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Welcome to  
Physical Therapy Services 

for  
Neck and Back Conditions 

 

 

Achievement Therapy & Wellness is a multi-specialty center including physical therapy, 
occupational therapy and a variety of health and wellness programs.  Our mission is to 
positively impact the health and wellness of community members locally, nationally and 
globally. We believe in paying it forward. A portion of all our proceeds supports people 
with disability locally, nationally, and globally, through our rehabilitation clinic in Haiti. 
 
Our physical therapy services, provided through Oliver Physical Therapy, PLLC, 
specialize in the evaluation and treatment of a full range of musculoskeletal and 
neuromuscular conditions including post-surgical, orthopedic and sports injuries for our 
clients. 
 

What to Expect at your First Appointment?  
Your first visit will include a variety of tests and measures to determine the most 
appropriate treatment plan for your condition. Your first appointment will last 
approximately 60 minutes.   Follow-up appointments are usually about 40 minutes.  
 

Important!      
 
Bring this completed packet, your Photo ID, Insurance Card and List of Medications to 
your appointment. 
 
Please arrive at least 15 minutes early to ensure all paperwork and authorizations are 
complete prior to your visit. 
  



Patient Information  

 

 

 

Name: _____________________________ Middle: _________________ Last: ______________ ☐ Male ☐ Female  
Address:_______________________________________________________________________ Apt/Unit: ________  
City:_______________________________________________ State:______________________ Zip: ____________  
Home Phone: ________________________ Work: _________________________ Cell: _______________________  
Email: ________________________________________________________________________________________  
Social Security #: _________-________-_________     Date of Birth: _______/_______/_______   Age: ___________  
Emergency Contact: ____________________________________________ Phone #:_________________________  
Relationship: ___________________________________________________________________________________  
Do you live in a Skilled Nursing or Assisted Living Facility, or Rehab Center?  Yes   No 
Name: _______________________________________________________ Phone #: ________________________  
Are you receiving Home Care Services?   Yes    No 

EMPLOYMENT STATUS: ☐ Full Time     ☐ Part Time      ☐ Retired   ☐ Not Employed  
Employer:______________________________________________________________________________________ 
Address:_______________________________________________________________________________________  
 
Medical Doctor Information 
Referring Physician:________________________________________________ Phone #: _____________________  
Address:_______________________________________________________________________________________ 
City:__________________________________________  State:_______________ Zip:  _______________________  
Family Physician:_______________________________________________ Phone #: ________________________  
 
Please state briefly the nature of your problem: _____________________________________________________  
 

Consent for Treatment The patient/legal guardian authorizes ATW / Oliver Physical Therapy staff to administer 
appropriate testing and/or treatment for the patient’s diagnosis/rehabilitation. The patient/legal guardian agrees that no 
guarantee or assurance has been made as to the results that may be obtained from the services rendered.  
Initial here ______ 
 
Consent to Release Medical Information I authorize ATW / Oliver Physical Therapy Services to release any 
information acquired in connection with my diagnostic/treatment services including, but not limited to, diagnosis & 
clinical records, to myself, my insurance(s), physician(s), and _____________________________________________  
Initial here ______ 
 

Cancellation/No Show Policy I understand that my appointment is a reservation of time with a skilled health 
professional. Insufficient notice of missing an appointment detracts from my ability to get fully well and affects other 
patients as well. Appointments missed without sufficient notice (less than 24 hours) will be charged a $25 fee. My 
insurance does not cover these fees and it will be my responsibility to pay. If I repeatedly neglect my appointments, the 
office may dismiss me as patient.  
Initial here ______ 
 
I hereby certify that I understand these rights I acknowledge that I have been informed of ATW/ Oliver Physical 
Therapy, PLLC’s Privacy Practices as required by the Health Insurance Portability and Accountability Act (HIPAA). I 
have the option to request full details regarding the privacy of my information.  
Initial here ______ 
 

I understand that I am ultimately responsible for the balance on my account for any professional 
services rendered.  I authorize your office to release any information relating to the services obtained here and those 
services related to my treatment here to other professionals and insurers as may become necessary. I authorize the 
release of any medical information necessary to process this claim. I authorize payment of medical benefits to the 
undersigned physician or supplier for services described.  
Initial here ______ 
 

Signature (Patient/Legal Guardian): ______________________________________________ Date: ____________ 
 



 

Medical History (page 1) 
 

 
     PATIENT NAME:_______________________________________            DATE:________________________  
 

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

 
Neurologic  

☐ Migraine  

☐ Stroke/TIA  
If so, when? _________________________________  

☐ Parkinson’s Disease 

☐ Seizures/ Epilepsy  

☐ Concussion/Head Injury  
If so, when? ____________________ 

☐ Multiple Sclerosis  

☐ Alzheimer’s / Dementia 

☐ Other Neurologic __________________ 
 
Cardiovascular  

☐ Heart Attack  
If so, when? _______________________ 

☐ Pacemaker  

☐ Peripheral Arterial Disease  

☐ High Blood Pressure  

☐ Low Blood Pressure  

☐ Other Cardiovascular ____________________ 
 
 
Respiratory  

☐ Breathing Difficulties  

☐ Emphysema/COPD  

☐ Asthma  

☐ Other Respiratory ________________________ 
 
 
Other Health Issues  
______________________________________________ 
______________________________________________  
______________________________________________ 
______________________________________________  
______________________________________________ 
______________________________________________  
______________________________________________ 
 
 

 
Orthopedic 

☐ Artificial Joints 
If yes, which? _______________________________  

☐ Arthritis 

☐ Back Problems  

☐ Back Surgery 
If so, when? ________________________________  

☐ Neck Problems 

☐ Osteoporosis/Osteopenia 

☐ Other Orthopedic ___________________________  
____________________________________________ 
 
 
Vision  

☐ Cataracts 
If removed, when? __________________________  

☐ Glaucoma 

☐ Macular Degeneration 

☐ Other Vision ________________________________  
 
 
Other 

☐ Cancer 
Type: ______________________________________  

☐ Diabetes  

☐ Neuropathy 

☐ Depression 

☐ Anxiety 

☐ Thyroid 

☐ Gastrointestinal Problems 

☐ Rheumatoid Arthritis  

☐ Tobacco Use _____________________________  
If yes, how much? ___________________________ 
_____________________________________________  

☐ Alcohol Use _________________________________ 
If yes, how much? ___________________________ 
 
 
 



Medical History (page 2) 
 

 
  PATIENT NAME:____________________________________________        DATE:________________________  
 

Please list all of your current medications and supplements 
 

 Prescription Dosage Frequency Route Reason  

       

       

       

       

       

       

       

       

       

       

       

 Over the Counter Medications Dosage Frequency Route Reason  

       

       

       

       

       

       

       

  

Supplements & Vitamins 

 

Dosage 

 

Frequency 

 

Route 

 

Reason 

 

       

       

       

       

       

       

       

       



FOR NECK PATIENTS ONLY 

Neck Disability Index Outcome Measure 
 

 

1. PLEASE RATE YOUR PAIN LEVEL AT REST:              NO PAIN = 0  1  2  3  4  5  6  7  8  9  10 = VERY SEVERE PAIN 
2. PLEASE RATE YOUR PAIN LEVEL WITH ACTIVITY: NO PAIN = 0  1  2  3  4  5  6  7  8  9  10 = VERY SEVERE PAIN 
3. Description: This survey is meant to help us obtain information from our patients regarding their current levels of 

discomfort and capability. Please circle the answers below that best apply. 

 1.  Pain Intensity 
(0) I have no pain at the moment. 
(1) The pain is very mild at the moment. 
(2) The pain is moderate at the moment. 
(3) The pain is fairly severe at the moment. 
(4) The pain is very severe at the moment. 
(5) The pain is the worst imaginable at the moment. 

6. Reading 
(0) I can read as much as I want with no pain in my neck. 
(1) I can read as much as I want with slight neck pain. 
(2) I can read as much as I want with moderate neck pain. 
(3) I can’t read as much as I want because of moderate 

neck pain. 

(4) I can hardly read at all because of severe neck pain. 
(5) I cannot read at all because of neck pain.  

 

 1. 2.    Personal Care (washing, dressing, etc) 
(0) I can look after myself normally without extra pain. 
(1) I can look after myself normally, but it causes extra pain. 
(2) It is painful to look after myself and I am slow and 

careful. 
(3) I need some help but manage most of my personal care. 
(4) I need help every day in most aspects of self care. 
(5) I cannot get dressed, wash with difficulty and stay in bed 

7. Work 
(0) I can do as much as I want to. 
(1) I can only do my usual work but no more. 
(2) I can do most of my usual work but no more.  
(3) I cannot do my usual work. 
(4) I can hardly do any usual work at all. 
(5) I can’t do any work at all. 

 

 2. 3.    Lifting 
(0) I can lift heavy weights without extra pain 
(1) I can lift heavy weights but it gives me extra pain 
(2) Pain prevents me from lift heavy weighs off the floor but 

I can manage if they are on a table. 
(3) Pain prevents me from lifting heavy weights but I can 

manage if they are conveniently placed. 
(4) I can lift only very light weights 
(5) I cannot lift or carry anything at all. 

8. 8.     Sleeping 
(0) Pain does not prevent me from sleeping well. 
(1) My sleep is slightly disturbed (<1 hr sleep loss) 
(2) My sleep is mildly disturbed (1-2 hr sleep loss) 
(3) My sleep is moderately disturbed (2-3 hr sleep loss) 
(4) My sleep is greatly disturbed (3-4 hr sleep loss) 
(5) My sleep is completely disturbed (5-7 hr sleep loss) 

 

 

 3. 4.    Headache 
(0) I have no headaches at all. 
(1) I have slight headaches which come infrequently. 
(2) I have moderate headaches which come infrequently. 
(3) I have moderate headaches which come frequently. 
(4) I have severe headaches which come infrequently. 

(5) I have headaches almost all the time. 

9. 9.     Concentration 
(0) I can concentrate fully when I want with no difficulty. 
(1) I can concentrate fully when I want with slight difficulty. 
(2) I have a fair degree of difficulty concentrating when I 

want. 
(3) I have a lot of difficulty concentrating when I want. 
(4) I have great difficulty concentrating when I want.  
(5) I cannot concentrate at all. 

 

 4. 5.  Recreation 
(0) I am able to engage in all my recreational activities 

without pain. 
(1) I am able to engage in my recreational activities with 

some pain.  
(2) I am able to engage in most but not all of my usual 

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

activities with some neck pain. 
(4) I can hardly do any recreational activities because of my 

neck pain. 

(5) I can’t do any recreational activities at all. 

10. 10.   Driving  
(0) I can drive my car without neck pain. 
(1) I can drive my car as long as I want with slight neck pain. 
(2) I can drive my car as long as  I want with moderate neck 

pain. 
(3) I can’t drive my car as long as I want with moderate 

neck pain. 

(4) I can hardly drive my car at all because of severe neck 
pain. 

(5) I can’t drive my car at all. 

 

For Office Use Only   __________ / 50       Calculation: 40/50 x 100% = 80% 

Neck Disability Index © Vernon H. and Mior S., 1991. 

 



FOR BACK PATIENTS ONLY 
Modified Oswestry Low Back Pain Outcome Measure 

 

 

1. PLEASE RATE YOUR PAIN LEVEL AT REST:              NO PAIN = 0  1  2  3  4  5  6  7  8  9  10 = VERY SEVERE PAIN 
2. PLEASE RATE YOUR PAIN LEVEL WITH ACTIVITY: NO PAIN = 0  1  2  3  4  5  6  7  8  9  10 = VERY SEVERE PAIN 
3. Description: This survey is meant to help us obtain information from our patients regarding their current levels of 

discomfort and capability. Please circle the answers below that best apply. 

 1.   Pain Intensity 
(0) I can tolerate the pain I have without having to use pain 

medication 
(1) The pain is bad, but I can manage without having to take pain 

medication. 
(2) Pain medication provides me with complete relief from pain 
(3) Pain medication provides me with moderate relief from pain. 
(4) Pain medication provides me with little relief from pain. 
(5) Pain medication has no effect on my pain 

6.    Standing 
(0) I can stand as along as I want without increased pain. 
(1) I can stand as long as I want but, it increases my pain. 
(2) Pain prevents me from standing more than 1 hour. 
(3) Pain prevents me from standing more than 1/2 hour. 
(4) Pain prevents me from standing more than 10 minutes. 
(5) Pain prevents me from standing at all. 

 

 

 5. 2.    Personal Care (washing, dressing, etc) 
(0) I can look after myself normally without causing increased 

pain. 
(1) I can look after myself normally, but it increases my pain. 
(2) It is painful to take care of myself, and I am slow and careful. 
(3) I need help but I am able to manage most of my personal care. 
(4) I need help every day in most aspects of care. 
(5) I do not get dressed, wash with difficulty and stay in bed 

7.     Sleeping 
(0) Pain does not prevent me from sleeping well. 
(1) I can sleep well only by using pain medication.  
(2) Even when I take pain medication, I sleep less than 6 hours. 
(3) Even when I take pain medication, I sleep less than 4 hours. 
(4) Even when I take pain medication, I sleep less than 2 hours. 
(5) Pain prevents me from sleeping at all. 

 

 4. 3.    Lifting 
(0) I can lift heavy weights without extra pain. 
(1) I can lift heavy weights but it causes increased pain. 
(2) Pain prevents me from lifting heavy weighs off the floor, but I 

can manage if they are conveniently positioned (eg, on a table). 
(3) Pain prevents me from lifting heavy weights, but I can manage 

light to medium weights if they are conveniently positioned. 
(4) I can lift only very light weights. 
(5) I cannot lift or carry anything at all. 

5. 8.     Social Life 
(0) My social life is normal and does not increase my pain. 
(1) My social life is normal, but it increases my level of pain. 
(2) Pain prevents me from participating in more energetic 

activities (eg. sports, dancing). 
(3) Pain prevents me from going out very often. 
(4) Pain has restricted my social life to my home. 
(5) I have hardly any social life because of my pain. 

 

 6. 4.    Walking 
(0) Pain does not prevent me from walking any distance. 
(1) Pain prevents me from walking more than 1 mile. 
(2) Pain prevents me from walking more than 1/2 mile. 
(3) Pain prevents me from walking more than 1/4 mile. 

(4) I can only walk with crutches or a cane. 
(5) I am in bed most of the time and have to crawl to the toilet. 

7. 9.     Traveling 
(0) I can travel anywhere without increased pain. 
(1) I can travel anywhere, but it increases my pain. 
(2) My pain restricts my travel over 2 hours. 
(3) My pain restricts my travel over 1 hour.  
(4) My pain restricts my travel to short necessary journeys under 

½ hour. 
(5) My pain prevents all travel except for visit to the 

physician/therapist or hospital. 

 

 8. 5.  Sitting 
(0) I can sit in any chair as long as I like 
(1) I can only sit in my favorite chair as long as I like 
(2) Pain prevents me from sitting more than 1 hour. 
(3) Pain prevents me from sitting more than 1/2 hour. 
(4) Pain prevents me from sitting more than 10 minutes. 
(5) Pain prevents me from sitting at all. 

9. 10.   Employment / Homemaking  
(0) My normal homemaking/job activities do not cause pain. 
(1) My normal homemaking/job activities increase my pain, but I 

can still perform all that is required of me. 
(2) I can perform most of my homemaking/job duties, but pain 

prevents me from performing more physically stressful 
activities (eg. lifting, vacuuming). 

(3) Pain prevents me from doing anything but light duties. 
(4) Pain prevents me from doing even light duties. 
(5) Pain prevents me from performing any job or homemaking 

chores.  

 

For Office Use Only   __________ / 50       Calculation: 40/50 x 100% = 80% 
ODI © Jeremy Fairbank 1980, All rights reserved. ODI contact information and permission to use: MAPI Research Trust, Lyon, France. E-mail: contact@mapi-trust.org – 

Internet: www.mapi-trust.org 

 

 


