[B]5 UnityPoint Health

r Des Moines

*Therapy*

Date of Birth
(First) (Middle) (Last)

Preferred Name Pronouns O She/Her OHe/Him O They/Their O Other
Gender Identity: 0 Female OMale O Transgender woman O Transgender male O Other |dentity:
Gender Listed on Insurance

Have you received any home health services or other outpatient therapy services this year? 0 Yes O Mo
Medical History

Are you pregnant? 0 Yes 0 Mo  If yes, how many weeks?
Have you experienced pregnancy related pain? 0 Yes O No

Special Tests done: O X-Ray OBone Scan OCT Scan O MRI

List any allergies (i.e. latex, adhesives)

Date Legal Name EMR

If yes, explain

O Other

Have you ever been told you have or had the following (check Yes or No)

Cancer 0Yes O Mo Heart Disease 0Y¥es O Mo Rheumatoid Arthritis OYes Mo
Diabetes O Yes O No Kidney Disease O Yes OMo Osteocarthritis OYesONo
Ulcers O Yes O No Liver Disease 0 Yes OMo Hepatitis (A, B, C) OYesOMNo
Sfroke 0Yes O Mo Osteoporosis 0Y¥es O Mo HIV OYes [ MNo
Asthma O¥es O No Fibromyalgia O Yes O Mo High Blood Pressure O¥es O No
Lung Disease OYes O No Angina/Chest Pain “ Yes 7 No Other- O Yes O No
(COPD)

Pelvic Health Dx O Yes O No

List prior surgery (ies)

Are you currently taking any medications, herbals, vitamins, supplements? O Yes O Mo
If yes, please list medication name, dose, etc:
Does your injury affect any of the following activities? (please check all that apply)

O Exercise O Sitting OSleeping OStairs/curbs O Standing OWalking O Driving O Bathing O Dressing
O Housework 0O Cooking O Other

What other symptoms have been associated with this condition?
O Grinding OGivingaway OTingling OMausea O Dizziness Please shade your area(s) of greatest discomfort
O Weakness OMumbness O Swelling O O Other (M ()
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