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Patient Name:  __________________________________________  Date:  ____________

INFORMED CONSENT FOR PELVIC FLOOR MUSCLE EVALUATION


During the physical therapy evaluation for the problems you have reported, an assessment of your low back, hips and pelvic girdle will be performed by a physical therapist in order to identify any musculoskeletal problems.  This may include an evaluation of your pelvic floor muscles for strength, resting tone (tightness), and coordination (contract/relax).  The findings will be discussed with you, and you will work with your physical therapist to develop a treatment plan that is appropriate for YOU.  Your evaluation MAY include an internal assessment of the pelvic floor muscles, which could be completed vaginally (females) or rectally (males & females).  A biofeedback assessment of your pelvic floor muscles may also be performed and may include internal or external sensors.  Your physical therapist will discuss this option and receive your consent BEFORE initiating this exam.  You absolutely can say NO, and your physical therapist can assess and treat the pelvic floor muscles externally (from the outside) if needed.  The assessment of the pelvic floor muscles may result in soreness or discomfort temporarily.  If this occurs, please discuss your symptoms with your physical therapist.  (I have read and understand the above: Patient Initials:  _____________)

We realize that many patients may be apprehensive because of the private nature of the condition and examination.  Please ask as many questions as you need to increase your comfort and understanding of your evaluation, its findings, and treatment.  Please discuss any concerns or hesitation that you may have with your physical therapist.  (I have read and understand the above: Patient Initials:  _____________)

By signing this form, you agree and understand that treatment as indicated above may be necessary for effective treatment of your problem, and you agree that we have your permission to treat as discussed.  You are always free to change your mind at any time during your course of treatment, and you are encouraged to notify your physical therapis of any changes of your preferences.  (I have read and understand the above: Patient Initials:  _____________)

If you consent, you have the option to have a second person in the room for the pelvic floor muscle evaluation and treatment (as described above).  The second person could be a friend, family member, or clinic staff member.  Please indicate your preference below with your initials:

______ YES, I want a second person present during the pelvic floor muscle evaluation and treatment.
______ NO, I do not want a second person during the pelvic floor muscle evaluation and treatment.
______ I would like to discuss my options with my physical therapist prior to consenting.

CONSENT

I have read and understand the Informed Consent for Pelvic Floor Muscle Evaluation, and I consent to the evaluation and treatment, unless otherwise noted below.

_________________________________________________________________________________________________
(Please list any exception to consent – if none, write “None”)

Patient Signature:  __________________________________________		Date:  __________________________

Therapist Signature:  ________________________________________		Date:  __________________________
Serving you at six locations in Wyoming


	148 E. Arapahoe - P.O. Box 790
	406 South 4th St.
	1125 Charles St.
	1526 Rumsey Ave. #2
	639 W. Coulter Ave.
	702 E. 2nd Street

	Thermopolis, WY 82443
	Basin, WY 82410
	Worland, WY 82401
	Cody, WY 82414
	Powell, WY 82435
	Shoshoni, WY 82649

	307-864-2146
	3077-568-9399
	307-347-2535
	307-578-1970
	307-754-9262
	307-876-0005
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During the physical therapy evaluation for the problems you have reported, an assessment of you


r


 


low ba


ck, hips and 


pelvic girdle


 


will be performed by a physical therapist in order to identify an


y musculoskeletal problems.  This may 


include an evaluation of your pelvic floor muscles for strength, resting tone (tightness), and coo


rdination 


(con


tract/relax).  The findings will be discussed 


with you, and you will work with your physical therapist to de


velop
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treatment plan that is appropriate for YOU.  


Your ev


aluation 


MAY include an inter
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treatment of your problem


, and you agree that we have your permission


 


to treat as discussed.  
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If you consent, you have the option to have a second person in the room for the pelvic floor muscle evaluation and 


treatment (as described above).
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  Serving you at six location s   in Wyoming      

148 E.  Arapahoe   -   P.O. Box 790  406 South 4 th   St.  1125 Charles St.  1526 Rumsey Ave. #2  639 W. Coulter Ave.  702 E. 2 nd   Street  

Thermopolis, WY 82443  Basin, WY 82410  Worland, WY 82401  Cody, WY 82414  Powell, WY 82435  Shoshon i , WY 82649  

307 - 864 - 2146  3077 - 568 - 9399  307 - 347 - 2535  307 - 578 - 1970  307 - 754 - 9262  307 - 876 - 0005  

      During the physical therapy evaluation for the problems you have reported, an assessment of you r   low ba ck, hips and  pelvic girdle   will be performed by a physical therapist in order to identify an y musculoskeletal problems.  This may  include an evaluation of your pelvic floor muscles for strength, resting tone (tightness), and coo rdination  (con tract/relax).  The findings will be discussed  with you, and you will work with your physical therapist to de velop   a  treatment plan that is appropriate for YOU.   Your ev aluation  MAY include an inter nal assessment of the pelvic floor   muscles, which  could be completed vaginally (females) or rec tally (males  & fe males ) .   A biofeedback assessment of  your  pelvic floor   muscles may also be performed and may include inter nal or external se n sors.   Your physical therapist will  discu ss this option and receive your consent BEFORE initia ting this exam.  You absolutely can s ay NO, and your physical  therapist can assess and treat the pelvic floor musc les externally (f rom  the outside) if needed.  The assessment of the  p elvic floor musc les may result in soreness or discomfort  temporarily .  If this occurs, please discuss your  symptoms   with  your physica l therapist.   (I have read and  understand   the above:  Patient   Initial s :   _____________)     W e  realize that many patients may be appr ehensive because of the private nature of the condition and examination.   Please ask as many questions as you need to increase your comfort and understanding of your e valuation , its finding s,  and treatment.  Please  discuss any con cerns or hesitation that you may have with your physical therapist.   (I have read  and  understand   the above:  Patient   Initial s :   _____________)     By signing this form, you a gree  and understand that treatment as indicated above may be necessary for effecti ve  treatment of your problem , and you agree that we have your permission   to treat as discussed.   You are   always free to  change your mind at   any time during your course of treatment, and you are encouraged to no tify your physical therapis  of any change s   of your pref erences.   (I have read and  understand   the above:  Patient   Initial s :   _____________)     If you consent, you have the option to have a second person in the room for the pelvic floor muscle evaluation and  treatment (as described above).    The second person could be a friend,   family member , or clinic staff member.  Please  indicate your preference below  with your initials:     ______  YES , I want a second person present during the pelvic flo or muscle ev aluation and treatment.   ______  NO , I d o not want a second person du ring the pelvic floor muscle evaluation and treatment.   ______  I would like to discuss my options with my physical therapist prior to consenting .     CONS ENT     I have read and understand the  Informed  Consent for Pelvic Floor Muscle Evalu ation, and I consent to the evaluation  and treatment, unless other wise noted below.     _________________________________________________________________________________________________   (Please list any exception to  consent  –   if  none, write  “ None ” )     Patient Signature:  __________________________________________   Date:  __________________________     T herapist Si gnat ure:  ________________________________________   Date:  __________________________  
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