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1) What is the primary reason for coming to therapy? (Please check all that apply)
(pain [Jweakness [Jdecreased joint range of motion [Ja fall or multiple falls
[difficulty performing activities of daily living (such as bathing, dressing, self care)

[ difficulty walking [] other describe:

2) When did this problem(s) begin?

3) What is the cause of your condition?

[Jtraumatic incident  [Jwork related [Jmotor vehicle accident
[Ino obvious Incident {Jgradual onset  [Jsudden onset  [Jchronic condition
[Jother describe:

4)Work Status: [Jworking full duty [Jout of work [Jretired
[Iworking modified duty describe:

Occupation:

5) Have you had previous []Physical Therapy [JOccupational Therapy [Jother:
If yes, please state when and why:

6) What are your goals for therapy?

7) Where is the pain/ problem? ( indicate by marking on the picture below)
Front Back

ey

Right Left Left Right

8) Which word(s) describe your pain  (check all that apply)

[aching [gnawing [Jpenetrating [Jshooting [Junbearable [occasional

[Jburning  [Inagging [Jradiating [Jstabbing [Jother rescribe belowy [Jcontinuous
[exhausting [Jnumb  [Jsharp [Jthrobbing [Jintermittent

9) Over the past 24 hours, what number best describes your pain...
(Rate your pain by circling one number below)
at rest? (NoPain) 0 1 2 3 4 5 6 7 8 9 10 (Worst Pain Possible)
with activity? NoPain) 0 1 2 3 4 5 6 7 8 9 10 (Worst Pain Possible)

10) What Diagnostic tests have you undergone? (check all that apply) [Inone
[x-ray [OMRI []JCT-scan [JEMG [Jother describe:
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PAST MEDICAL HISTORY

4

Please supply details of ALL medical problems. If you do not have the condition, mark “no”.
Heart: [Jno [Jyes: [Jheart attack [Jangina [Jpacemaker [lirregular heart rate
[congestive heart failure [Jother (describe)
Lung: [Ino [lyes: [Jasthma [Jbronchitis [Jemphysema
[other describe:
Blood Pressure: [Jno [lyes: [Jhigh [Jlow What your usual BP?

Diabetes: [Jno [Jyes: [Jinsulin dependent []diet controlled [Joral controlled
Bone or Joint: [Jno [Jyes:

[Josteoporosis  [Jarthritis []fractures describe:
[Ospine surgery [Jjoint replacements describe:
Cancer: [Jno [lyes: Type/ Location:
[JChemo/ Radiation Treatment: Date/ Complications:
Kidney/Liver: [Jno [Jyes: [Idialysis type:
[hepatitis A B C (circle) [lother describe:
Neurological: [Jno [Jyes:

[stroke [Jparkinsons [|multiple sclerosis [lhead injury [Iseizures
Immunosuppression: [Jno [Jyes: [JHIV [Jother describe:
Have you had a history of resistant organisms or previous precautions? [Jno [Jyes:
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Psychological: [Jno [Jyes: [Janxiety [Jdepression [Jother describe:
Allergies: [no [Jyes: [Jlatex [Jfood [Jother describe:

Nutritional: Weight loss/ gain >10 Ibs in 6 months yes/no
TPN/ tube feeding yes/no
Problems chewing/ swallowing yes/no
Other describe:

Do you Smoke [Jno [Jyes, how much? Drink [Jno [Jyes, how much?

Have you experienced any of the following?

Visual deficits yes/no  Dizziness yes/no Fainting spells yes/no Falls yes/no
Females: Is there a chance that you may be pregnant? [Jno [Jyes: months

SURGERIES:

Medications: Piease list all medications that you are currently taking including prescription
medications, over the counter medications, and/or vitamins/ herbals.
As medications change or are added, please notify your therapist each visit.

The above supplied information is accurate and complete, I understand withholding relevant medical
history may compromise my therapy. As other conditions arise I will update my therapist.
Patient Signature: Date:

Updates
(Include Intials/ Date)

Therapist Signature: Date/Time:




