
2303 Ira E. Woods

Grapevine, TX 76051
Phone 817-310-3737
Fax 817-310-3736

Please fill these forms out completely and bring them to your first office visit.

Additional Items to Bring to Your First Visit:

• Prescription for physical therapy from your referring physician

• Government issued, photo ID (such as a driver’s license)

• Insurance card(s)

• Appropriate attire (workout clothes)

• Patients who are minors (under 18 years of age) must be

accompanied by a parent or guardian for their first visit



              Acknowledgement of Receipt of Notice of Privacy Practices

I, ___________________________________, have received the Notice of

Privacy Practices from Pinnacle Physical Therapy, L.L.P.

____________________________________ _____________________

Patient Signature Date

In lieu of patient signature, I, ____________________________, a staff member

of Pinnacle Physical Therapy, L.L.P. state that _______________________________

has been given our current Notice of Privacy Practices.

____________________________________ _____________________

Staff Member Signature Date



NOTICE OF PRIVACY PRACTICES

Pinnacle Physical Therapy, L.L.P.

Effective Date: April 14, 2003

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION
.

OUR PLEDGE REGARDING HEALTH INFORMATION:

We understand that health information about you and your health care is personal. We are committed to protecting health

information about you. We create a record of the care and services you receive from us. We need this record to provide you with
quality care and to comply with certain legal requirements. This notice applies to all of the records of your care generated by this
health care practice, whether made by your personal physical therapist or others working in this office. This notice will tell you about

the ways in which we may use and disclose health information about you. We also describe your rights to the health information we
keep about you, and describe certain obligations we have regarding the use and disclosure of your health information.

We are required by law to:

 Make sure that health information that identifies you is kept private;

 Give you this notice of our legal duties and privacy practices with respect to health information about you;
 Follow the terms of the notice that is currently in effect.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU.

The following categories describe different ways that we use and disclose health information. By coming for care, you give us the
right to use your information for treatment, to get reimbursed for your care, and to operate our organization
There are also various other ways in which we may use or disclose your information:

 To allow oversight of the quality of the healthcare we provide;
 To allow workers’ compensation claims;

 As required by subpoena in lawsuits and disputes;
 Various uses as required by law or to avert a serious threat to heath or safety.

YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU.

You have the following rights regarding health information we maintain about you:

 Right to inspect and copy;

 Right to amend;
 Right to an accounting of disclosures;
 Right to request restrictions;

 Right to request confidential communications;
 Right to a copy of this notice.

Information on how to exercise these rights can be seen in the Notice of Privacy Practices.

CHANGES TO THIS NOTICE

We reserve the right to change this notice. We reserve the right to make the revised or changed notice effective for health
information we already have about you as well as any information we receive in the future. We will post a copy of the current notice
in our facility. The notice will contain the effective date on the first page. In addition, each time you register for treatment or health

care services, we will offer you a copy of the current notice in effect.

COMPLAINTS

If you believe your privacy rights have been violated, you may file a complaint with us or with the Secretary of the Department of
Health and Human Services. To file a complaint with us, contact Craig Rettke, PT, Compliance Officer. All complaints must be

submitted in writing. You will not be penalized for filing a complaint.

OTHER USES OF HEALTH INFORMATION.

Other uses and disclosures of health information not covered by this notice or the laws that apply to us will be made only with your
written permission. If you provide us permission to use or disclose health information about you, you may revoke that permission, in

writing, at any time. If you revoke your permission, we will no longer use or disclose health information about you for the reasons
covered by your written authorization. You understand that we are unable to take back any disclosures we have already made with
your permission, and that we are required to retain our records of the care that we provided to you.





The following questionnaires are targeted to the type of injury you have.
Please only fill out the questionnaire that applies to your particular problem.

The following questionnaires include:

• Back problem: "Oswestry Low Back Pain Questionnaire" (2 pages)

• Knee problem: "Lysholm Knee Rating System" (1 page)

• Lower limb problem: "Lower Extremity Function Score" (1 page)

• Neck problem: "Neck Disability Index" (2 pages)

• Shoulder problem: "Shoulder Pain and Disability Index (SPADI)" (1 page)



Name _________________________ Date _____

Oswestry Low Back Pain Questionnaire

How long have you had back pain?   ________ years  ________  months  ________ weeks

How long have you had leg pain?   ________ years  ________  months  ________ weeks

Please read: This questionnaire has been designed to give the therapist information as to how your back pain has affected your

ability to manage in everyday life.  Please answer every section, and mark in each section only the one box which applies to you.

We realize you may consider that two of the statements in any one section relate to you, but please just mark the box which most

closely describes your problem.

Section 1- Pain intensity

_  The pain comes and goes and is very mild.

_  The pain is mild and does not vary much.

_  The pain comes and goes and is moderate.

_  The pain is moderate and does not vary much.

_  The pain comes and goes and is severe.

_  The pain is severe and does not vary much.

Section 2- Personal Care (Washing, Dressing, etc.)

_  I can look after myself normally without causing extra pain.

_  I can look after myself normally but it causes extra pain.

_  It is painful to look after myself and I am slow and careful.

_  I need some help but manage most of my personal care.

_  I need help every day in most aspects of self-care.

_  I do not get dressed, wash with difficulty and stay in bed.

Section 3- Lifting

_  I can lift heavy weights without extra pain.

_  I can lift heavy weights but it gives extra pain.

_  Pain prevents me from lifting heavy weights off the floor, but I can manage if they are conveniently positioned

    (e.g. on a table).

_  Pain prevents me from lifting heavy weights but I can manage light weights if they are conveniently placed.

_  I can lift only very light weights.

_  I cannot lift or carry anything at all.

Section 4- Walking

_  Pain does not prevent me walking any distance.

_  I have some pain when walking, but it does not increase with distance.

_  I cannot walk more than 1 mile without increasing pain.

_  I cannot walk more than _ mile without increasing pain.

_  I cannot walk more than _ mile without increasing pain.

_  I cannot walk at all without increasing pain.

Section 5- Sitting

_  I can sit in any chair as long as I like.

_  I can only sit in my favorite chair as long as I like.

_  Pain prevents me sitting more than 1 hour.

_  Pain prevents me sitting more than _ hour.

_  Pain prevents me from sitting more than 10 minutes.

_  I avoid sitting because it increases pain right away.



Section 6- Standing

_  I can stand as long as I want without extra pain

_  I have pain on standing, but it does not increase with time.

_  I cannot stand for more than 1 hour without increasing pain.

_  I cannot stand for more than 30 minutes without increasing pain.

_  I cannot stand for more than 10 minutes without increasing pain.

_  I avoid standing because it increases pain right away.

Section 7- Sleeping

_  I get no pain in bed.

_  I get pain in bed but it does not prevent me from sleeping well.

_  Because of my pain my normal night’s sleep is reduced by less than _.

_  Because of my pain my normal night’s sleep is reduced by less than _.

_  Because of my pain my normal night’s sleep is reduced by less than _.

_  Pain prevents me from sleeping at all.

Section 8- Social Life

_  My social life is normal and gives me no extra pain.

_  My social life is normal but increases the degree of pain

_  Pain has no significant effect on my social life apart from limiting my more energetic interests (e.g. dancing, sports,

etc.)

_  Pain has restricted my social life and I do not go out as often.

_  Pain has restricted my social life to my home.

_  I have no social life because of pain.

Section 8- Changing Degree of Pain

_  My pain is rapidly getting better.

_  My pain fluctuates but overall is definitely getting better.

_  My pain seems to be getting better. Improvement is slow at the present time.

_  My pain is neither getting better nor worse.

_  My pain is gradually getting worse.

_  My pain is rapidly worsening.

Section 10- Traveling

_  I can travel anywhere without extra pain.

_  I can travel anywhere but it gives me extra pain.

_  Pain is bad but I manage journeys over two hours.

_  Pain restricts me to journeys of less than 1 hour.

_  Pain restricts me to short necessary journeys under 30 minutes.

_  Pain prevents me from traveling except to the doctor or hospital.

Comments: _____________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Fairbanks JCT, Davies JB, Couper J, O’Brien, JP, The Oswestry low back pain disability questionnaire.  Physiotherapy 1980; 66(8):271-3.



Name _________________________        Date _________

LYSHOLM KNEE RATING SYSTEM

By completing this questionnaire, your therapist will gain information as to how your knee functions during normal

activities.  Mark the box which best describes your knee function today.

1.  Limp _  None 5

_  Slight or periodic 3

_  Severe and constant 0

2. Support _  None 5

_  Cane or crutch needed 2

_  Weight bearing impossible 0

3. Locking _  None 15

_  Catching sensation, but no locking 10

_  Locking occasionally 6

_  Locking frequently 2

_  Locked joint at examination 0

4. Instability _  Never gives way 25

_  Rarely during athletic activities/ physical exertion 20

_  Frequently during athletic activities/ physical exertion 15

_  Occasionally during daily activities 10

_  Often during daily activities 5

_  Every step 0

5. Pain _  None 25

_  Intermittent and light during strenuous activity 20

_  Marked during strenuous activity 15

_  Marked during or after walking more than 2 km (1.2 miles) 10

_  Marked during or after walking less than 2 km (1.2 miles) 5

_  Constant 0

6. Swelling _  None 10

_  After strenuous activities 6

_  After ordinary activities 2

_  Constant 0

7. Stairs _  No problem 10

_  Slight problem 6

_  One step at a time 2

_  Impossible 0

8. Squatting _  No problem 5

_  Slight problem 4

_  Not beyond 90° of flexion of the knee (halfway) 2

_  Impossible 0

Tegner Y., Lysholm J.  Rating Systems in the Evaluation of Knee Ligament Injuries.  Clinical Orthopedics and Related Research, 1985, 43-49



Name _________________________ Date _______

LOWER EXTREMITY FUNCTION SCORE

We are interested in knowing whether you are having difficulty at all with the activities listed below

because of your lower limb problem for which you are seeking attention.  Please check the appropriate

box for each activity.

Today, do you or would you have any difficulty at all with:

Activities Extremely

Difficult/

Unable to

perform

0

Quite a Bit

of

Difficulty

1

Moderate

Difficulty

2

Little Bit

of

Difficulty

3

No

Difficulty

4

Any of your usual work, housework or school

activities

Your usual hobbies, recreational or sporting

activities

Getting into or out of the bath

Walking between rooms

Putting on your shoes or socks

Squatting

Lifting an object, like a bag of groceries from

the floor

Performing light activities around your home

Performing heavy activities around your home

Getting into or out of a car

Walking 2 blocks

Walking 1 mile

Going up or down 10 stairs (about 1 flight)

Standing for 1 hour

Sitting for 1 hour

Running on even ground

Running on uneven ground

Making sharp turns while running fast

Hopping

Rolling over in bed

(For Physical Therapist) Total Score: ____________________________



Name _________________________ Date __________

Neck Disability Index

This questionnaire has been designed to give the therapist information as to how your neck pain has affected your ability

to manage in everyday life.  Please answer every section, and mark in each section only the one box which applies to

you.  We realize you may consider that two of the statements in any one section relate to you, but please just mark the

box which most closely describes your problem.  

Section 1- Pain intensity

_  I have no pain at the moment.

_  The pain is very mild at the moment.

_  The pain is moderate at the moment.

_  The pain is fairly severe at the moment.

_  The pain is very severe at the moment.

_  The pain is the worst imaginable at the moment.

Section 2- Personal Care (Washing, Dressing, etc.)

_  I can look after myself normally without causing extra pain.

_  I can look after myself normally but it causes extra pain.

_  It is painful to look after myself and I am slow and careful.

_  I need some help but manage most of my personal care.

_  I need help every day in most aspects of self-care.

_  I do not get dressed, wash with difficulty and stay in bed.

Section 3- Lifting

_  I can lift heavy weights without extra pain.

_  I can lift heavy weights but it gives extra pain.

_  Pain prevents me from lifting heavy weights off the floor, but I can manage if they are conveniently positioned

    (e.g. on a table).

_  Pain prevents me from lifting heavy weights but I can manage light weights if they are conveniently placed.

_  I can lift only very light weights.

_  I cannot lift or carry anything at all.

Section 4- Reading

_  I can read as much as I want to with no pain in my neck.

_  I can read as much as I want to with slight pain in my neck.

_  I can read as much as I want to with moderate pain in my neck.

_  I cannot read as much as I want because of moderate pain in my neck.

_  I can hardly read at all because of severe pain in my neck.

_  I cannot read at all.

Section 5- Headaches

_  I have no headaches at all.

_  I have slight headaches that come infrequently.

_  I have moderate headaches which come infrequently.

_  I have moderate headaches which come frequently.

_  I have severe headaches which come frequently.

_  I have headaches almost all the time.



Name _________________________ Date __________

Section 6- Concentration

_  I can concentrate fully when I want to with no difficulty.

_  I can concentrate fully when I want to with slight difficulty.

_  I have a fair degree of difficulty in concentrating when I want to.

_  I have a lot of difficulty in concentrating when I want to.

_  I have a great deal of difficulty in concentrating when I want to.

_  I cannot concentrate at all.

Section 7- Work

_  I can do as much work as I want to.

_  I can do my usual work, but no more.

_  I can do most of my usual work, but no more.

_  I cannot do my usual work.

_  I can hardly do any work at all.

_  I cannot do any work at all.

Section 8- Driving

_  I can drive my car without any neck pain.

_  I can drive my car as long as I want with slight pain in my neck.

_  I can drive my car as long as I want with moderate pain in my neck.

_  I cannot drive my car as long as I want because of moderate pain in my neck.

_  I can hardly drive at all because of severe pain in my neck.

_  I cannot drive my car at all.

Section 9- Sleeping

_  I have no trouble sleeping.

_  My sleep is slightly disturbed (less than 1 hour sleepless).

_  My sleep is mildly disturbed (1-2 hours sleepless).

_  My sleep is moderately disturbed (2-3 hours sleepless).

_  My sleep is greatly disturbed (3-5 hours sleepless).

_  My sleep is completely disturbed (5-7 hours sleepless).

Section 10- Recreation

_  I am able to engage in all my recreational activities with no neck pain at all.

_  I am able to engage in al my recreational activities, with some pain in my neck

_  I am able to engage in most, but not all, of my usual recreational activities because of pain in my neck.

_  I am able to engage in a few of my usual recreational activities because of pain in my neck.

_  I can hardly do any recreational activities because of pain in my neck.

_  I cannot do any recreational activities at all.

Neck disability index. (Modified from Vernon, H. and S. Mior; The neck disability index: A study of reliability and validity. J. Manip. Physiol.

Ther. 14:411, 1991.



Name _________________________ Date _______

SHOULDER PAIN AND DISABILITY INDEX (SPADI)

PAIN SCALE: 0 ________________________________10
No Pain            Worst Pain Imaginable

For each question, write in a number rating for your current pain based on the given scale:

How severe is your pain? 0= no pain                 10= worst pain imaginable

1.  At its worst?

2.  When lying on the involved side?

3.  Reaching for something on a high shelf?

4.  Touching the back of your neck?

5.  Pushing with the involved arm?

DISABILITY SCALE: 0 ________________________________10
No Pain            Worst Pain Imaginable

For each question, write in a number rating for your current difficulty based on the given scale:

How much difficulty do you have? 0= no difficulty      10= so difficult it required help

1.  Washing your hair?

2.  Washing your back?

3.  Putting on an undershirt or pullover

sweater?

4.  Putting on a shirt that buttons down

the front?

5.  Putting on your pants?

6.  Placing an object on a high shelf?

7.  Carrying a heavy object (e.g. 10 lbs)?

8.  Removing something from your back

pocket?




