" HUNTSVILLE

Pool & Land 3303 WESTMILL DRIVE
THERAPY.. HUNTSVILLE, AL. 35805
(256) 536-4777 Fax:(256) 539-0105
MEDICAL HISTORY

NAME: DOB: AGE: DATE:
HOME PHONE: WORK PHONE;:
ADDRESS:
CITY/STATE: ZIP:
E-mail:
Have you previously received services from this facility? ves no
Have you ever or are you presently being treated for any of the following:
Heart trouble _._Yyes_  mo Cancer yes___ no
High blood pressure __ yes no Pacemaker ves no
Diabetes —.yes_ no Metal Implants yes__ mo
Pregnancy ___Yyes  ne Allergies yes no
Surgeries __Yyes_ mo Other yes _ mo
Stroke — _Yyes___ no
H so,What/when ?
Have you been hospitalized for the present problem? yes no
Have you had surgery for the present problem? yes no
Have you received treatment for the present problem? yes no

If so, what kind of treatment and when:

Are you on any medication? _yes no ifso, what TYPE

Have you ever had any of the following and when:

___EMG X-RAY
CAT SCAN MRI
MYELOGRAM

3 Believe the above te. Be coviect to. the Best of my fnowledge.

PATIENT SIGNATURE:




Huntsville Pool and Land Therapy, Inc.

Welcome To Our Office Today's Date
INFORMATION (PLEASE PRINT)

SEX _ DATEOF BIRTH  [SOCIAL SECURITY NUMBER

(LAST) < @wsh aNTAL)|OMALE  QEEMALE | /[ / 7
ADDRESS = . HOMEPHONE  |WORK PHONE

(NO) (STREET OR RR) (CITY)  (STATE) @l i - ¢y
PATIENT OR PARENT'S EMPLOYER. OCCUPATION . |EMPLOYER ADDRESS IMARITAL sTATUS

| ' SINC] MAR[ ] DIv{] Win[ ]
STUDENT [ PART TIME FurLTME 1 SPECIFY SCHOOL: :
SPOUSE NAME SPOUSE'S EMPLOYER OCCUPATION WORK PHONE
; (D
RESPONSIBLE PARTY (If different from patient) PATIENT RELATIONSHIP TO INSURED
‘ SELF SPOUSE CHILD  OTHER

(LAST) (FIRST) i {INITIAL) | O O W

RESPONSIBLE PARTY {Address) _
(NO) (STREET OR RR#) {CITY} (STATE) (ZIP)
NAME OF REFERRING DOCTOR - PHONE
- ¢ ) -
NAME OF EMERGENCY CONTACT - JmELaTION) ‘ PHONE
. ( ) -
TYPE OF INJURY/AILMENT: WorkRelated [ ] AutoRelsted & [ Other Accident ]
School Spotts ] Recreational Sports ] Non-Accident ]

The guarantor is the holder of the health insurance policy, or if there is no health insurance, the person responsible for the bill

PRIMARY INSURANCE COVERAGE

INSURANCE CO. NAME & ADDRESS ' _ EMPLOYER (FOR WORKERS COMP)
SUBSCRIBER ; DATE OF BIRTH  |SOCIAL SECURITY NO.
(LAST) (FIRST) (INITIAL) ) ! /
POLICY ID GROUP # EFFECTIVE DATE RELATIONSHIP TO PATIENT
/ /
_ SECONDARY INSURANCE COVERAGE
SUBSCRIBER ' : [DATE OF BIRTH  |SOCIAL SECURITY NO.
(LAST) {FIRST) {INITIAL) ! / ./
POLICY I EFFECTIVE DATE [RELATIONSHIP TO PATIENT
: : 7.
INSURANCE CO. NAME & AIDDRESS . |EveLOYER

Please read the following and sign in the space provided:

1 understand that all fees or charges as a result of my visit are payable at the-time the professional services are given.
I authorize my insurance carrier, if applicable, to pay for these services for me. I agree to pay for charges not covered by
insurance when they are billed to me. I authorize Huntsville Pool and Lana’ Therapy, Inc., to release to rny

medical i insurance company any mformatlon about my care here.should they request that information.

Stenature of Patient Signature of Responsible Party (It different)




HU..{SVILLE POOL & LAND The. upy

H U?ﬂé}ilm Financial and Insurance Policy
THERAPY..

Thank you for choosing Huntsville Pool & Land Therapy as your health care provider. We
are committed to your being successful. Please understand that payment of your bill is
considered part of your treatment. The following is a statement of our Financial and Insurance
Policy we require that you read, agree and sign prior to your treatment:

1. We are anxious to help you receive your maximum allowable benefits from your medical
insurance and as a courtesy to you we will file claims with your insurance company to help you
obtain reimbursement for services rendered. In order to do so we must have the Patient
Information sheet COMPLETELY filled out.

2. Tt is our policy to collect payment for physical therapy treatment at the time services are
rendered. For patients who have insurance coverage we will accept the appropriate copayment at
the time services are rendered. For your convenience we accept cash, check, Master Card or
Visa. For most insurance companies, we are able to immediately check on your deductible. We
file our claims daily and we anticipate that your insurance will be taking deductible out on your
Explanation of Benefits coming to us, therefore we expect to collect this at the time services are
rendered. If the deductible has been met, when the EOB does come in we will apply that $$
toward your copay and then we will reimburse any $$ due.

3. We are currently a PPT (Preferred Physical Therapist) for BCBS, a Participating Provider for
Medicare and have various other insurance company contracts. After your deductible is met, if
we are providing services under a contracted insurance, they should pay according to the agreed
fee schedule. As services are rendered you may still owe a copay for each visit. There are only a
few companies that no copay is required. We will notify you when you have reached your out of
pocket max and your insurance is paying 100%. If you have a secondary insurance we will file it
for you, however please be aware that you may still have a copay to fully cover the charges.

4. Not all services are a “covered” or “eligible” benefit in all insurance contracts. We do not
always know which are and which are not. In order to be reimbursed for services, they do
require that you sign a notification that some services may be “non-covered”. This will be your
sign-in sheet when you come in for each therapy session. Additionally, each insurance company
determines its own fee schedule. Please be aware that your carrier may “disallow,” “exclude” or
have “non-covered” charges due to their particular fee schedule. You should contact your
insurance company if you wish to determine or appeal any of these benefits/charges. Should you
have any dispute contact your insurance commissioner, Mr. David Parsons, P.O. Box 330351,
Montgomery, AL 36130.

5. $30: for broken appointments without 24 hours notice.
$50: for no show
$60: for returned checks

If you do not schedule or do not attend scheduled appointments for 2 weeks without contacting
us or w/o prior notice, you will be discharged. 256-536-4777



Financial and Insurance Policy page 2

1.5% service fee: Upon completion of your insurance payments any balance older than 45 days
(without further arrangements) is subject to a 1.5% service fee being added to your remaining

balance per month and is considered delinquent. Delinquent accounts will be subject to be
turned over for collection.

6. The patient and/cr the Responsible Party, if any, hereby acknowledge and agree that they are
financially responsible to Huntsville Pool & Land Therapy even though there may be insurance
or other third party coverage, and agree that failure to make payment when requested is the basis

for legal action and agree to pay any and all costs of collection, including a reasonable attorney’s
fee

7. Werealize that medical care can be costly and financial problems may arise periodically. If
such problems do ocour we expect you to contact us promptly for assistance in management of

your account. You may contact us between the hours of 8:00 am and 5:00 pm Monday through
Friday, at

(256) 536-4777.

[ have read the Financial and Insurance Policy and understand and agree that (regardless of
my insurance status), I (and the Responsible Party, if any) am ultimately responsible for the
balance on my account for any Physical Therapy services rendered and related charges.

If you have any questions about the above tnformation or any uncertainty regarding
insurance coverage, please do not hesitate to ask us. We are here to help you and are devoted to

providing you with the best possible care. We hope your association with Huntsville Pool &
Therapy will be beneficial and pleasant!

Date

Signature of Patient _ Signature of Responsible Party



HUNTSVILLE POOL & LAND THERAPY
WAIVER FOR MASSAGE, WATSU AND
INDEPENDENT USE OF THE POOL

I am willingly participating at Huntsville Pool & L.and Therapy for massage,
watsu or independent use of the pool.

I realize that massage and Watsu are not exact science and no guarantee has
been made to me as to the result of this bodywork by any Watsu practitioner,
massage therapist or representative of Huntsville Pool & Land Therapy. 1
understand that this bodywork should not be construed as a substitute for medical
cxamination, diagnosis or treatment that I should see a physician or other qualified
medical specialist.

Huntsville Pool & Land Therapy will allow patients or those who have been
through physical treatment with us to use the pool independently during regular
hotrs of operation, 8:00 am — 5:00 pm daily.

[ will not hold Huntsville Pool & Land Therapy or any representative thereof
responsible for any injury of accident on the premises that may occur during
independent use of the pool, massage or Watsu.

I also understand Huntsville Pool & Land Therapy is not responsible for
valuables and / or personal property brought to the facility.

Signature Date



If you want to exercise any of these rights, please contact our Privacy Officer. All requests must
be submitted to us in writing on a designated form (which we will previde to you) and returned to the
attention of our Privacy Officer at the address below.

CONTACT INFORMATION AND HOW TO REPORT A PRIVACY RIGHTS VIOLATION

If you have questions and/or would like additional information regarding the uses and disclosures
of your Health Information, you may contact our Privacy Officer at:

Address: 3303 Westmill Dr,
Huntsville, Al 35805

Attn: Privacy Officer

Telephone: (256) 536-4777
Fax: (256) 539-0105

If you believe that your privacy rights have been violated or that we have violated our own privacy
practices, you may file a complaint with us. You may also file a complaint with the Secretary of the U.S.
Department of Health and Human Services a 200 Independence Averme, S.W., Washington, D.C, 20201,
Complaints filed directly with the Secretary must be made in writing, name us, describe the acts or
omissions in violation of the Privacy Rules or our privacy practices, and must be filed within 180 days of
the time you knew or should have known of the violation. Complaints submitted directly to us must be in
writing and to the attention of our Privacy Officer. There will be no retaliation for filing a complaint.

The Effective Date of this Privacy Notice is April 14, 2003

BY SIGNING BELOW, | HEREBY ACKNOWLEDGE RECEIPT OF THIS PRIVACY NOTICE

Printed Name of Patient Date

Signature of Patient or Patient’s Representative (if applicable)

Representative’s Relationship to Patient (if applicable)

To be completed by Huntsville Pool & Land Therapy, Inc.:

After a good faith attempt to obtain an Acknowledgment of receipt, the patient or representative refused
or was unable to sign the Privacy Notice for the following reason(s):

Signature of Huntsville Pool & Land Therapy Representative Date

PRIVACY NOTICE




HUNTSVILLE POOL & LAND THERAPY INC.

PATIENT CONSENT/AUTHORIZATION

PHOTOGRAPHY/VIDEQTAPING/OTHER IMAGING/ FOR
TREATMENT, EDUCATION, PURPOSES

Patient’s Name:

Address:

Phone Number:

I hereby give my consent to have photographs, videotaped images, other images, made of my
family member or myself for the following purposes:

0 Educational Purposes

Signature of Patient or Legal Representative/Relationship Date

Witness Date



: CONNECTIONS

PROBLEM AREA (Please check one):
3 Upper Extremity {A,D) O Lower Extremity (B,F)

FUNCTIONAL INDEX

PART Iz Answer all five sections in Part 1. Choose the one answer in each section
thai best describes your condifion,

WALKING

O Symptoms do nat prevent me walking any distance.

(1 Symptoms prevent me walking more than 1 mile.

{3 Symptoms prevent me walking mare than 1/2 mile.

3 Symptoms prevent me walking more than 1/4 mile,

{3 | can only walk using a stick or crutches.

£3 1 am in bed most of the time and have to crawl to the toilet.

WORK

{Appilies to work in home and outside}

O 1 can do as much work as [ want to.

7 1 can only do my usual work, but no more.

(3 I can do most of my usual work, but no more.
O 1 cannot do my usual work.

(3 | can hardly do any work at all {only light duty).
[ | cannot do any work at all.

PERSONAL CARE

{(Washing, Dressing, eic.)

[ 1 can manage all personal care without symptoms.

(3 | can manage all personal care with some
increased symptoms.

(7 Personal care requires slow, concise mavements due to increased
symptoms.

O 1 need help to manage some personal care.

O | need help to manage all personal care,

3 I cannot manage any personal care.

SLEEPING

(7 1 have no trouble sleeping.

(0 My sleep is mildly disturbed (less than 1 k. sleepless).
(1 My sleep is mildly disturbed (1-2 hrg. sleepless).

3 My sleep is moderately disturbed {2-3 hrs. sleepless).

[ My sleep is greatly disturbed (3-5 hrs. sleepless).

O My sleep is completely disturbed (5-7 hrs. slespless).

RECREATION/SPORTS
{Indicate Sport if Appropriate }

{1 1 am able to engage in all my recreational/sports activities without
increased symptoms,

{1 { am able to engage in all my recreational/sporis activities with
some increased symptomns.

3 1 am able to engage in most, but not all of my usual recreational/
sports activities because of increased symptoms.

3 1 amn able to engage in a few of my usual recreational/sports
activities because of my increased symptoms.

(73 i can hardly do any recreational/sparts activities because of
increased symptoms.

{7} 1 cannot do any recreational/sports activities at all.

ACUITY (Auswer on initial visit.)

How many days ago did onset/infury occur? days

(3 Cervical/Thoracic (C,D)

PATIENT WORKSHEET

DATE
C1 Initial Visit ~ [F Discharge Visit

NAME

TIME AM/EM

J Lumbar (D,F) (3 TMJ (C,E)

PART Iz Choose the one answer that best describes your condftion in the sections
designated by your therapist.

B A. UPPER EXTREMITY

CARRYING

3 1 can camy heavy loads without increased symptoms,

O I can cany heavy loads with some Increased symptoms.

{3 1 eannot carry heavy loads overnead, but | can manage if thay are
positioned close to my trunk. ’

[ 1 cannot canry heavy loads, but { can manage light to medium
loads if they are positionad close to my trunk,

O 1 can cany very light weights with some increased symptoms.

(3 I cannot lift or carry anything at all,

DRESSING

3 1 can put on a shirt or blouse without symptoms.

(3 | can put on a shirt or hlouse with some increased symptoms.

£3 1t is painful to put on a shirt or blouse and 1 am slow and careful.

3 | need some help but | manage most of my shirt or blouse
dressing.

{3 1 need help in most aspects of putting on my shirt or biouse.

{3 | cannot put on a shirt or blouss at all.

REACHING

[ 1 can reach to a high shelf to place an empty cup without
increased symptoms.

O 1 can reach to a high shelf to place an empty cup with some
increased symptoms.

(O 1 can reach to a high shelf 1o place an smpty cup with a moderate
increase in symptorns.

(J 1 cannat reach to a high shelf ta place an empty cup, but 1 can
reach up to a lower shelf without increased symptoms. ’

(1 | cannot reach up to a lower shelf without increased symptomns,
but i can reach counter height to place an empty cup.

(3 1 cannot reach my hand above waist level without increased
symptoms.

B B. LOWER EXTREMITY

STAIRS

{3 | can walk stairs comfortably without a rail,

[ 1 can watk stairs comfortably, but with a crutch, cane, or rail.

3 1 can walk more than 1 flight of stairs, but with increased
symptoms.

O 1 can walk less than 1 flight of stairs.

{3 1 can manage only a single step or curb.

{3 1 am unable to manage even a step or curb,

UNEVEN GROUND

O § can walk nermally on uneven ground without loss of balance or
using a cane or cruiches.

3 1 can walk on uneven ground, but with loss of balance or with the
use of a cane or cruiches.

03 1 have to walk very carefully on uneven ground
without using a cane or crutches,

[7 1 have to walk very carefully on uneven ground evers when using a
cane or crutches.

3 1 have to walk very carefully on uneven ground and reguire
physical assistance to manage it.

(3 1 am unahle to walk on uneven ground.

PATIENT WORKSHEET

© 2010 Therapeutic Associates, Inc. (Revised: 11/16/10) FORM G004

Over —=>



H C. CERVICAL/TMJ

CONCENTRATION

{7 1 can concenirate fully when | want to with no difficulty

1 1 can concentrate fully when | want to with slight difficulty.

A 1 have a falr degree of difficulty in concenirating when | want to.
(3 1 have a fot of difficulty in cancertrating when | want to.

{F | have a great deal of difficuity in concentrating when | want fo.
(3 1 cannot concentrate at all.

HEADACHES

O 1 have no headaches at all.

3 1 have slight headachas which come less than 3 per week.

[ | have moderats headaches which come infraguently.

[} 1 have moderate headaches which come 4 or more per wesk.
1 | have severe headaches which come frequerttiy.

3 i have headaches almost all of the time.

READING

(3 1 can read as much as | want without increassd symptoems.

7 1 can read as much as | wartt with slight symptoms.

(7 | can read as much as ] want with moderate symptoms.

T | cannot read as much as | want because of maderate symptems.
[ 1 san hardly read at all because of severe symptoms.

[ | cannat read at all.

N D. LUMBAR*/CERVICAL/UPPER EXTREMITY

DRIVING

[ 1 can drive my car ar travel without any extra symptoms.

3 1 can drive my car or travel as long as | want with slight
symptoms.

7 1 can drive my car or travel as long as | want with modarate
symptoms.

7 | cannot drive my car or travel as long as | want because of
moderate syrmptarms.

O 1 can hardly drive at all or travel because of severe symptoms.

{3 1 cannot drive my car or travel at all.

LIFTING

(3 1 can lift heavy weights withcut extra symptoms.

[ | can Iift heavy weights but it gives exira symptoms.

O py symptoms prevent me from lifting heavy weaights but | manags
if they are conveniently pasitioned. (e.g. on a table)

(3 My symptoms prevent me from lifting heavy weights but | manage
light fo medium weights if they are conveniently pesitioned.

1 1 can li# only very light weights.

O 1 cannot it or carry anything at all.

TALKING

3 1 can talk without any increased symptoms.

O | can talk as long as | want with slight symptoms in my jaws.

3 1 can talk as long as 1 want with moderate symptomns in rmy jaws.

1 | cannct talk as long as 1 want because of madarate symptoms in
my jaws.

3 1 can hardly talk at all because of severe sympioms in my jaws.

3 | cannaot talk at all. -

EATING

(1 1 can eat whatever | want without symptomns.

3 | can sat whatever | want but it gives exira symptoms.

O Symptoms prevent me from eating regular jood, but | can manage
if | avoid hard foods.

1 Symptoms prevent me from chewing anything other than saft
foods.

3 | san chew soft faods occasicnally, but primarily adhere to a liquid
diet.

[3 1 cannot chew at all and maintain a liquid diet.

H F LUMBAR*/LOWER EXTREMITY

T

STANDING 2

[ | can stand as long as | want without increased symptoms.

(J | can stand as long as | wart, but it gives me axtra symptoms.
O Sympioms prevent me from standing for more than 1 hour

[ Symptoms prevent me from standing for more than 30 rminutes.
1 Symptoms prevent me from standing for more than 10 minutes.
[ symptoms prevent me from standing at all.

SQUAYTTING .

(1 | ean squat fully without the use of my arms for support.

{3 1 can squat fully, but with symptoms or using my arms far support.
(1 1 can squat 3/4 of my normal depth, but less than fully,

(3 [ can squat 1/2 of my normal depth, but tess than 3/4.

1 | can squat 1/4 of my normal depth, but less than 1/2.

{3 1 am unable to squat any distancs due to symptoms.

SITTING

[ i can sit in any chair as lang as | like.

(1 | can only sit in my favorite chair as long as | liks.

O My symptomns prevent me sitting more ihan 1 hour.

1 My symptoms prevant me sitiing mors than 1/2 hour,
0 My symptcms prevant me sitting more than 10 minutes.
O My symptoms prevent me from sitting at all.

* Lumbar questions adaptad from Oswestry.

Please indicats ths worst your pain has been in fhe last 24 hours on the scale below

No Pain k

! Worst Pain Imaginable

RLEASE DD HNOT COMPLETE
GLOBAL RATING OF CHANGE

THE FOLLOWIHNG SESTIONSE

0N FIRST WISIT

With respect to the reason you sought treatment, how would you describe yourssff now compared to your first ireatment at our clinlc?

{Circle cne)

7 6 -5 -4 -3 -2 -
Very Much Worse

{Inchanged

0 1 2 3 4 5 B 7
Gampletely Recovered

M WORK STATUS (check most appropriate)

1. O No lost work time

3. 0 Return to work with modification

5. 71 Not employed outside the home

2. 1 Return to work without restriction 4. O Have not returned io work

Work days lost due to condition: days

T am aware that the infermation gather.

§ form may be used anonymously for research or j.

‘ion. Please inftial:



OPTIMAL INSTRUMENT

U 1A Difficulty-Baseline tba_h& -

S r Abletodo | Abletodo | Abletodo | Abletodo
mStrUCtIPnS' Please circle the withoutany | with liitle lwith moderate| with much | Unable to

level of difficulty you have for difficulty | difficulty | difficulty | difficulty do  |Notapplicabie

each activity today.

Lying flat

. Rolling over

1
12

3. Moving-lying to sitting
. Sitling I
5. Squatting
=]

7

8

. Bending/stooping

. Balancing

. Kneeling
9. Standing
0. Waiking—short distance

11. Walking—long distance

12. Walking—outdoors
13. Climbing stairs
14. Hopping

15. Jumping

16. Runging
17. Pushing
18. Pulling

19. Reaching

20. Grasping
21. Lifting
. Camying

RO [N ha S S S R S SR I R LI SR S ER S IR LSRR ISR L r\J. o
R T T I R (o L L e O N (A L () o N L O w jw lw |
P 5 S V- O SO N .S S - - S Y N Ny O £ L R B [ S N N N = A P S
o o len en oo | [on Jon |on | |on |an o |on (o0 fon o [ fen oo
w |o o jo o o (o m o _l'.D.AtD 0 |0 |o |o o | |o |a u:n‘co.m

23. Frorn the above list, choose the 3 acfivities you would most iike to be able to de without any difficulty
{for example, if you would most like to be able to climb stairs, kneel, and hop without any difficuity, you
would choose: 7. _13 2. _8 3. _14)

1. 2. 35

24. From the above list of three activiies, choose the primary acfivity you wouid most like fo be able to do
without any difficulty (for example, if you would most like to be able to cfimb stairs without any difficulty,
yeu would choose: Primary goal._13)

Primary goal.

The OPTIMAL may be used without permission or restriction par our website, www.apta.org/optimal.
Please note, however, that it remains the copyrighted intellectual property of Physical Therapy (PTd) and
the following citation must be included for ali uses:

1

Copyright © 2012, 2008, 2005 American Physical Therapy Association. All rights reserved.

DuerR



Confidence—Baseline

Instructions: Please circle the
level of confidence you have for
daing each activity today.

. .Lying flat

Fully
confident in
my ability to

perform

Very
confident

Maoderate
confidence

Some
confidence

Not
confident
in my
ability to
perform

Not applicable

. Rolling aver

| Moving-!yiﬁé 1o sitting

. Sitting

Squatiing

. Bending/stooping

. Balancing

. Kneeling

1
2.
3
4
Bt
i8]
7
8
9.

Standing

o

10.

Walking—shart distance

11.

Walking—ang distance

12.

Watking—outdoors

13,

Climbing stairs

14.

Hopping

15.

Jumping

16.

Running

17.

Pushing

18.

Pulling

19.

Reaching

20,

Grasping

21.

Lifting

22,

Carrying

1
1
:
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

NNNMNNN]\JMMMM[\JNMMMNMMNN

3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
a
3
3
)

Lh#-#####h#h%###hhhh##h

mmmmmmmmmmmmmmmmmmmmmm

LOCO(OCOCO(O(DCQ{D(DLD(DCOLDLOHD(O(DLD(OLO'LD

The OPTIMAL may be used withaut permission or restricticn per our website, wivw. apta.org/optimal.

Please note, howaver, ihat it remains the copyrighted intellectual property of Physical Therapy (PTJ} and
the following citation must be included for all uses:

Copyright ® 2012, 2008, 2005 American Physical Therapy Assaciation. All rights reserved.
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Modified Oswestry
How feng 1vé you had back pain?__ Years Moanths  Weeks How long heve won biad leg pain?___ Years __Months __ Weeks
Please read: This questiormaire has been designedto givefhig dostar information s fo hérw your back pain has affacted vour abiliny to Eanags i

everyday life. Pleast answer svery section, gnd mark Iy each sectiotl only fie one box, which applivs to you. We reelize yot may eonsider that two.
of the statefitents i any one séction relate to vou, buf please just nuark the box, which most closely deseribes yowr aroblem.

" Section 1 — Pain Irtensity ' ) Setﬁﬂu 6§ Standing
.1 beve v paim ot the mostenk. © I cant stand =% long 23 Fwent withow Increased pd.L‘IZL. &
__ Thepair is very mild at the fmoment. 1 ,;Icmsta;daﬁ tong as § wand, but it mcreasés-my paim. |
_ Thepsin & droderate ot it moment. L _._ Pain pravenis me from standing for meré than [ hour. 7
_ The paiiz 1§ Tairly devere at the momert, 5 __Pain prevents me frem standing for mors than ' hour, 7
The pzan isvery severe gt the mosment 4 __ Pain preverts e from standing for mare thaa 10 gumutes.
— Thepatm is the weatst intaginahle at the tdment & Pam prevent me from standing at all, &~
Section 2 — Personal Care (‘W zshm , Dressing, sicg Section 7— Slesping
__ T can take care of myself uu_rmally w1t1mu*t casing Inereased palk. & __ Pain does not prevent me fom sl'eﬂpmg well. ©
___Tcan take care of myself normally, but it increases pai@. | __I cam sleep well 0!1[}! by using pain medicationn.
__ Tt ivpainful to take careef myself, and I am slow and carefnl. 2- __Eyen when [ teke pain tedication, I sleep less than six hours 2.
___Ineed help, but I am able to manage most of my personal car. 3 __ Even when [ take pmn.medma.twn, 1 sleep less than four houss 3
__Ineed help every day in mast aspacts of 1oy care,  &f .. Even when I take pain medication, [ steep less than two houss ¢
_Tdanot get dressed, wash with difficulty, and stay b bed: & ?a:u:x prevents me from slesping atall. g .
Section 3 - Lifting Sectidn 8 — Sacial Lma
__Tcan 8ft heavy welshts without jnorddsed paie 5 __ My social Iife i$ normsal and does not Increasé aiy pain.
__ I can fftheavy weights, BT # causes mcreased pafn. | . My social lie is normal; bet it increases my tevel of pata t
__ Pain prevemts me from ifting Feavy weights off the floar, 2 - _Pain prcvcnts e from participating i more energetic Z-
but I can manags if the weights are convenismily positioned (e.g aga tabic).  activities (e.gy sproXis, dzncmg)
__ Pzin prevents e Trom [ifting heavy weights but [ can manage , 3 __ Pain prevents me flem going out very often. 7
lght to medium weights if they aré conveniently positioned. _Pa.m has restridfed my social Jife to my home. o
___Tcan lift anly very light weights, | __ I have hardly eny social lifs becavse of pair. &
_. I cannot lift or carry anything at . g
Seetion 4 — Walking Section 9— Teaveling
___Pain does nat prevent e walking ah¥ distimee, o o _ 1 can travel anywhere without Izcreased pain, ©
__Paim prevents me walking pfore thai [ mile. : __Ecan travel anywhere, but it increases my paih. )
__'Pain prevent me walking move then )4 mile. z . My pain restricts my travel to under two haws, 2
___Pain prevents me walldng mors than Vi mile. 2 ___ My pain restricts my travel to wnder one howr. 3
I can anly walk with crutches or a-cape ¥ __ My pain resiricts me to shoft necegsery journeys :?éer 30
_ lamin bed most of the time and-have to eraw] to the toilet. £~ minutes.
__. My pain-prevents all trave] except for visits o the
physician/therapist or hospital. . J@
Bection 5 — Siiting = Section 1B—Empto)rmenﬂ'ﬂnmemaking d
__Ican sit in any chair as leig 5.1 Iike D __My nomal komemaking/jeb activities do not eanse pain o
__ T can only sit in oty favaorife chair as Iong as ] fikee, | ‘__M'y normal hememaicing/job activities increase my pain, batI @
Pain prevents me from siftfng mors than I hor, 2- can still perforee all that is reqoired of'rite,
__ Pain prevents me sitting more than % hour, 2 ___ I c2n peform pidst of my homémakingfjob doties, fnt pain, 2
__Painprevents e from sittng more than 10 mindtes: & prevents me from performing more physically stressfill
__Pain prevents me from sitting atall. g ' . activities (e.g. lifing, vacueming?.
__Pain prevenis me from doing anytiEng but light dufies. 3
_ . Pam preverts me from doing even light dufes, 3
__ Paiz prevents.e from performing any jok or b mmakmg 5
chores.

Fairhanks JCT. Pymeent, PB. The:Qewestry Disability Indék. Spine, 25(22): Z008: Z940-2953
Fritz Jvb Irrgang. A Cdmparison of 2 Medifted Oswestry Low Bzl Fain T

25 = 64
L Modified Oswestry
SCD{& ¥ 2_ - Eﬂ\‘*ﬁ\’&ﬂ’ &MQ 0% to 28%; mfnirr!g[ diasbillty mﬂm’:&mgﬁ:ﬁms%%lﬁ?ﬂin (renln'ﬁfs

21%-40%:; madermle disabilty: | The patient experiences more pain and dificuity with siting, fiffng and
sianding. Travat and social Bl &2 more dficut and hiay mey be
disablad fom work. Personat cans, sexunl ectivity and slesping anandt

; % yressly affacted 2nd the palient.cen usudlly be maraged by
LjL = (J ‘Q ~ consenmalive means.
A1384%: sevece disability: Pain remins the main problemvin this group bul activifes of daily
fiving am affacted. Thasa patients requwe a dalaled investigation.
E1%-80%: ctlppled: Back pain impingas o1 all aspacts afthe patient's life, Posdtive

interverdian is mauired.
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