
New PatientI nformation

Last Name: ______________________________ First Name: ___________________________ Middle Initial:_________ 

Address:___________________________________________________________________________________________ 

City:______________________________________ State:__________ Zip:__________________________ 

Birthday: _______/_______/_______ Sex:__________ Social Security #: ____________________________________ 

Home Phone #: ____________________ Work Phone #: __________________ Cell #: __________________________ 

Marital Status: Single __________  Married __________  Divorced __________  Widowed ____________________ 

Emergency Contact: ____________________________ Phone #: ______________ Relationship: _________________ 

Primary Care Physician / Family or Orthopedic Doctors: ___________________________________________________       

How did you hear about us? __________________________________________________________________________

Consent for Treatment:
I hereby consent to receive care for therapy services by Be Fit Physical Therapy & Pilates. I consent to medical 
treatment as is deemed necessary or advisable by the physical therapist.

Consent to Release Medical Information:
I authorize Be Fit Physical Therapy & Pilates to release any information acquired in connection with my therapy 
services including, but not limited to, diagnosis, clinical records, to myself, my insurance(s), physician(s).

Consent to Obtain Medical Information:
I authorize Be Fit Physical Therapy & Pilates to obtain and acquire any information that would be beneficial in 
connection with my therapy, which may include X-rays, CT scans, MRIs, along with physician’s documentation.

Assignment of Insurance Benefits:
I hereby authorize payment to be made directly to Be Fit Physical Therapy & Pilates.

Guarantee of Payment:
I agree to pay any charges that my insurance does not pay. I am responsible to pay any un-covered portion on the 
date services are rendered. I am responsible for any incurred costs on overdue balances including, but not limited 
to, late fees, interest fees, legal fees, and collection agency fees.

Cancellation/No-Show Policy:
We understand that there are times when you must miss an appointment due to an emergency. However, 
when you do not cancel an appointment you may be preventing another patient from getting needed treatment. 

If your appointment is not canceled at least 48 hours in advance, you will be charged and $50.00 fee; this will not be 
covered by your insurance company.

       h            I              ereby that I understand these rights as set forth.

Patient/Responsible Party Signature: __________________________________________ Date: ___________________

630.964.4008 | F 630.964.4117 | BeFitPT.com
4934 MAIN STREET, DOWNERS GROVE, IL 60515
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 High Blood Pressure
 Angina
 Heart Attack
 Stroke
 Asthma
 HIV/AIDS
 Cancer – Location: Date: 
 Tumor
 Systemic Lupus
 Hepatitis
 Epilepsy
 Diabetes
 Rheumatoid Arthritis
 Arthritis
 Pregnancy
 Incontinence
 Other_________________________
 Tobacco Use – packs/day: ______
 Drug or Alcohol Dependence

New Patient Health Questionnaire

Please describe your current complaint/limitation: ____________________________________________________________ 

Please describe how your problem began: _________________________________________________________________ 

Please tell us how long ago this started: ___________________________________________________________________ 

List any tests for this condition that you have had: ___________________________________________________________ 

Please indicate the daily activities that you cannot perform: ___________________________________________________ 

Please indicate your level of function prior to the onset of this condition: _________________________________________  
Did you have surgery? No  Yes  Date ____/____/____ Procedure: ________________________________________ 

Is there anything else you would like us to know? ____________________________________________________________

Please describe the nature of your symptoms (check all that apply): Please Mark on the picture locations of pain 

 Sharp Pain
 Dull Ache
 Throbbing
 Numbness
 Shooting
 Burning
 Tingling

 Constant (76 – 100%)
 Frequent (51 – 75%)
 Occasional (26 – 50%)
 Intermittent (25% or less)

Pain
Stiffness/Tightness 
Imbalance
Feeling “off”
Bowel changes
Bladder changes 

Night sweats

Weight loss

Medication: (Name/Dosage/Frequency/Route Administered) 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 

**If you need additional room for medications please bring a separate 

document on your next visit 

Hospitalization/Surgical Procedures (list if not described elsewhere): 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 

Do you have a Pacemaker?:   NO   YES 

 630.964.4008 | F 630.964.4117 | BeFitPT.com 
4934 MAIN STREET, DOWNERS GROVE, IL 60515

Level of symptoms at rest from 0 (No symptoms) to 10  _____

Level of symptoms with activity from 0 (No symptoms) to 10  ______

Since this condition began your symptoms have:   decreased   not changed   increased

Your symptoms are worse in:   morning   afternoon   night   increased during the day   same all day    

Activities or positions that increase symptoms: ______________________________________________________________ 

Activities or positions that decrease symptoms: _____________________________________________________________ 

Occupation: _____________________________ Has your work status changed because of this condition?  YES  NO 

Past Medical History:
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AUSTRALIAN PELVIC  

FLOOR QUESTIONNAIRE 
 

 
 

 
 

    

 
 

Patient’s Name:  ___________________________ 
 

 
Date of Birth: _____________________________ 
 

 
Date completed:   __________________________ 

 
 

Please circle your most applicable answer.  Consider your experience during the last month. 
 

BLADDER FUNCTION  ( ____ / 45) 

Q1. How many times do you pass urine in a 
day? 

0   Up to 7 
1   Between 8-10 
2   Between 11-15 
3   More than 15 

Q2. How many times do you get up at 
night to pass urine? 

0   0-1 
1   2 
2  3 
3   More than 3 times 

Q3. Do you wet the bed before you wake 
up at night? 

0   Never 
1   Occasionally - less than once per week 
2   Frequently - once or more per week 
3  Always - every night  
 

Q4. Do you need to rush/hurry to pass 
urine when you get the urge? 

0  Can hold on 
1           Occasionally have to rush – less than once/week 

2   Frequently have to rush – once or more/week 

3   Daily 
 

Q5. Does urine leak when you rush or 
hurry to the toilet or can’t you make it in 
time? 

0   Not at all 
1   Occasionally – less than once per week 

2   Frequently – once or more per week 

3   Daily 

Q6. Do you leak with coughing, sneezing, 
laughing or exercising? 
 

0   Not at all 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 

Q7. Is your urinary stream (urine flow) 
weak, prolonged or slow? 
0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 

Q8. Do you have a feeling of incomplete 
bladder emptying?  
0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 

Q9. Do you need to strain to empty your 
bladder? 

0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 

Q10. Do you have to wear pads because of 
urinary leakage? 

0   None - Never 
1   As a precaution 
2   When exercising / during a cold 
3   Daily 

Q11. Do you limit your fluid intake to 
decrease urinary leakage? 

0   Never 
1   Before going out 
2   Moderately 
3   Always 

Q12. Do you have frequent bladder 
infections?  
0   No 
1   1-3 per year 
2   4-12 per year 
3  More than one per month 

Q13. Do you have pain in your bladder or 
urethra when you empty your bladder?  
 

0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 

Q14. Does urine leakage affect your 
routine activities like recreation, 
socializing, sleeping, shopping etc? 

0   Not at all 
1   Slightly 
2   Moderately 
3   Greatly 

Q15.  How much does your bladder 
problem bother you? 
 

0   Not at all 
1   Slightly 
2   Moderately 
3   Greatly 

Other symptoms (haematuria, pain etc.) 
____________________________________________________________________________________________________________________________ 

 
____________________________________________________________________________________________________________________________ 

 

BOWEL FUNCTION  (_____ / 34) 

Q16. How often do you usually open your 
bowels?  
 

0   Ever other day or daily 
1   Less than every 3 days 
2   Less than once a week 
0   More than once per day 

Q17. How is the consistency of your 
usual stool? 
0   Soft 
0           Firm 
0   Hard (pebbles) 
1   Variable 
2   Watery 

Q18. Do you have to strain to empty your 
bowels? 
 

0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 

Q19. Do you use laxatives to empty your 
bowels? 

0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 

Q20. Do you feel constipated? 
 

0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 

Q21. When you get wind or flatus, can you 
control it, or does wind leak?  
0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 
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AUSTRALIAN PELVIC  

FLOOR QUESTIONNAIRE 
 

 
 

 
 

    

 
 

Patient’s Name:  ___________________________ 
 

 
Date of Birth: _____________________________ 
 

 
Date completed:   __________________________ 

 

Q22. Do you get an overwhelming sense of 
urgency to empty bowels? 
0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 

Q23.  Do you leak watery stool when you 
don’t mean to?  
0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 

Q24.  Do you leak normal stool when you 
don’t mean to?  
0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3   Daily 

Q25.  Do you have a feeling of incomplete 
bowel emptying?  
0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3  Daily 

Q26.  Do you use finger pressure to help 
empty your bowel?  
0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 

3   Daily 

Q27.  How much does your bowel problem 
bother you? 
0   Not at all 
1   Slightly 
2   Moderately 
3   Greatly 

PROLAPSE SYMPTOMS  (_____/15) 

Q28.  Do you have a sensation of tissue 
protrusion/lump/bulging in your vagina?  
 

0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3  Daily 

Q29.  Do you experience vaginal 
pressure or heaviness or a dragging 
sensation? 
0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3  Daily 

Q30.  Do you have to push back your 
prolapse in order to void? 
 

 

0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3  Daily 

Q31.  Do you have to push back your 
prolapse to empty your bowels?  
0   Never 
1   Occasionally – less than once per week 
2   Frequently – once or more per week 
3  Daily 

Q32.  How much does your prolapse 
bother you? 
0   Not at all 
1   Slightly 
2   Moderately 
3   Greatly 

Other Symptoms:  (problems: walking / sitting, 

pain, vaginal bleeding) 

___________________________________ 

___________________________________ 

___________________________________ 

SEXUAL FUNCTION   (_____/21) 

Q33. Are you sexually active? 
 
⎕   No 
⎕          Less than once per week 

⎕          Once or more per week 

⎕   Daily or most days 
 
 

If you are not sexually active, please  
continue to answer questions 34 & 42. 

Q34.  If you are not sexually active, 
please tell us why? 
⎕   Do not have a partner 
⎕          I am not interested 

⎕          My partner is unable 

⎕   Vaginal dryness   
⎕          Too painful 
⎕          Embarrassment due to the    
             prolapse/incontinence 
⎕          Other reasons: ____________________ 
 

Q35.  Do you have sufficient vaginal 
lubrication during intercourse? 
 
0   Yes 
1   No 

 

Q36.  During intercourse vaginal sensation 
is:  
0   Normal / pleasant 
1   Minimal 
1   Painful 
3  None 

Q37.  Do you feel that your vagina is too 
loose or lax? 
0   Never 
1   Occasionally 
2   Frequently 
3  Always 

Q38.  Do you feel that your vagina is too 
tight? 
0   Never 
1   Occasionally 
2   Frequently 
3  Always 

Q39.  Do you experience pain with sexual 
intercourse?  
0   Never 
1   Occasionally 
2   Frequently 
3  Always 

Q40.  Where does the pain during 
intercourse occur? 
0   Not applicable, I do not have pain 
1   At the entrance to the vagina 
1   Deep inside, in the pelvis 
2  Both at the entrance & in the pelvis 

Q41. Do you leak urine during sexual 
intercourse?  
0   Never 
1   Occasionally 
2   Frequently 
3  Always 

Q42.  How much do these sexual issues 
bother you? 
⎕         Not applicable 
0          Not at all 
1          Slightly 
2          Moderately 
3          Greatly 

Q43.  Other symptoms? 
(faecal incontinence, vaginismus etc) 
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