
Date:__________

Name:____________________________________________

Referring Physician:______________________________________

Occupation:_______________________________________________________________

____________________________________________________________________________________________

Past Medical History:

qAllergy/Asthma qEmphysema/COPD qAngina qReflex Sympathetic Dystrophy

qSeizures/Epilepsy qMitral Valve Prolapse qCancer qInfectious Disease (TB, hep, HIV)

qHeart problems qBlood Clots/Phlebitis qMigraine qHigh/low blood pressure

qStroke/TIA qEssential Tremor qDepression qPsychiatric Disorders

qSkin Problems qOsteoporosis qAnxiety qUrinary/kidney problems

qThyroid Problems qOsteopenia qDiabetes qRheumatoid Arthritis

qFibromyalgia qOsteoarthritis qHead Injury qWomen: Are you Pregnant

Other:_________________________________________________________________________________________

Current Symptoms: 

qShortness of breath Please mark using symbols

qFever/Night sweats

qFatigue/Weakness

qDizziness

qBalance/Coordination Changes

qNumbness/Tingling

qSwelling of Ankles/Hands

qBowel Bladder Problems

qVision Problems

qHeadaches

qweight Loss/Gain

qNausea/Vomiting

Rate the intensity of your pain (Best and Worst).

At Rest   0     1     2     3     4     5     6     7      8      9        10

Minimal           Severe

Activity   0     1     2     3     4     5     6     7      8      9        10

 Minimal           SevereModerate

Moderate

Symptoms:

X Sharp Pain

∘∘∘ Numbness, Tingling

/// Ache

ΔΔΔ Burning

Patient History

Date of Birth:_________________________

Date of Injury:_________________________

Injury Description:____________________________________________________________________________________

Past Orthopedic Injuries, Surgeries  Dates:________________________________________________________________

____________________________________________________________________________________________________

______________________________________________________________________________________________________

Current Medications:_________________________________________________________________________________

______________________________________________________________________________________________________

Physical Activity/Exercise Routine: Type:__________________________________________________________________

How often:_____________________Time Spent:_________________Currently able to continue?________________

Goal: What would you like to gain from physical therapy?________________________________________________




