G» Holy Cross

Hospital

Thank you for choosing Holy Cross Outpatient Rehabilitation

e Please complete the attached paperwork prior to your arrival.

e Ensure you know which facility you are scheduled for.

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

e 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" 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




Name:

Date:

Date of onset of: Q Injury Q1 Problem Q Surgery

State your main reason for therapy:

Do you now have, or have you ever had any of the following?

High Blood Pressure ......ccveviiiiennennnnss 4 Yes
Pacemaker .......cooiiiiiiiiiiiiiiia Q Yes
Dizziness/Fainting........cooviviiinnnannnnn.. Q Yes
(OS] (To] 0 o] {01 L3R Q Yes
7= 1 o7 T Q Yes
Bowel/Bladder Problems ............c.covueen Q Yes
Kidney Problems.........ccoviviiiinianinnnt, Q Yes
Stroke/Mini Stroke .......ciiiiiiiiiaiee e Q Yes
Shortness of Breath..............ccovieinatt. Q Yes
Heart Problems ........ccoiiiiiiiiiiiinna.. Q Yes

If YES to any of the above, please explain:

Q No

Diabetes ..oviiiii e Q Yes
SEIZUIES it it Q Yes
Fractures. ....ccvveiiiiiii e 4 Yes
Circulatory Problems ........ccvviiviiiiinn.. Q Yes
Recent Weight Change..........cvvevvenn.. Q Yes
Swallowing Problems...........cccvvivininn... 4 Yes
HOFalls...ooooi i ee Q Yes
Hip Replacement..........c.coovviiininina.t. U4 Yes
Knee Replacement.........ccccvvviinnnnin... d Yes
Other e e Q Yes

Q No
d No
d No
d No
d No
d No
a No
d No
Q No
Q No

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? Q Yes Q No

If YES, when?

Have you had this problem before? O Yes 1 No

If YES, did you receive therapy for this problem? Q Yes QO No

If YES, when?

If YES, what treatment helped you?

Has this problem limited your ability to perform everyday task? O Yes QO No

If YES, what are they?

What are your goals for therapy? Be specific:
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PAIN SCREEN
1. Do you have pain now? 0 Yes O No

2. If no, have you had pain in the last 24 hours or past few days, weeks or months? Q Yes Q 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? 0 Yes O 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? 1 NONE QO Cold O Heat QO Massage

Q Other: What works well?

All of this information has been reviewed with the patient and/or family: Q Yes

Works poorly?

Signature of Person Completing Form

Date

Staff Signature

Date




Stroke Impact Scale
VERSION 3.0

The purpose of this questionnaire is to evaluate how
stroke has impacted your health and life. We want to
know from YOUR POINT OF VIEW how stroke has
affected you. We will ask you questions about
impairments and disabilities caused by your stroke, as
well as how stroke has affected your quality of life.
Finally, we will ask you to rate how much you think you
have recovered from your stroke.




Stroke Impact Scale

These questions are about the physical problems which may have occurred as
a result of your stroke.

1. In the past week, how would A lot of Quite a bit Some A little No

you rate the strength of your.... strength of strength strength strength stren%lth at
a

a. Arm that was most affected by 5 4 3 2 1

your stroke?

b. Grip of your hand that was 5 4 3 2 1

most affected by your stroke?

c. Leg that was most affected by 5 4 3 2 1

your stroke?

d. Foot/ankle that was most 5 4 3 2 1

affected by your stroke?

These questions are about your memory and thinking.

2. In the past week, how difficult Not Alittle Somewhat Very Extremely
. difficult at | difficult difficult difficult difficult

was it for you to... all

a. Remember things that people just 5 4 3 2 1

told you?

b. Remember things that happened the 5 4 3 2 1

day before?

c. Remember to do things (e.g. keep 5 4 3 2 1

scheduled appointments or take

medication)?

d. Remember the day of the week? 5 4 3 2 1

e. Concentrate? 5 4 3 2 1

f. Think quickly? 5 4 3 2 1

g. Solve everyday problems? 5 4 3 2 1




These questions are about how you feel, about changes in your mood and

about your ability to control your emotions since your stroke.

3. In the past week, how often did None of | A little of | Some of Most of | All of the
you... the time the time the time the time time
a. Feel sad? 5 4 3 2 1
b. Feel that there is nobody you are 5 4 3 2 1
close to?

c. Feel that you are a burden to others? 5 4 3 2 1
d. Feel that you have nothing to look 5 4 3 2 1
forward to?

e. Blame yourself for mistakes that 5 4 3 2 1
you made?

f. Enjoy things as much as ever? 5 4 3 2 1
g. Feel quite nervous? 5 4 3 2 1
h. Feel that life is worth living? 5 4 3 2 1
i. Smile and laugh at least once a day? 5 4 3 2 1

The following questions are about your ability to communicate with other

people, as well as your ability to understand what you read

and what you hear in a conversation.

4. In the past week, how difficult Not Alittle | Somewhat Very Extremely
. difficult at | difficult difficult difficult difficult

was it to... all

a. Say the name of someone who was 5 4 3 2 1

in front of you?

b. Understand what was being said to 5 4 3 2 1

you in a conversation?

c. Reply to questions? 5 4 3 2 1

d. Correctly name objects? 5 4 3 2 1

e. Participate in a conversation with a 5 4 3 2 1

group of people?

f. Have a conversation on the 5 4 3 2 1

telephone?

g. Call another person on the 5 4 3 2 1

telephone, including selecting the
correct phone number and dialing?




The following questions ask about activities you might do

during a typical day.
5. In the past 2 weeks, how difficult || %I | Bl | SRl | aifen | doata
was it to...
a. Cut your food with a knife and fork? 5 4 3 2 1
b. Dress the top part of your body? 5 4 3 2 1
c. Bathe yourself? 5 4 3 2 1
d. Clip your toenails? 5 4 3 2 1
e. Get to the toilet on time? 5 4 3 2 1
f. Control your bladder (not have an 5 4 3 2 1
accident)?
g. Control your bowels (not have an 5 4 3 2 1
accident)?
h. Do light household tasks/chores 5 4 3 2 1
(e.g. dust, make a bed, take out
garbage, do the dishes)?
1. Go shopping? 5 4 3 2 1
j- Do heavy household chores (e.g. 5 4 3 2 1
vacuum, laundry or yard work)?
The following questions are about your ability to be mobile,
at home and in the community.
6. In the past 2 weeks, how difficult Not A little Sg{}';W‘;at Very Could
was it to... difficult | difficult HHficult difficult | not do at
at all all
a. Stay sitting without losing your 5 4 3 2 1
balance?
b. Stay standing without losing your 5 4 3 2 1
balance?
c. Walk without losing your balance? 5 4 3 2 1
d. Move from a bed to a chair? 5 4 3 2 1
e. Walk one block? 5 4 3 2 1
f. Walk fast? 5 4 3 2 1
g. Climb one flight of stairs? 5 4 3 2 1
h. Climb several flights of stairs? 5 4 3 2 1
1. Get in and out of a car? 5 4 3 2 1




The following questions are about your ability to use your hand that was
MOST AFFECTED by your stroke.

7. In the past 2 weeks, how difficult Not Alittle | Somewhat Very | Could not
was it to use your hand that was most difficult difficult difficult difficult do at all
affected by your stroke to... atall

a. Carry heavy objects (e.g. bag of 5 4 3 2 1
groceries)?

b. Turn a doorknob? 5 4 3 2 1

¢. Open a can or jar? 5 4 3 2 1

d. Tie a shoe lace? 5 4 3 2 1

e. Pick up a dime? 5 4 3 2 1

The following questions are about how stroke has affected your ability to
participate in the activities that you usually do, things that are meaningful to

you and help you to find purpose in life.

8. During the past 4 weeks, how None of A little of Some of Most of All of the
much of the time have you been the time the time the time the time time
limited in...

a. Your work (paid, voluntary or other) 5 4 3 2 1
b. Your social activities? 5 4 3 2 1
c. Quiet recreation (crafts, reading)? 5 4 3 2 1
d. Active recreation (sports, outings, 5 4 3 2 1
travel)?

e. Your role as a family member 5 4 3 2 1
and/or friend?

f. Your participation in spiritual or 5 4 3 2 1
religious activities?

g. Your ability to control your life as 5 4 3 2 1
you wish?

h. Your ability to help others? 5 4 3 2 1




0. Stroke Recovery

On a scale of 0 to 100, with 100 representing full recovery and 0 representing
no recovery, how much have you
recovered from your stroke?

100 Full Recovery
90
80
70
60
50
40
30
20

10

0 No Recovery



