
Metamora 
Physical Therapy 

Date 
---------

Name: (First) _______ (Last) _______ (Middle) ___ Birth Date ___ _ 

Address: ______________________ Apt #/PO Box # __ _ 

City ____________ State ____ Zip _____ _ 

Day Phone ________ Home Phone ________ Cell Phone ________ _ 

*If you do not want to receive appointment reminders, please check D

E-Mail
----------------------------

(For appointment reminders, updates, seminars, event notices) 

Marital Status: _Married _Single _Other 

Former Patient: Yes No 

Sex: Male Female 

How did you hear of Metamora Physical Therapy? _________________ _ 

Are you currently receiving any home care services? (PT, OT, Nursing, Speech) _Yes _No 

Have you had home care services this year? (PT, OT, Speech) _Yes _No 

Referring Physician: ___________________ _ 

If you would like us to send copies of correspondence to your primary care physician, please complete: 

Primary Care Physician: __________________ Phone: _______ _

PATIENT INFORMATION 

Current employment/school information: ______________________ _ 

AUTO 

Is this an Auto Accident? Yes No If yes, please complete the following: 

Date of accident: ________ In what city and state did the accident occur?: ______ _ 

Is this a Lawsuit? Yes No Law firm name: 
-----------------

Attorney Name: _______________ Attorney Phone: _________ _ 

WORKER'S COMPENSATION 

Is this a worker's compensation claim? _Yes _No If yes, please complete the following: 

Employers Name: _______________ Employers Phone#: _______ _ 

City/State: _____________ Job Title: _______________ _ 

Is this an approved Worker's Comp Injury? _Yes _No 

Date of Injury: ________ In what city and state did the injury occur? _______ _ 

Law Firm Name: 
-------------------------------

Attorney Name: _______________ Attorney Phone: _________ _ 



Metamora 
-----.. Physical Therapy 

Patient Name: Date: 
----------------- ---------

Please list any medications, vitamins, or supplements you are currently taking: 

Medication Dosage Frequency 

--- ---·-- -----+- ·  -- -- -- - -- - ---· ---- -

- ---·-- -- ---------

----- - ------- -----------------

Please list any allergies you have: 



Metamora 
----· Physical Therapy 

Patient name: __________________ Date: ___________ _ 

Please check all that apply to you: 

0 Cancer or Malignancy 0 Diabetes 

0 Heart Condition 0 High Blood Pressure 

0 Alzheimer's/Dementia 0 Lupus/Rheumatoid Arthritis 

0 Fibromyalgia 0 Ulcer or digestive disorder 

0 Gout 0 Respiratory Disorder 

0 Chronic Fatigue 0 Pain with Sex 

0 Difficulty swallowing 0 Stroke 

0 Pacemaker /Defibrillator 0 Metal implants 

0 Osteoporosis 0 Seizures 

0 Dizziness/faintness/vertigo 0 COPD 

0 Currently Pregnant 0 Infectious disease 

0 Constipation or diarrhea 0 Urinary or bowel incontinence 

0 Neurological condition (MS/Parkinson's) 0 Fractures 

0 Anemia 0 Arthritis 

0 ADHD 0 TMJ 

0 Psychological disorder 0 Anxiety and/or depression 

0 Thyroid Condition 0 HIV/AIDS 

0 Sleep disorder 0 Asthma 

0 Digestive issues 0 Eating disorder 

0 Headache/migraines 0 Allergies 

If yes to any of the above, please describe: 

Please list any operations, serious illnesses, accidents, or broken bones that you've had from birth to 

present: 

Do you smoke? _Yes _No If yes, what do you smoke? _______________ _ 

Have you gained or lost weight in the past 12 months? _Yes _No 

During the past month, have you been feeling down, depressed or feeling hopeless?_ Yes _No 

During the past month have you experienced little interest or pleasure in doing things? _Yes _No 



r--v-i.--.Metamora 
---, Physical Therapy 

Treatment received so far for this diagnosis: 

_Physical/Occupational Therapy _Injections _Massage _Chiropractic _Acupuncture 

Other: 
------------------------------------

Have you received physical/occupational therapy in the past year? _Yes _No 

Have you had testing done for this diagnosis? _X-Ray _CT Scan _MRI _Bone Scan 

Please mark the following diagrams/scales as they describe your pain level and function today: 

No Pain 

0 1 2 3 4 5 

Most Pain 

6 7 8 9 10 

What makes your symptoms better? ________________________ _ 

What makes your symptoms worse? ________________________ _ 

What time of day are your symptoms worse? _Morning _Afternoon _Evening _Overnight 

What are your goals for therapy? ________________________ _ 

Additional comments and/or information you would like to add? 

Date of next physician appointment: ___________ _ 

I certify that I have answered the questions on this form accurately and honestly. I understand that 

providing incorrect information can be harmful to my physical therapy treatment. I understand that it 

is my responsibility to inform my Physical Therapist of any changes in my medical status. 

Printed name of Patient Date 

Signature of Patient/Parent/Guardian Printed name of parent/guardian 



Metamora 
--"'f Physical Therapy 

Name: Birth Date: 

Are you currently working outside the home? Occupation: 

Please describe your symptoms and explain why you are here today: 

Do you have a medical diagnosis? (Ex. Prolapse, incontinence, interstitial cystitis, etc.) 

Have you had any previous treatment for this diagnosis? 

Have you had any testing done related to this diagnosis? 

- -- ---- - --- --- ----- - ----------- -·-·-- - ---------- ----- - --------- ---- -

How much stress do you experience? _None _Low _Medium _High 

- -- --- -- ----- ---------------- - - - ------------- ---- --------, 

What do you do to reduce stress? 

Do you exercise? _Yes _No 

If yes, what do you do? How often do you work out? 

--- --- --- - ------- - ----

How many hours of sleep do you get at night? 

Any difficulty falling asleep? _Yes _No 

How many hours of screen time do you get a day? (Computer, cell phone, TV, etc.) 

- - ---- --- ---------- - ---- ---

How would you describe your diet? _Good _Poor _Bad 

Do you eat fruits and vegetables? _Yes _No 

How many caffeinated beverages do you consume per day? 

How many cups of water do you consume per day? 

--- - --------

� - ---- ----- ------ ---- ------ --- - - ------------ ---- -



Metamora 
_______ .,, Physical Therapy 

# of pregnancies: 

Endometriosis? 

Yes No 

Interstitial cystitis: 

Yes No 

# of births: 

Episiotomy: 

Yes No 

Painful menstrual cycle? 

Yes No 

# of vaginal births: 

Prolapse? 

Yes No 

Menstrual cycle? 

Light, medium, heavy 

---- -- - --- - --- -- - ----- -- - --- ----- -- --- - - -- --- --- - -- - --- -

Did you have any complications with childbearing, giving birth, or breastfeeding? 

Do you have a safe support system? _Yes _No 

Comments: 

Do you have a history of sexual or physical trauma? _Yes _No 

Comments: 

In order to get rid of your symptoms, how willing are you to commit to change? 

_Whatever it takes _Significant change _Some change _No change 

Are there any other comments/concerns you have at this time? 

# of c-sections: 

Dryness? 

Yes No 

Menopause? 

Yes No 



... _ ... ,, Metamora 
_____ ,.., Physical Therapy 

Please circle the option that fits best for each row: 

Bladder function 

How many times do you Up to 7 times 

urinate in a day? 

How many times do you get 0-1 time

up during the night to 

urinate? 

During then night, do you 

wet the bed before you 

wake up? 

Do you rush or hurry to 

urinate when you get the 

urge? 

Never 

Never, I can 

wait 

Do you leak urine when you Never 

rush or hurry to the toilet? 

Do you leak urine with 

squatting, sneezing, 

laughing, or coughing? 

Never 

Is your urinary stream weak, Never 

prolonged, or slow? 

Do you ever have a feeling Never 

of incomplete bladder 

emptying? 

Do you need to strain to 

empty your bladder? 

Never 

Do you have to wear pads Never 

because of urinary leakage? 

Do you limit your fluid 

intake in an attempt to 

decrease leakage? 

Do you have frequent 

bladder infections? 

Do you have pain when you 

empty your bladder? 

Never 

No 

Never 

Between 8-10 times Between 11-15 times More than 15 

times 

2 times 3 times More than 3 times 

Occasionally (less 

than once per week) 

- --· -

Occasionally (less 

than once per week) 

Occasionally (less 

than once per week) 

Occasionally (less 

than once per week) 

---- -

Occasionally (less 

than once per week) 

Occasionally (less 

than once per week) 

Occasionally (less 

than once per week) 

Only as a precaution 

Occasionally (less 

than once per week) 

1-3 infections per

year

Occasionally (less 

than once per week) 

Frequently (once or 

more per week) 

Frequently (once or 

more per week) 

Frequently (once or 

more per week) 

Frequently (once or 

more per week) 

Always (every 

night) 

Daily 

Daily 

Daily 

-----� - ·---- .� - -- -
-· 

---

Frequently (once or 

more per week) 

Frequently (once or 

more per week) 

Frequently (once or 

more per week) 
·------

Only with activity like 

exercise 

--- -- �--- --

Frequently (once or 

more per week) 

4-12 infections per

year

Frequently (once or 

more per week) 

Daily 

Daily 

Daily 

-----

Always 

Daily 
-- - ---

More than once a 

month 

Daily 

---- -- - -- - - - ----

Does urinary leakage effect 

your daily routine? 

Not at all Slightly Moderately Greatly 



Metamora 
__ _,. Physical Therapy 

Bowel function 

How often do you usually 

have a bowel movement? 

What is the consistency of 

your stool? 

- -- • ---

Every other 

day 

Soft 

Do you have to strain a lot to Never 

empty your bowels? 

Do you use laxatives? Never 

Do you ever feel 

constipated? 

Do you experience 

uncontrollable gas? 

Do you have urgency to 

empty your bowels? 

Do you ever leak watery 

stool? 

Never 

Never 

Never 

--- ----

Never 

-••-----·- - - ---- ----

Daily or multiple 

times a day 

Hard/pebbles 

Occasionally (less 

than once per week) 
-- -- --- - - - -

Occasionally (less 

than once per week) 

Occasionally (less 

than once per week) 

Occasionally (less 

than once per week) 

Occasionally (less 

than once per week) 
--- --- --- --

Occasionally (less 

than once per week) 

------

Do you ever leak normal 

stool? 

Do you ever have a feeling 

of incomplete bowel 

emptying? 

Vaginal function 

Do you have a sensation of 

tissue protrusion, lump, or 

bulging in your vagina? 

Never 

Never 

Never 

Occasionally (less 

than once per week) 

Occasionally (less 

than once per week) 

Occasionally (less 

than once per week) 

f------ --------- - ---- ----+- -------

Do you experience a vaginal Never 

pressure, heaviness, or 

dragging sensation? 

Do you have to push on your Never 

perineum to empty your 

bowels? 

Occasionally (less 

than once per week) 

Occasionally (less 

than once per week) 

------+--------- - -------

Do you have to push on your Never 

perineum to urinate? 

How much do these Not at all 

symptoms bother you? 

Occasionally (less 

than once per week) 

Slightly 

- - - -- ·- -- -- --•-- ----

Less than every 3 Less than once a 

days week 
- - -· --- -· -- ---

Watery/loose Firm 

--

Frequently (once or Daily 

more per week) 

Frequently (once or Daily 

more per week) 

Frequently (once or Daily 

more per week) 

Frequently (once or Daily 

more per week) 

Frequently (once or 

more per week) 

Frequently (once or 

more per week) 

Daily 

Daily 

--- ---- - -----

Frequently (once or 

more per week) 

Frequently (once or 

more per week) 

Frequently (once or 

more per week) 

->------ --

Frequently (once or 

more per week) 

Frequently (once or 

more per week) 

Daily 

----

Daily 

Daily 

Daily 

Daily 

-+-------- ---+-- - -- -

Frequently (once or 

more per week) 

Moderately 

Daily 

Greatly 



Metamora 
----.. Physical Therapy 

Sexual function 

Are you sexually active? No 

If you're not sexually active, No partner 

why? 

Do you have sufficient 

vaginal lubrication during 

intercourse? 

No 

During intercourse, what is 

the vaginal sensation? 

Normal 

Do you ever feel your vagina Never 

is too loose? 
- -- - --- --- -- ----- ----+-- -- ---·--

Do you ever feel your vagina Never 

is too tight? 

Do you have pain with 

intercourse? 

Never 

---- ---- - - - ----+-- --- -

If you have pain, where does 

it occur? 

Do you leak urine or stool 

during intercourse? 

How much do these sexual 

issues bother you? 

Deep inside 

Never 

---

Not at all 
---

Less than once per 

week 

Partner unable 

Most of the time 

Decreased 

Occasionally 

Occasionally 

Occasionally 

---------

Upon insertion 

Occasionally 

-

Slightly 

--

More than once per 

week 

Vaginal dryness 

Daily or most days 

Too painful 

- -- --

Yes, always 

Painful 

Frequently 

Frequently 

Frequently 

---- -- --- -- ---

Both insertional and 

deep inside 

Frequently 

----

Moderately 

N/ A 

No sensation 

Always 

Always 

Always 

- - - -- ---

N/A 

Always 

---

---

-- -- ----

Greatly 

I certify that I have answered the questions on this form accurately and honestly. I understand that providing 

incorrect information can be harmful to my physical therapy treatment. I understand that it is my responsibility to 

inform my Physical Therapist of any changes in my medical status. 

Printed name of Patient Date 

Signature of Patient/Parent/Guardian Printed name of parent/guardian 



� ....... Metamora 
Physical Therapy 

PELVIC FLOOR CONSENT FOR EVALUATION AND TREATMENT 

I acknowledge and understand that I have been referred for evaluation and treatment of pelvic floor dysfunction. Pelvic 

floor dysfunctions include, but are not limited to: 

• Urinary or fecal incontinence

• Difficulty with bowel, bladder, or sexual dysfunctions

• Painful scars after childbirth or surgery

• Persistent sacroiliac or low back pain and pelvic pain conditions

I understand that, in order to evaluate my condition, it may be necessary for my therapist to perform an internal pelvic 

floor muscle examination (initially and periodically.) I understand this examination is performed by observing and/or 

palpating the perinea! region including the vagina, penis, and/or rectum. This evaluation will assess: 

• Skin condition and reflexes

• Muscle tone, length, strength, and endurance

• Scar mobility

• Function of pelvic floor region

Treatment may include, but is not limited to: 

• Observation and palpitation

• Use of vaginal weights

• Vaginal or rectal sensors for biofeedback and/or electrical stimulation

• Ultrasound, heat, and/or cold
• Stretching and strengthening exercises

• Soft tissue and/or joint mobilization

• Educational instruction

I understand that in order for physical therapy to be effective, I must attend my appointments as they are scheduled, 

unless there are unusual circumstances that prevent me from attending. I agree to cooperate with the physical therapist 

and carry out the home program assigned to me. If I have difficulty with any part of my treatment program, I will discuss 

it with my physical therapist. 

The purpose, risks, and benefits of this evaluation and treatment have been explained to me. 

Please check boxes below. 

□ I understand that I can terminate the procedure or treatment at any time

□ I understand that I am responsible for immediately telling the examiner if I am having any discomfort or unusual

symptoms during the evaluation or treatment

□ I understand that I have the option to having a second person in the room during the internal evaluation and

treatment and I will inform my therapist of this if I choose to do so

□ I give my informed consent for a pelvic floor examination and treatment

Printed name of Patient Date 

Signature of Patient/Parent/Guardian Printed name of parent/guardian 



PATIBNTNAIVIE: ID#: DATE: 
--------------- -------- ------

Description: This survey is meant to help us obtain information from our patients regardlng their current levels of discomfort and capabilii.y. 

Please circle the answers below that best apply 

Please rate your pain level with activity: NO PAIN::: o 1 2 3 4 5 6 7 8 9 :I.O::: VERY SEVERE PAIN 

Pelvic Floor Distress Inventory Questionnaire - Short Form 20 

� how much does it bother you? 

Not at all Somewhat Moderately Quite a bit 

1. Do you usually experience pressure in the

lower abdomen? □ No (o) □ (1) □ (2) □ (3) □ (4) 

2. Do you usually experience heaviness or

dullness in the lower abdomen? □ No (ol □ (1) □ {2) □ (3) □ (4) 

3. Do you usually have a bulge or something 

falling out that you can see or feel in the 
□ No (ol □ (1) □ (2) □ (3) □ (4) 

vaginal area? 

4. Do you usually have to push on the vagina 

or around the rectum to have a complete 
□ No (ol □ (1) □ (2) □ (3) □ (4) 

bowel movement? 

5. Do you usually experience a feeling of 

incomplete bladder emptying? □ No (ol □ (1) □ (2) □ (3) □ (4) 

6. Do you ever have to push up in the vaginal 

area with your fingers to start or complete 
□ No (oJ □ (1) □ (2) □ (3) □ (4) 

urination? .. 

7. Do you feel you need to strain too hard to 

have a bowel movement? □ NO(O) □ (1) □ (2) □ (3) □ (4) 

8. Do you feel you have not completely 

emptied your bowels at the end of a bowel □ No (ol □ (1) □ (2) □ (3) □ (4) 
movement? 

9. Do you usually lose stool beyond your

control if your stool is well formed? □ No (oJ □ (1) □ (2) □ {3) □ (4) 

10. Do you usually lose stool beyond your 

control if you stool is loose or liquid? □ No (oJ □ (1) □ (2) □ (3) □ (4) 

11. Do you usually lose gas from the rectum 

beyond your control? □ No (oJ □ (1) □ (2) □ (3) □ (4) 
















