Movement Systems Physical Therapy, P.S.
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PATIENT REGISTRATION — PLEASE PRINT

Patient Today’s date
Last name First name Middle Initial
Address
City State Zip
Email Initial to provide permission to contact you by enail.
Phone () () ( ) SSN#
Home Work Mobile
Birthdate Sex [] Male [] Female Marital Status [ ]Single[_]Married [ JOther
Employed [] Full time [] Part time Student[_] Full time [] Part time
Employer/School Name Occupation

Employer’s address

City State Zip

Patient’s relationship to insured:[_] Self [ ]Spouse []Child [] Dependent

Emergency Contact Relationship to patient

Emergency Phone Number () (G C )

Home Work Cell

IF INSURED IS NOT THE PATIENT, PLEASE COMPLETE THIS SECTION:

Name of insured: Birthdate: Séx| Male [] Female
Last name First name M.1.

Insured’s address

City State Zip
Phone () () ( ) SSN#
home work cell
Employer Employaidslress
City State Zip
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Movement Systems Physical Therapy, P.S.
PLEASE PROVIDE THE FRONT DESK WITH YOUR PRIMARY AEDONDARY INSURANCE CARDS.

Primary Insurance ID number Group number

Secondary Insurance ID number Group number

NOTE: We do not bill for secondary insurance plansWe require this information to ensure your provide is credentialed with your secondary
insurance plan.

Name of referring physician or nonphysician practitoner (NPP):

First name Last name Designation
Physician/NPP address:
City State Zip
Physician/NPP phone number () Fax number ()

IF THIS IS AN L&l CLAIM, PLEASE FILL OUT THE FOLLOW  ING INFORMATION

Labor and Industry Claim Number :

Claim Manager: PHONE ( )

IF THIS IS A PERSONAL INJURY CLAIM, PLEASE FILL OUT THE FOLLOWING INFORMATION

Name of Auto Insurance Company:

Adjuster/Claim Manager Name:

Claims Address:

Street City Stat Zip
Phone () Claim #:

Please note that Co-pays are collected at the tnof visit.
Please note that we do not bill secondary insuras.

Patient’s or authorized person’s signature:
| authorize the release of any medical records ortber information necessary to process this claim.

Signed Date

Insured’s or authorized person’s signature:

| authorize payment of medical benefits to MOVEMENTSYSTEMS PHYSICAL THERAPY, P.S.
| hereby agree and consent to the plan of care prased to me by the physical therapist to whom |
have been referred. | understand that I, or my autorized representative, have the right to decide
whether to accept or refuse physical therapy servis. | will ask for any information | want to have
about my physical therapy care and will make my wikes known to the practitioner and/or staff. |
understand that my insurance may deny payment basegin non-covered services or medical
necessity. Any portion of charges not paid by thmsurance company will be billed to me and is
then due and payable within 30 days of invoice. @&ment plans are available.

Signed Date
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Movement Systems Physical Therapy, P.S.

INSURANCE BENEFIT WORKSHEET
KEEP THIS WORKSHEET FOR YOUR RECORDS

Today’s reimbursement climate is in a constant stat of flux. It is not possible for our billing depatment to
understand the details of each individual's physidaherapy coverage. In order to assist you to ful understand
your physical therapy coverage under your insurancelan, we have developed this questionnaire to bempleted
PRIOR to your first visit. Though we also verify your benefits, this does not occur until after youffirst
appointment. Of critical importance for you to know PRIOR to your first appointment is 1) your CO-PAY amount
and 2) whether your physical therapist is a PREFERED PROVIDER for your plan. All our physical therapists
are not providers for all insurance plans. If yourPT is not a preferred provider for your plan, youwill not be
eligible for in-network benefits. You may want toreschedule with another provider to receive in-netwrk benefits.

. Insurance plan name or program name:

. Member ID number: Grounphrew:

. Customer Service phone number (w/area code)

- Name of customer service representative:

. Insurance claim address:

. Date eligibility began:

. Deductible: $ Co-pay: $ Co-insira$
. Maximum allowable benefit for physical therapy: $ # visits
. Remaining $ # visits for atiyear as of

. Is my physical therapist a PREFERRED PROVIDER fgrptan?_| yes [ | no

. If your company is an HMO or PPO, and we are NQfavider for the plan, what is
the benefit coverage for Movement Systems PhySikeatapy, P.S.? (i.e., 60%, 80%,
etc.).

. Does this plan require referral (NOTE: a referral and prescription are not oneﬂnexbame)fl’om theprimary care
physicianto Movement Systems Physidalerapy, P.S. for payment of servicds?yes [ | no

. Does this plan require pre-authorization for phgstherapy? | yes [ ] no
We realize that completion of this form is an addedrden to you as a consumer, and we thank you
very much for your assistance. This completed fomitl provide you with important information

regarding your physical therapy insurance benefitg)d enable us to process your claim in a timely
basis.
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Movement Systems Physical Therapy, P.S.

CRITICAL BILLING AND PAYMENT INFORMATION

. Today’s complicated reimbursement climate is imastant state of flux. It is not possible for oillilg
department to understand the details of each iddalis physical therapy coverage. It is your rexslaility
to fully understand all the details of your partauplan.

- Your deductible must be satisfied before the insceacompany will pay for treatment. You will bdidxil for
any unsatisfied deductible amount.

. Office co-pays are due at the time of service. ddpay amount on your insurance card may not bee th
co-pay amount for physical therapy visits. You malstiain this information from your customer seevic
representative.

- Your co-insurance amount is the amount not covbyegbur insurance plan. The co-insurance amouties
patient responsibility. You will be billed for yogo-insurance amount on a monthly basis.

- If your policy requires a prescription from youirpary care physician (PCP) or non-physician priactér
(NPP), you must obtain a current prescription iheorfor your plan to pay for physical therapy seegiand a
current prescription for the duration of your plogditherapy care.

If your policy requires a referral or pre-authotiaa on file, you will need to contact your PCP&arral
coordinator and ask that a current copy be selmbtio your insurance company and our office.

Be aware that prescriptions, referrals, and praaigations have expiration dates and/or a set lrigit.
Check to be sure your paperwork has not expiremt poiyour first visit. We will assist you in traiclg
expirations of prescriptions, referrals, or prekauizations once you have begun care with us.

- All our physical therapists are not preferred pdevs for all physical therapy plans. It is impottir you to
know whether your physical therapist is a prefepealider for your plan. If your PT is not a prefs/
provider for your plan, you will not be eligiblerfon-network benefits. You may want to rescheduilen
another provider to receive in-network benefits.

Rehabilitation benefits can include occupationalaipy, speech therapy, massage therapy, or acujpenict
addition, physician and chiropractor office canyile and bill for physical therapy services. Theservices
will be paid out of the same benefit limit. It isyr responsibility to track benefits that you hawézed at
other locations as we do not have access to tfmtation.

MSPT can ONLY TRACK your plan and prescription lisfor services provided at MSPT. It is YOUR
responsibility to track services received from ofiactitioners in other offices. If you exceed yplan
limits, you are responsible for payment physicarépy services not covered by your plan.

- Though your plan may not require a prescriptiongloysical therapy to process your claim, ALL plais
require that the services billed anedically necessary To assist in demonstrating medical necessity for
your plan of care, MSPT policy requires a curresttdr’s prescription for physical therapy servicésthe
absence of a current prescription, you will be dgkesign a waiver agreeing to pay gratient balancelue
as a result of denial of payment due to lack ofliced necessity. Prescriptions are current fod@gs unless
otherwise specified.

| understand the above issues regarding billinggayinent of my physical therapy services.

Patient signature Date
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Movement Systems Physical Therapy, P.S.
BILLING AND PAYMENT POLICY

Welcome to MSPT. In order to budget for your phyai therapy services, we would like to provide wwith a brief
explanation of our payment policy.

For the best chance of reimbursement from your instance carrier:

- We suggest that you contact your insurance compangr to your first appointment to determine youhpsical
therapy coverage and providership stipulation€overage depends upon your insurance companthand
specific plan you have chosen. We have enclodtlimg Information Request Form to assist you in
determining your coverage.

To assist in demonstrating medical necessity farr ydan of care, MSPT policy requires a currenttdds
prescription for physical therapy services. Ia &étbsence of a current prescription, you will Heeddo sign a
waiver agreeing to pay ampatient balancelue as a result of denial of payment due to tdakedical necessity.
Prescriptions are current for 90 days unless otiserapecified.

To assist you in your budget planning:

The initial evaluation lasts approximately one hand includes a written report to your referring\pder. We
are providers for most major insurance companilesage refer to your individual insurance company fo
information regarding your physical therapy benediverage. Our Billing Information Request Form easist
you in obtaining the most pertinent informationnfrgour insurance company’s customer service reptatee.
Subsequent visits are based on your specific tieeels with the physical therapist and the specificgdures
performed. All treatments are one to one withghgsical therapistNote: Fees fluctuate depending on the
procedure performed. Contact our Billing and Cditet Coordinator, at 206-405-1864, ext. 102 oreviaail at
movementsystems@comcast.ndbr more information.

Payment plans are available upon request. Plesdaat our Billing and Collection Coordinator fertns of a payment
plan. Co-pays are due at the time of service

Note: For patients without insurance coverage, or fos¢hpatients that have exceeded insurance bersefi@$o discount
is available for full payment at the time of seevic

Interest fees are applied to patient accounts extge0 days past due. A fee of $25 will be chdrige any check
returned by the bank for Non Sufficient Funds.

This is an era of reduced insurance benefits, as@@ premiums, and greater time demands placedwrpyactitioners to
furnish information, reports, letters of medicatessity, etc. Therefore, there may be additiodalinistrative charges if
such information is requested.

Financial Agreement:

Private Pay: The undersigned agrees, whether signing as ageattient, to be financially responsible to Moveinen
Systems Physical Therapy, P.S. (MSPT) not paidbyrance. | understand this amount is due uptindhil MSPT offers
a same day payment discount. Please contact ilinglzind collections coordinator for further dédai

Insurance Coverage:l certify that the information | have provided foayment under government or private insurance is
correct. | hereby assign payment directly to MogathSystems Physical Therapy, P.S., with the eiamepf Medicare.
Any portion of charges not paid by the insuranceagany will be billed to me and payable within 3gslaf receipt. |
understand MSPT will verify my benefits, but thaistdoes not guarantee payment by the insuranceamyrand | will be
responsible for all non-covered charges. | undacsthat it is my responsibility to determine tlwerage limits of my
insurance.

Payment Plan:Please contact our billing and collections coorttinéor further details.

Signature Date
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Movement Systems Physical Therapy, P.S.

MOVEMENT SYSTEMS PHYSICAL THERAPY
CANCELLATION POLICY

PLEASE READ THIS POLICY BEFORE YOUR FIRST APPOINTME NT.
YOU WILL BE ASKED TO SIGN THIS POLICY AT THE TIME O F YOUR FIRST
APPOINTMENT.

Patients are seen, at Movement Systems PhysiceagneP.S., by appointment only. Scheduling is
based on a first come, first served basis. ltigsable for you to schedule your appointmentour f
to six week intervals.

In the event you need to cancel an appointmentgeeest at lea@4 business hours noticeYour
appointment time is very important to us. If werdi get at least 24 business hours notice of your
cancellation, we may not be able to schedule angidgent who may need that time slot. This is
detrimental to us and to the patients we try toeer

Unfortunately, we have experienced patients camgeliith less than 24 business hours notice or not
showing for appointments. Therefore, we have fatindcessary to institute®#b0 cancellation fee

for patients scheduled for a 55 minute sessionfaih®o provide24 business hours advanceotice
($25 for 30 minute appointments).

Repeated late cancellations or no shows are digeufat the optimal delivery of care and may indécat
a lack of commitment to your health and wellneas.a result2 late cancellations or no showswill
result indiscontinuing physical therapy. In the event that you are disgpdéifrom our care, your
referring provider or case manager will be notifeddhe reason for discharge from physical therapy.
We realize that emergencies do occur — late catmgildue to illness or family emergency is
excludedfrom this policy.

Arriving on time for your appointment is also critical to the opgindelivery of care. Chronic late
arrivals are disruptive to the successful impleratoin of your patient care plan. Arriving more than
minutes late for 2 or more visitsmay result irdiscontinuing physical therapy. In that event, your
referring provider or case manager will be notifeddhe reason for discharge from physical therapy.
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Movement Systems Physical Therapy, P.S.

Movement Systems Physical Therapy, P.S.
3221 Easilake Avenue East, Sujie 110

Seattle, WA 98040

206-405- 1864

WwW W, Imovementsyste mspl, com

IMNITIAL EVALUATION INTAKE FORM
1: MName:

Last

First M1 IniSr

»paeormirn: L] (0] OO
Month  Doay Year

3 Sex: Omak [ fmale
4: Are you: [J Righthanded [ Left handed

5: Type of Insurance: [ Insurer

O Labor & Industry [ Medicare [ Salf-pay [ Other:

6 Race:

[ American Indian or Alsska Native [OHispanic or Latino

[ Asian [ Mative Hawaiian or other
O African American Pacific Islandar:

O White

7: Education: icheck highest level achieved)
[ Sone High Schoal [ Scme college / Technical schoal
[ College graduake [ Graduate schocl £ Advanced degree

SOCIAL HISTORY
& Cultaral / Religions: Ay customs or religiovs beliefs or wishes that
might affect cara?

9 With whom do you Bve?

O Alone

[ Spouss cnly

[ Spouss and children: # Children:

O Childen cnly: # Childen:

[ Other rlatives inot spouse or children)

[ Group sstting

[ Personal care atiendant

[ Oither:

[ Ages of childen living at home: __,
10: Who referred you to us?

[ Phiysician [] Physical Therapist

[ Claims Manager [] Atiorney

O Insurance Cia [ ¥oga Instructor

[ Pilates Instructor [ Personal Trainer  [JOther:

11: Employment { Work/ (Job / Scheol { Play)

[ Werking full-time [0 Warking part-tims
outside of horme outzide of horme

[ Working full-time [0 Working pari-time
from home from home

[0 Homemaker [] Stwdent [] Retired [ Unemployed
[ Oceupation:

12: SOCIALYHEALTH HARBITS

Smoking
{1y Cumently smoke tobacco? [ Mo
(2 O%¥es L O Cigareties:
# packs per day [ <1 [J =1
2. [ CigasPipes

#perday (1101

(23 Smoked in the past! O No [ Yes ‘L’e-arqull:[”jlj[l

3221 Eastlake Ave. E., Suite 110, Seattle, 98A02. 206-405-1864

Today’s Dhate:

Alcohol

{13 How many days per week do you drink beer, wine, or other
alcoholic beverages, onavernge? 0[] 1 0 20304050 s+ 0
(2) If one beer, one glass of wine, or one cocktail equals one drink,
how many drinks doyou have, on an average day ? MA [0 1 O =100

Exerci=
Do you exercise beyond normal daily activities and chores?
[ No

O Yes Describe the exercise(s):

(1) On average, how many days per week do you exercise or do
physical activiy? 1 O 20304050« 07 0O
2y For how many minutes, on an average day?

<NO0xOxw0400 =400

LIVING ENVIRONMENT
13 Dwes your home have? 14 Do vou use?

[ Stairs, no railing [ Cane

[ Stairs, railing [ Walker

[ Ramps [ Manual whee khair
[ Elevatar [ Motarized whealchair
[J Uneven terrain [] Glassas, hearing aides
[ Assistive devices (ep., [ Other:

bathroom:

[ Any cther obstacks:

15 Where do vou live?
[ Private home ¢ Condo [ Private apartment [] Other:

GENERAL HEALTH STATUS
16: Please rate your health:
(13 [ Bcallent i2) [] Good 33 [ Fair 4y O Poor

17: Have you had amy major life changes during the past year? (eg.,
new haby, job change, death of a family member) (] Yes [ Mo

18: MEDICAL/ SURGICAL HISTORY
(11 Pleasz check if vou have ever had:

[ Arthritis [ Multipk sckrosis
[ Broken bones! frachimes [ Muscular dystrophy

[] Dvsteoporosis [ Parkinson disaasa

[ Blocd disorders [ Sezures/ epilepsy

[ Circulation § vascular [ Developmental or
problems growth problams

[J Heart problems [ Alkergies

[] High blood presume [ Thyroid problems

[] Lung problems [ Cancer

O Siroke O Infectious dissass

[ Diabetes / (eg-, HIV, tuberculosia, hepatitis)
high blocd sugar O Kidoey problems

[ Loww bikosod sugar [ Repeaked infactions
hypoglycemia [ Ulcers'stomach problems

[J Head injury [ Skin diseasas

[J Depression [ Other:

i2) Within the past year, have you had any of the following
svmptoms? {Check all that apply)

[ Chest pain [ Difficuliy sleeping
[] Heart palpitations [ Lass of appetits
[ Cough [ Mausea f vomiting
[ Shortress of breath [ Bowal problems
[ Dizziness or blackouts [] Weight lce=/gain

[ Coorination problkms [ Urinary problems
[ Weakness inarmsorlegs [ Feverchills

[ Loss of balance [ Headaches

[ Diifficulty walking [] Hearing problems
[ Jzint pain or swelling [ Visicn problems
[ Pain at night O oiher:
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Movement Systems Physical Therapy, P.S.

INITIAL EVALUATION INTA KE FORM (cont. )

N me:

(3} Have you ever had surperv? []Yes [ No
If ves, pleass describe, and include dates:
Month  Year

CIC] CICICIC]
L]
[

(4) For men only: Have vou bean diagnosad with prostate

disease? [ | Yes [ no

(5} For women only: Have you been diagnosad wath:

[ Pelvic inflammatory disease  [[] Endomefriosis

[ Troubke with your pericd [ Complicatsd pregnancies or
deliverias

[ Otther gynecolagical or obstetrical difficultizs

If yes, pleass describa:

19: CURRENT CONDITION(S)/ CHIEF
COMPLAINTIS)

(1) Describe the problemis) for which vou s2ak phvsical
therapy;

(2) Have you experienced any of the following with your
currant problem? O Locking [0 Giving way [ Buckling

O Unconscicusness [ Lip numbness [] Dizinesablured

[ Incontinenceddifficulty urinating [ Dislocating

[ Less of balance [] dropping things

[ Pain with coughfsneeze [] Mumbness around groin'buttocks

(4) What is the frequency of vour pain?
[ Constant [ Less than 430iday [ Greater than 437 day
[ Less than 4 X'week [ Greaker than £0week [ Mo pain

(5) Dioes your pain awaken you at night? [] Yes [ No
If yes, how meny times pernight? 1[0 20 30 =30

(6} Do vou have davs or periods of time whan vou ar

completely pain free? [ Yes [ No
Muonth Year

(7) When did thess problemis) begin? [ ][] [

(%) Was the onset gradual? [] Yes [ Mo

(%) If there was an injury, describe the injury:

{107 Have vou ever had the problemis) befora?
O No
[ Yes

{a) What did you do for the problemis)?

(b) Did the problem(s) get better? [] Yes [JMo

(c) About how long did the problem(s) last?
(11} How is your currznt condition prograssing overall?
[ Improving [] Staying the same [ ] Getting worse

(12) What makes the problamis) better? O Heat [Jlee [ Rest
[ Medication [ Change in position [ Exercisa [ Other:

3221 Eastlake Ave. E., Suite 110, Seattle, 98A02. 206-405-1864

Today's Date:

(13 What makes the problemis) worse? [ sitting [] walking
[ twisting [ bending [ squatting [ stairs [ rising from chair [
pushipull [J standing [ kneeling [ reaching [ lifting [(Jreclining
[ Cther:

(14} Are you able to continue working? [J Yes, full duty
[ Yes, light duty [ Mo Last day worked? Month  Year
(15} Are vou able to continue vour usual recreational
activitizs? [ Yes [OMo [ Limited - Explain:

(1&) Have vou s2en in the past, or are you currzntly sezing,
anyone else for the problemis) (check all that apply i

[ Acupuncturist [ Orthopedist

[ Chircpractor [ Ostecpath

[ Deentist [] Pediatrician

[] Family practiticoer [] Pesdiatrist

[ Internist [ MeurologistMaurosurgon
[ Msssage Therapy [ Rheurmatologist

[ Cbstetrician gynacalogist [ Phy siatrist

[ Crccupaticnal tharapi st [ Eheurratalogist

[ other:

20 MIEDICATIONS

{13 Do you take any Physician-prescribed medications? {check all
that applv)

[ Aspirin [J Anti-inflammatcries

[ TykncVacetamincphen [ Muscle Relaxers de g V alium)

[ Prescribed pain relisvers [ Birth control pills

[J Hormeone replacement [J High blood pressume medications

tharapy [ Water pills (dinpetics)
[ Stomach ulcer pills [ Heart medications jother than for high
[ Antibictica bl pressure
[ Thyroid medication [ Asthma medication

[ Antidepressant medication ] Insulin
[ Seiwure madication [ decongestantsamtihistamines
[ Other: Pleasa list for sinus or allergy problems

(2) Do wou take anv nonprescription medications?
(check all that apply)

O Advivakeve [ Antacids (2 g Tums)
MotrinThuprefen [ Decongestants

[J Antacids [] Herbal supplements

[ huprofenMapraen [ Tykenoliacetaminophen

[ Antihistaminzs [ Other: Pleasa list:

[ Aspirin

[ Tagamet, Zantac, Fepsid

[ Laxatives

(31 Have you taken any medications previously for the condition for
which you are seeing the physical therapist?
O¥es [OMNo Iyes pleass list

21 OTHER CLINICAL TESTS: Within the past year, have
you had any of the following tests? (check all that apply)

[ Angicgram OJEchocardicgram [JSpinal tap

[ MEI [ EEG telectroencephalogram) [ Stool tests

[ Arthroscopy [ EEG elkctrocardiogram) [ Stress st iag,
[ Biopsy [0 EMG jelectromycgram) bike ar treadmill)
[ Blood tests O MET [ Urine ests
[] Bone scan [ Myelcgram [ X-rays

O Broehescopy - [ NCV (nerve conduction vekecity)

[ CT scan [ Pulmcnary fanction test [ Cither:

THANK YOuU!
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Movement Systems Physical Therapy, P.S.

Name: Date: Visit #:

FUNCTIONAL STATUS QUESTIONNAIRE

The following information lets us know how you al@ngTODAY . Please complete thsPAGE
guestionnaire. We understand that by limiting y@sponses to how you are today, we may be
catching you on a particularly good or bad day.

Pain diagram
Draw with/ marks on the figures below where you feel pEIDAY . UseX marks to show where

you feel numbness, tingling, or pins and needi@®AY .

(@

Visual Analog Scale

Circle the face corresponding to the amount of gpainfeelTODAY . These faces show how much
pain you are experiencing. The face on the fanielficates no pain. The faces show increasingly

more pain up to the one on the far right, whicthesworse pain. Score the chosen face 0, 2,8!,@,
10, counting left to right, so '0' = 'no pain' ahd' = 'very much pain.’

| JE— y J— y/ —— 6 - 8 D
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Movement Systems Physical Therapy, P.S.
OPTIMAL

(Outpatient Physical Therapy Improvement in Movetrssessment Log)
Difficulty Instrument
(effort, struggle, exertion)

Name: Date: Visit #:
Instructions: Please circle the Ak_)le todo | Ableto Aple to do Aple todo | Unable | Not )
level ofdifficulty you have for each activity ‘é"r']t;"“t Sv?th ittle \:]/ggerate \r:\]/l'}(';'h todo | Applicable
TODAY . difficulty difficulty | difficulty difficulty
1. Lying flat 1 2 3 4 5 9
2. Rolling over 1 2 3 4 5 9
3. Moving- lying to sitting 1 2 3 4 5 9
4. Sitting 1 2 3 4 5 9
5. Squatting 1 2 3 4 5 9
6. Bending/stooping 1 2 3 4 5 9
7. Balancing 1 2 3 4 5 9
8. Kneeling 1 2 3 4 5 9
9. Walking- short distance 1 2 3 4 5 9
10. Walking-long distance 1 2 3 4 5 9
11. Walking-outdoors 1 2 3 4 5 9
12. Climbing stairs 1 2 3 4 5 9
13. Hopping 1 2 3 4 5 9
14. Jumping 1 2 3 4 5 9
15. Running 1 2 3 4 5 9
1 2 3 4 5 9
1 2 3 4 5 9
1 2 3 4 5 9
1 2 3 4 5 9
1 2 3 4 5 9
1 2 3 4 5 9

22. From the above list, choose 3 activities yaul most like to be able to dathout any difficulty. For example, if
you would most like to be able tdimb stairs, kneel, and squatjthout any difficulty, you would choose: 112 2. 8
3. 5 List the activities in prioritized order of imgance to you.

1. 2. 3.

23. Thinking abouall of the activities you would like to do, please knanX at the point on the line that best describes
your overall level of difficulty with these activities.

I havextreme difficulty I haveno difficulty doing any
doing any of the activities of the actiegithat | would
that | would like to do. like to do.

For Office Use Only:  =trunk subscale Score:
=lower extremity subscale Score:
= Score:
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Name:

Movement Systems Physical Therapy, P.S.
Confidence Instrument

(certainty, trust, belief)
Date:

Visit #:

Instructions: Please circle the
level of confidenceyou have
for doing each activitf ODAY .

Fully confident
in my ability to
perform

Moderate
confidence

Very
confident

confidence

Not confident in
my ability to
perform

Some

Not
applicable

=

Lying flat

[ —

ul

2. Rolling over

. Moving- lying to sitting

. Sitting

. Squatting

. Balancing

. Kneeling

3
4
5
6. Bending/stooping
7
8
9

. Walking- short distance

. Walking-long distance

. Walking-outdoors

. Climbing stairs

. Hopping

. Jumping

. Running

RiRRR R RRPRRRIR R R R R IR R R R R

NININININININININININININININININININININ
WWWWWWWWWWWWWWWwwwww|w

E R R N N N I I R R R R R R R R I BRI RS
gjojojojojojojojojoljoljol|oljol oo o1 o1| 1| Ol

OO OO OOV O|IOIOVOOIOVO|IOIOV[O|V|V|V|©

22. Thinking ofall the activities you like to do, please marKaat the point on the line that best describes yverall
level of confidencein performing these activities today:

I haveo confidencethat |

can do activities that |
would want to do.

| havecomplete confidence

that | can do at&sg that |
would wantko.

For Office Use Only: = trunk subscale
=lower extremity subscale

Score:

Score:
Score:
Total:
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