
COMMONWEALTH HAND & PHYSICAL THERAPY

PATIENT INFORMATION

Patient’s Full Name (Last, First, MI)

Address CITY STATE ZIP

DOB: SSN: Marital Status:

Mobile Phone: LandLine Phone:

Employer: Work Phone:

Email: How did you hear about us?

Emergency Contact Name: Relation: Phone:

Type of Injury: WORKERS COMPENSATION AUTO OTHER:

Have you had HOME HEALTH CARE services this year? If yes, WHEN/WHERE?

PRIMARY INSURANCE INFORMATION

Primary Insurance:

Subscriber’s Name: Subscriber’s DOB: Relation:

SECONDARY INSURANCE INFORMATION

Secondary Insurance:

Subscriber’s Name: Subscriber’s DOB: Relation:

GUARANTOR INFORMATION FOR MINORS

Guarantor Name: DOB:





 

 

COMMONWEALTH HAND THERAPY, LLC 

PATIENT AUTHORIZATION FOR E-COMMUNICATIONS 

Patient Name: 
 
_________________________________ Date of Birth:   ______/______ / _____________ 

Mailing 
Address: 

________________________________ / ______,  _______________________  _______  ____________ 
Street                                                                                                  Apt. #                City                                                                       State                  Zip Code 

Telephone: (_____) _______-_____________   (_____) _______-_____________    (_____) _______-_____________ 
Home                                                                                    Work                                                                                      Cell 

  
 This Authorization is for the use of electronic communications (“e-Communications”) via cellular phone (call, voice mail 
message, text message) and/or email between the above-named Patient and Commonwealth Hand Therapy and its authorized 
agents (collectively referred to as “CHT”).   

 You are not required to sign this Authorization.  However, without your signed Authorization, CHT is under no obligation to 
engage in e-Communications with you.  In such event, communication with you will be limited to regular mail, land-line or work 
telephone and in-person.  If you elect to have e-Communication with CHT by signing this Authorization, you may request to change 
your preferred method(s) of e-Communication at any time by calling CHT at 859-447-8600 during our regular business hours, Monday 
through Friday, 8:00 a.m. to 5:00 p.m., and by signing an updated e-Communication Authorization.   

Method(s) of E-Communication Authorized 

 I, ________________________________ (“Patient”) hereby authorize e-Communications between myself and 
Commonwealth Hand Therapy, LLC and/or its authorized agents via the electronic method(s) below and by providing the applicable 
“Required Information.” 

e-Communication Method Required Information 

Cellular Phone (phone calls, voice mail 
messages, text messages) 

(_________) _________-____________________ 
Cellular Phone # 

Email 
________________________________________ 
Email Address 

 

E-Communication Terms and Conditions 

Patient agrees to the following terms and conditions for e-Communication pursuant to this Authorization: 

• CHT may e-Communicate with Patient by the method(s) Patient has selected above to remind Patient of scheduled 
appointments, to schedule or reschedule an appointment, to provide Patient with information related to treatment, and 
regarding Patient’s billing account.   

• If e-Communicating with CHT by email, Patient will always put an appropriate subject line in any email message sent to 
CHT to facilitate CHT’s timely response.  

• Patient will limit the length of email messages sent to CHT.  If the email message contains complex issues, Patient may be 
asked to call CHT to discuss the subject matter of the email by telephone or in-person.   

• All e-Communications between Patient and CHT will become a part of Patient’s CHT confidential electronic patient record.  

• CHT is not responsible for the failure of any internet or cellular phone connection or service that interrupts e-
Communications between CHT and Patient, or for any third party unauthorized access, use or disclosure of e-
Communications authorized herein or other security breach beyond CHT’s control.   

• CHT reserves the right, in its discretion, not to respond to any e-Communication from Patient containing inappropriate 
language or other content that CHT deems inappropriate, and to suspend or terminate all further e-Communication with 
Patient in such event. 

• EMERGENCIES.  PATIENT UNDERSTANDS THAT PATIENT SHOULD NEVER USE E-COMMUNICATION TO 
COMMUNICATE TO CHT THAT PATIENT IS HAVING A MEDICAL OR OTHER EMERGENCY.  INSTEAD, PATIENT 
SHOULD CALL 911 OR GO TO A HOSPITAL EMERGENCY ROOM OR URGENT CARE FACILITY.  



 

 

• Consent to Wireless Telephone calls: If at any time I provide a wireless telephone number at which I may be contacted, I 
consent to receive calls or text messages, including but not restricted to communication regarding billing and payment for 
items and services, unless I notify the medical practice to the contrary in writing.  In this section, calls and text messages 
include but are not restricted to pre-recorded messages, artificial voice messages, automatic telephone dialing devices or 
other computer assisted technology, or by electronic mail, text messaging or by any other form of electronic communication 
from the medical practice, affiliates, contractors, services, clinical providers, attorneys or its agents including collection 
agencies. 

• Consent to email usage: If at any time I provide my email address at which I may be contacted, unless I notify the medical 
provider to the contrary in writing, I consent to receiving communications regarding billing and payment for items and 
services at that email address from the medical provider, affiliates, contractors, servicers, clinical providers, attorneys or its 
agents including collection agencies. 

• UNSECURE COMMUNICATIONS WAIVER.  Patient understands and agrees that e-Communication by email and cellular 
phone is unsecure, and that while CHT will make all reasonable efforts to keep e-Communications with Patient private, 
confidential and secure, CHT cannot and does not guarantee the privacy, security or confidentiality of any such e-
Communication.  With this understanding, by signing below, PATIENT EXPRESSLY FOREVER WAIVES ANY RIGHT TO 
ASSERT ANY CLAIM OF ANY NATURE AGAINST CHT OR ANY OF ITS OFFICERS, DIRECTORS, EMPLOYEES OR 
AGENTS ARISING FROM THE UNAUTHORIZED ACCESS BY OR IMPROPER USE OR DISCLOSURE BY AN 
UNAUTHORIZED THIRD PARTY OF ANY INFORMATION IN SUCH E-COMMUNICATION, INCLUDING PATIENT’S 
INDIVIDUALLY IDENTIFIABLE HEALTH OR OTHER CONFIDENTIAL INFORMATION IN SUCH E-COMMUNICATION.   

 By my signature below, I acknowledge that I have read the foregoing Authorization, and I understand and consent to e-
Communication with CHT by the methods I have selected above, and to the e-Communication Terms and Conditions stated herein.  

 

PATIENT / PATIENT AUTHORIZED REPRESENTATIVE: 

 
/s/       Date:    
  
Print Name:       
 
Representative Relationship to Patient (if applicable):      
 
WITNESS  
 
/s/       Date:    
  
Print Name:      
  
 
 
 
 
 
 
 
 
 
 
 
 
    

Signature:

Signature:



  

Patient Signature __________________________ Therapist Signature ____________________________ 

Commonwealth Patient Intake Form: 

Patient Name___________________    Date of injury____________ Date of Surgery ________________ 

Referring Physicians Name __________________ Primary Care Physicians Name ___________________ 

Height _____  Weight ______   Occupation ________________ Employer _________________________ 

Describe your primary problem(s) _________________________________________________________ 

Is your problem associated with an automobile accident ______  Are you Pregnant? ________ 

Any prior or current care for this condition (circle one):  Physical Therapist  -  Occupational Therapist 

Chiropractor  -   Osteopath  -  Phycologist  -  Other_______________   How many visits ______________ 

Is this work related? ________   Is there a lawyer involved in your case? ______  

Have you had any imaging for this condition (circle):  x-ray  -  MRI  -  bone scan  -  EMG  -   Nerve test 

other  -   Results of test(s) ________________________________________________________________ 

Do you smoke? ______ Packs/day ______  Do you drink alcohol ______  Drinks/day _______ 

General health status (circle one):  Excellent  -  Good  -  Fair  -  Poor  Do you exercise regularly ________ 

Have you fallen in the past year _______   How many times _______  Was an injury sustained?_______ 

Please check if any recent symptoms: 

 ___ numbness/tingling ___ nausea/vomiting ___ lightheadedness ___fever/chills/sweats ___bruising 

___night pain ___ constipation ___ visual changes ___ excessive fatigue ___ significant weight loss/gain 

Do you take any medication (prescription or over the counter)  

Name Dosage Frequency 

   

   

   

   

 

Please circle if you have any of the following conditions 

Rheumatoid Arthritis Osteoarthritis Osteoporosis or 

Osteopenia 

Stroke / TIAs 

COPD/Emphysema Asthma  Heart Problems 

(Angina / CHF) 

Peripheral Vascular 

Disease 

Depression or Anxiety Cancer Diabetes Neurological disease 

(MS, Parkinson’s) 

Diabetes (Type 1 or 2) Hearing / Visual 

Impairment 

Thyroid Disorder High Blood pressure 

History of Seizures Upper Gastrointestinal 

disease (ulcer/hernia) 

Blood borne pathogen 

(HIV/Hepatitis) 

Other: 

___________________ 



  

Patient Signature __________________________ Therapist Signature ____________________________ 

 

Please circle the box.   Rank your pain for the past two weeks on this 0-10 scale.  0 = no pain, 10 = worst 

Current 0 1 2 3 4 5 6 7 8 9 10 

Worst 0 1 2 3 4 5 6 7 8 9 10 

Best 0 1 2 3 4 5 6 7 8 9 10 

 

What aggravates your pain (circle all that apply)?    

 Standing -  Sitting  -  Changing Positions  -  Overhead activity  -  Lifting  -  Bending  -  Walking  -  Running  

-  Looking up/down  -  Turning head  -  Stairs  -  Squatting  -  Lying down  -  Sneeze/Cough  -  Stress  - 

Gripping/Grasping -  Opening a tight jar - Toileting – Dressing - Grooming – Yardwork -  

Other _________________________________________________________________ 

What makes your pain better (circle all that apply) 

Rest  -  Changing Positions  -  Medications  -  Ice/Heat  -  Sitting  -  Standing  -  Walking 

Other _________________________________________________________________ 

 

Please mark the area of pain or discomfort below using the appropriate symbols: 

Ache (xxxxx)    Pins and needles (zzzzzzzz)    Numbness (oooooo)    Burning (^^^^^^^^) 

 

  



 
    Survey of Upper Extremity Disability (DASH) Date:_____________    Date of Birth:_____________________ 

                   Name:__________________________  Therapist:_________ 

The Disability of the arm, shoulder and hand (DASH) is a questionnaire to ask you about your symptoms as well as your ability 
to perform certain activities. Please answer every question, based on your condition in the last week, by circling the appropriate 
number. If you did not have the opportunity to perform an activity in the past week, please make your best estimate on which 
response would be most accurate. It does not matter which hand you use to perform the activity; please answer based on your 
ability regardless of how you perform the task. Please rate your ability to do the following activities by circling the number: 
 No 

Difficulty 
Mild 

Difficulty 
Moderate 
Difficulty 

Severe 
Difficulty 

Unable 

Open a tight jar 1 2 3 4 5 
Do heavy household chores (e.g., wash walls, floors) 1 2 3 4 5 
Carry a shopping bag or briefcase 1 2 3 4 5 
Wash your back 1 2 3 4 5 
Use a knife to cut food 1 2 3 4 5 
Recreational activities which you take some force or impact through 
your arm, shoulder, or hand (golf, hammering, tennis, etc) 

1 2 3 4 5 

 Not at All Slightly Moderately Quite a 
Bit 

Extremely 

During the past week, to what extent has your arm, shoulder, or 
hand problem interfered with your normal social activities with family, 
friends, neighbors, or groups? 

1 2 3 4 5 

 Not 
Limited 

at All 

Slightly 
Limited 

Moderately 
Limited 

Very 
Limited 

Unable 

During the past week, were you limited in your work or other regular 
daily activities, as a result of your arm, shoulder, or hand problem? 

1 2 3 4 5 

Please rate the severity of the following symptoms in the last 
week 

None Mild Moderate Severe Extreme 

Arm, shoulder, or hand pain 1 2 3 4 5 
Tingling (pins & needles) in your arm, shoulder, or hand. 1 2 3 4 5 
 No 

Difficulty 
Mild 

Difficulty 
Moderate 
Difficulty 

Severe 
Difficulty 

So Much I 
can’t 
Sleep 

During the past week, how much difficulty have you had sleeping 
because of the pain in your arm, shoulder or hand? 

1 2 3 4 5 

For office use only  
Percent Disability Score (       ) Sum all columns for raw score (       ) 

     

 
If this is your first visit, ignore the question below. 
Overall, since you started your treatment, has there been any change in your symptoms in your arm, shoulder, or hand during your daily 
activities? Please indicate if there has been any change by choosing one of the following options. 

Worse ___Same (0) Better 
___Almost the same, hardly any worse at all (-1)  ___Almost the same, hardly any better at all (1) 
___A little worse (-2)  ___A little better (2) 
___Somewhat worse (-3)  ___Somewhat better (3) 
___Moderately worse (-4)  ___Moderately better (4) 
___A good deal worse (-5)  ___A good deal better (5) 
___A great deal worse (-6)  ___A great deal better (6) 
___A very great deal worse (-7)  ___A very great deal better (7) 
 

 

           

 

 

       

           

                         

                   

                 

          

                                 

                         

                   

                 

         

                                

                         

                   

                 

                 

                 

                         

                   

                 

                 

                

                         

                   

                 

                 

                  

                         

                   

                 

Please rate your pain level with activity.           
        

                         
                   

                 

 0 1 2 3 4 5 6 7 8 9 10 
 NO PAIN VERY SEVERE PAIN 
If this is your first visit, ignore the question:* How satisfied are you with the level of care and services provided? Very, Satisfied, Unsatisfied, Very-Unsatisfied 
Please rate your progess with functional activities from start of therapy to this point in time. Excellent Good Fair Poor 
At this point in your treatment, have your therapy goals been met? Completely Met        Mostly Met Partially Met Not Met




