "off'), solicit separate ratings and use the lowest confidence ofthe two (as this will1imit the entire 
activity, for instance the likelihood ofusing the stairs.) 

• 	 80% = high level ofphysical functioning 
• 	 50-80% = moderate level ofphysical functioning 
• 	 < 50%.= low level ofphysical functioning 


Myers AM (1998) 


• 	 < 67% = older adults at risk for falling; predictive of future fall 
Lajoie Y (2004) 

1. 	 Powell, LE & Myers AM. The Activities-specific Balance Confidence (ABC) Scale. 
J Gerontol Med Sci 1995; 50(1): M28-34 

2. 	 Myers AM, Fletcher PC, Myers AN, Sherk W. Discriminative and evaluative properties ofthe ABC 
Scale. J Gerontol A BioI Sci Med Sci. 1998;53:M287-M294. 

3. 	 Lajoie Y, Gallagher SP. Predicting falls within the elderly community: comparison ofpostural sway, 
reaction time, the Berg balance scale and ABC scale for comparing fallers and non-fallers. Arch Gerontol 
Geriatr.2004;38:11-26 . 

..... : .. 



The Activities-specific Balance Confidence (ABC) Scale 

For each of the following activities, please indicate your level of self-confidence 
by choosing a corresponding number from the following rating scale: 

0% 10 20 30 40 50 60 70 80 90 100% 
no confidence completely confident 

"How confident are you that you will not lose your balance or become unsteady 
when you •.. 
1. ...walk around the house? % 

2. . .. walk up or down stairs? % 

3. : .. bend over and pick up a slipper from .the front of a closet floor __% 

4. . .. reach for a small can off a shelf at eye level? % 


5•...stand on your tiptoes and reach for something above your-head? __% 


6. . .. stand on a chair and reach for something? __% 


7....sweep the floor? % 


8. . .. walk outside the house to a car parked in the driveway? % 


9•...get into or out ofa car? __% 


10....walk across a parking lot to the mall? _._% 


11....walk up or down a ramp? % 


12....walk in a crowded mall where people rapidly walk past you? __% 


13.... are bumped into by people as you walk through the mall? % 


14.... step onto or off an escalator while you are holding onto a railing? % 


15.... step onto or off an escalator while holding onto parcels such that you 

cannot hold onto the railing? __% 

16....walk outside on icy sidewalks? __% 



The Activities-specific Balance Confidence (ABCl Scale* 

Administration: 
The ABC can be self-administered or administered via personal or telephone interview. Larger typeset 
should be used for self-administration, while an enlarged version of the rating scale on an index card will 
facilitate in-person interviews. Regardless ofmethod of administration, each respondent should be queried 
concerning their understanding of instructions, and probed regarding difficulty answering specific items. 

Instructions to Participants: 
For each ofthe following, please indicate your level of confidence in doing the activity without losing your 
balance or becoming unsteady from choosing one of the percentage points on the scale form 0% to 100%. If 
you do not currently do the activity in question, try and imagine how confident you would be if you had to 
do the activity. If you normally use a walking aid to do the activity or hold onto someone, rate your 
confidence as it you were using these supports. If you have any questions about answering any of these 
items, please ask the administrator. 

Instructions for Scoring: 
The ABC is an II-point scale and ratings should consist ofwhole numbers (0-100) for each item. Total the 
ratings (possible range = 0 -1600) and divide by 16 to get each subject's ABC score.Ifa 
subject qualifies his/her response to items #2, #9, #11, #14 or #15 (different ratings for ''up'' vs. "down" or 
"onto" vs. "off"), solicit separate ratings and use the lowest confidence of the two (as this will limit the entire 
activity, for instance the likelihood of using the stairs.) 

• 	 80% = high level ofphysical functioning 
• 	 50-80% = moderate level ofphysical functioning 
• 	 < 50%. = low level ofphysical functioning 


Myers AM (1998) 


• 	 < 67% = older adults at risk for falling; predictive of future fall 
Lajoie Y (2004) 

1. 	 Powell, LE & Myers AM. The Activities-specific Balance Confidence (ABC) Scale. 
J Gerontol Med Sci 1995; 50(1): M28-34 

2. 	 Myers AM, Fletcher PC, Myers AN, Sherk W. Discriminative and evaluative properties of the ABC 
Scale. J Gerontol A BioI Sci Med Sci. 1998;53:M287-M294. 

3. 	 Lajoie Y, Gallagher SP. Predicting falls within the elderly community: comparison ofpostural sway, 
reaction time, the Berg balance scale and ABC scale for comparing fallers and non-fallers. Arch Gerontol 
Geriatr.2004;38:11-26. 
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