Patient Health Questionnaire - PHQ

ACH Group, Inc. - Form PHO-202

ACH Group, ine, Use Ondy  rev TITGGS

Patient Name Dafe

1. Describe your symptoms S —

a. When did your symptoms start? —

b. How did your symptoms begin?

2. How often do you experience your symptoms? [Indicate where you have pain or other symptoms
@ Constantly (T6-100% of the day) .
@ Frequently (51-75% of the day) . i «_*j )y
@ Occasionally (26-50% of the day) e A ot ._'i - S
@ Intermittently (0-25% of the day) P RER o 1% F

3. What describes the nature of your symptoms?
& Sharp @ Shooting
& Dull ache @& Burning
& Numb @& Tingling

4. How are your symptoms changing?
I Getting Better
& Mot Changing
@ Getting Worse P
&. During the past 4 weeks: Unbearable
a. Indicate the average infansity of your symptoms @ © @ @ @ ® @ © ® & @
b. How much has pain inferfered with your normal work (including both work outside the home, and housework)

@ Mot at all @ A little bit @ Moderately @ Quite a bit @ Extremely

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?
{like wisiting with friends, relativas, elg)

@ All of the time @ Most of the time @ Some of the time @ Alittle of the time  ® None of the time

7. In general would you say your overall health right now is...

@ Excellent @ Very Good @ Good @ Fair & Poor
8. Whao have you seen for your symptoms? @ No One @ Medilr:a! Doctor @ Other
@ Chiropractor @ Physical Therapist

a. What treaiment did you receive and when? .

b. What tests have you had for your symptoms @ Xrays dafe: _ @ CT Scan  date:
and when were they performed?

@ MRl gate: o @ Other date:
9. Have you had similar symptoms in the past? @ Yes @ Mo
a. If you have received treatment in the past for @ This Office @ Medical Doctor & Other
the same ar similar symptoms, who did you see? g Chiropractor @ Physical Therapist
@ Professional/Executive @ Laborer @ Retired
10. What is your occupation?
4 P & White Collar/Secretarial  ® Homemaker & Other
@ Tradesperson @& FT Student
a. If you are not retired, a homemaker, or a @ Full-time @ Self-amployed @ Off wark
student, whal is your current work sfatus? @ Pari-time @ Unemployed ® Other

Patient Signature Date




(crr

Centreville Physical Therapy, F.C.
14631 Le Highway, Suite 310

Centregiba, WA 20120

P {705) 222-5903  Fax: {705 222-37635

Date of Birth: / !
Please check if you have ever had:

0 AIDS/HIV

[ Allergies

Patient Name
MEDICAL HISTORY
Gender: OM O Right-handed
OF O Left-handed

[ Arthritis (Osteoarthritis or Rheumatoid Arthritis)

[ Blood Disorder

0 Bowel Problems

O Breathing / Lung Problems
[0 Broken Bones

(] Cancer

[ Chest pain

[0 Circulation Problems

0 Depression/Anxiety

[ Diabetes / High Blood Sugar
[ Dizziness or blackouts

D Epilepsy / Seizures

[ Head Injury

Please check if vou have experienced the follow

0 Shortness of breath

{1 Loss of balance or falls
0 Difficulty walking

0 Difficulty dressing

) Difficulty lifting

O Difficulty sleeping

0 Joint pain or swelling

[0 Weakness in arms or legs

[1 Hearing Problems
[0 Heart Problems

[1 Hepatitis

{1 High Blood Pressure
[ Kidney Problems
[0 Multiple Sclerosis
0 Osteoporosis

0 Pacemaker

0O Parkinson’s disease
0 Skin Disorders

0 Stomach Problems
0 Stroke

O Thyroid Problems
O Urinary Problems
0 Other:

toms in the f year:

0O Vision problems

O Headaches

O Fever / Chills / Sweals .
0 Pain at night

[J Weight loss/gain

0 Nause=a / Vomiting

0 Coordination problems

Have vou ever had surgery? O Yes 0O No  Ifyes, please describe and provide date:
Date: / /
Date: / /
Date: / !

Da you take any prescription or non-prescription medications? OYes O No If yes, please list below:

Do you:

J Exercise

0O Smoke ppd

Are you currently pregnant? [0 Yes O No

O Drnk alcohol
times/week 1or

drinks/week
minutes



Please complete this form and bring it in with you on your first visit.

If you experience: Incontinence/Pelvic Floor Muscle Weakness/Prolapse: Answer all
the Following Questions. If you are experiencing pelvic pain, please proceed to
section 11 and II1.

Section I:

Do you experience a:

Loss of urine with cougly, langh, or sneeze? Yes no
Loss of uring when lifting VEE ]
Loss of urine with exerciss, running, eie.? yES no
Loss of urine when you have a strong urge fo urnate? Yes o
Loss of urine on the way to e batheooim? Yie i

Losgs of urine when removing clothing o wrinate? Yes mi

Do you :

Expericnce an urge to urinate when yon hear munming waber yes no
Aund the are unnble to get to the woilet ¥es nao
Have difficulty initiating a urine stream? Yes na
Have pain with urination? Yes ne
Have burning with urination? Yes na
Have bloed in your urine? Yes no
Have o strain 1o empty vour bladder yas i
Diribble urine when you urinate? Yes no
Drilsble after you empry your bladder yes no

When you have an uncontrolled loss of urine:
I= it usually a small amount YER ni
I= 1t usually a large amoumnt vies no

Voiding pattermns:

VWoiding fregquency {times per day #of times per night
Incontinence: # of episcdes per day i of episodes at nighi
Amount of urine loss larpe small few drops

Protective Devices: What iype of protective devices do you use? Circle all that apply
panty liner, sanitary pad{mini), sanitary maxi pad, incontinence pad, incontinence brief,
Other____ N
Hof pads used per day
Do vou soak the pad fully: e i3
Do wou change the pad each time it s wet? Yes o

Diaily fluid imtake:
& of cups of water per day
i of cups that contain caffeins'carbonationacid
Do o restrict Muids dwe o incontinence yes 1

Sigmature:

Mame:




Bowe| habits:
How often do you have a Bowel povement

Are you over constipated? Yoo o, Flow do you resalve this -
Do you experience diarrhea yea T

Do you use Inxalives Y5 e How oilen

D you use EnEms yos no [Howollen

Do you include fiber in your diet  yos ne Describe

Section II: For all pain paticats

[reacribe pour poin = Wlera is your pmin®
Do you experiense burning pain yes 13
Do you exporience numbissaitingling yus me  Wiheret_
Do you Binve pabn with orisation AT Yias 13
Do you Binve pain with intercourse yes i
2o you cxperience Lower Dack pain V& e Hew aflen

Whal appravales your pain?
Whal relicwes your paaln?

(1 geale of 0-10 , whnt level is your pain? A0, ntitebest /10 at its worst 410
o you limdt recreational or daily activities because of pain? Yes no
TDioes your pain affect your sleeping paitern® Yes T

Scction I11: All Paticnts
Mobiliy/Sell cava:
Do you usefeirele any that apply): cane, walker, lean on furniture for bolonece
Do vou hinve difficulty{zircle all that apply): gelting onfoll wilet, getting clothes aw'olf, with toilet
lypplene

Paychospcial siatas:
Living arrangemeants: do you live alone? Yes no
Ocoupation:
Recr=ational Activitias: )
T you resirict any mctivities dus o urinary incontinence ¥ Yes no

What are your feelings about your urinary incontinence on & scale of 1-10.

Mo impaicment0 12345678 9 10 severe impairment

Have you kad changes in intimate relofionshipsfsexual function due to urinary incontinence? Yes 0o
Have you bnd changes in intimate relationshipsfseaal function due to polvic pain? Tes 0o
Signatune

Diate; =






