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OCCUPATIONAL HAND THERAPY

Patient Registration/Information

Patient Name: Dx: Physician:
O Dr. Gargasz
Q Dr. Miller

Date of Injury:
How Did Your Injury Occurred?:

Surgery Date:
Current Work Status: ULight Duty Medium Duty OFull Duty ONot Working (Retired
( One Handed Duty Other (specify):
Job Titled:

Medical History(Please Check All That Apply) : No health or medical Issues

O Anxiety UDepression TOKidney Problems

QAsthma QDiabetes idLung Problems

aBipolar OHeart Problems TQPeripheral Vascular Disease

Qcancer OHigh Blood Pressure ORheumatoid Arthritis

acoprD i Osteoarthritis TdThyroid Problems

Prior Hand Injury: QYes ONo Qlif yes, type of injury Qright Qleft Oboth

Past Surgical History (Please Check All That Apply): LNo Surgeries

DAdenoidectomy (OHysterectomy (OBreast Biopsy B Elbow
CJAngioplasty i ONeck Surgery tORight CRight
CAppendectomy (0Oral Surgery COLeft OLeft
[OBack Surgery CProstate Surgery OBoth OBoth
COCosmetic Surgery COReconstructive Surgery O Carpal Tunnel O Knee
[IC-Section / Cesarean CStent Placement CRight CRight
CJEndoscopy OStomach Surgery CLeft OLeft
CEye Surgery (OThyroid Surgery (OBoth OBoth
JGall Bladder Removal (Tonsillectomy O Cubital Tunnel O Shoulder
OGastric Bypass COTrigger Finger Release CRight CRight
(OHeart Surgery (dTubal Ligation OLeft OLeft
OHemorrhoid Surgery [IVasectomy (OBoth OBoth
(OHernia Surgery (OWound Care

Other:

Family Status: (Single OMarried OPartnered UDivorced UlLegally Separated Widowed
QUICK DASH



Name:

Date:

Please rate your ability to do the following activities in the last week by circling the number below the appropriate

response:
NO MILD MODERATE SEVERE UNABLE
DIFFICULTY DIFFICULTY DIFFICULTY DIFFICULTY
1. Open a tight or new jar. 1 2 3 4 5
2. Do heavy household chores (e.g. wash walls, 1 2 3 4 5
floors)
3. Carry a shopping bag or briefcase 1 2 3 4 5
4. Wash your back 1 2 3 4 5
5. Use a knife to cut food. 1 2 3 4 5
6. Recreational activities in which you take some 1 2 3 4 5
force or impact through your arm, shoulder or
hand (e.g. golf, hammering, tennis, etc)
NOT AT ALL SLIGHTLY MODERATELY QUITEA EXTREMELY
BIT
7. During the past week, to what extent has your 1 2 3 4 5
arm, shoulder or hand problem interfered with
your normal social activities with family, friends,
neighbors or groups?
NOT LIMITED SLIGHTLY MODERATELY VERY UNABLE
AT ALL LIMITED LIMITED LIMITED
8. During the past week, were you limited in your 1 2 3 4 5
work or other regular daily activities as a result of
your arm, shoulder or hand problem?
Please rate the severity of the following NONE MiLD MODERATE SEVERE EXTREME
symptoms in the last week. (circle number)
9. Arm, shoulder or hand pain 1 2 3 4 5
10. Tingling (pins and needles) in your arm, 1 2 3 4 5
shoulder or hand.
SO MUCH
NO MILD MODERATE SEVERE DIFFICULTY
DIFFICULTY DIFFICULTY DIFFICULTY DIFFICULTY THAT I
CAN'T SLEEP
11. During the past week, how much difficulty 1 2 3 4 5

have you had sleeping because of the pain in your
arm, shoulder or hand? (circle number)
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Notice of Privacy Practices

I, have had the opportunity to read and review the Notice
of Privacy Practices for Advanced Hand and Plastic Surgery Center. All of my questions
regarding HIPAA and the use of my protected health information have been answered to my
satisfaction.

Patient Signature:

If patient is a minor, Parent or Guardian Signature:

Date:

| AUTHORIZE THE RELEASE OF MEDICAL INFORMATION PERTAINING TO MY
HEALTH TO THE FOLLOWING:

List Person or Persons:

1.

2.

3.

4.

Patient Signature:
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