Medical Screening Questionnaire

Lymphedema
|:| Lung Problems [] Cellulitis [1Gastro Intestinal Disorders
DVT (Deep vein thrombosis) [] infectious Diagnosis L] Unexplained Pain
Congestive Heart Failure [] skin Irritation/Infection ] Hypoglycemia

In addition to the previous pages, these additional questions are specific to your condition. Please complete prior

to your appointment.
Please check if you have ever had the following:

If you have ever been diagnosed with cancer
Date of diagnosis

Treatment Medication? L] ves L] No Explain

Radiation? [ ves [1No Explain

Chemo? |:| Yes |:| No Explain

Do you have genital swelling? [Jyes [No
Patient rates health []Excellent [JGood [ Fair [ Poor
Rate your feeling as to how this problem is affecting your life  0-10 with 10 being the worst

0-------- 1----m--- 22— 3------- 4--mee--- 5--mme- 6-------- 7 8-------- Q--mmm-- 10
Not a problem Major problem

Please list any special tests that have been administered to diagnosis your swollen limb (Ex ABI, US, Bone Scan,

MRI, CATSCAN, etc) :




Tina L. Baum
PHYSICAL THERAPY

— 7250 Peak Drive, Suite 118 = Las Vegas, NV 89128
g Tel 702-877-2000 e Fax 702-877-2100

% www.TinaLBaumPT.com

Photography Release Form

Patient’s Printed Name:

Date of Birth:

I understand that digital still images or other digital images may be recorded to document my care, and |
consent to this. | understand that Tina Baum Physical Therapy will retain the ownership rights to these
photographs, digital images or other images, but that | will be allowed access to view them or obtain copies. |
understand that the digital images will be stored in a secure manner that will protect my privacy and that they
will be kept for the time period required by law or outlined in Tina Baum Physical Therapy’s policy. Printed
copies of digital still images become part of the medical record.

For Lymphedema Patients, images that identify me will be released to the manufacturer (JUZO, JOBST, JOVI,
etc) of my compression garments if required to make custom garments.

Copies of the digital still images that identify me will be released with the rest of my medical records in the
event a release of records signed by me or my legal representative is received.

Digital video images and actual digital still images (JPEG) will only be released upon special arrangements
made with the HIPAA officer.

| hereby consent to the any or all of the above procedures and policies.

Patient’s Signature Date

Parent or Guardian must sign if patient is under 18 years of age

Witness
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