


Name:___________________________Date:_____________	
  Referring	
  Dr._____________________Next	
  Follow	
  Up	
  Apt?________	
  

1.	
  	
  What	
  is	
  your	
  main	
  complaint	
  or	
  problem?________________________________________________________________	
  

Date	
  of	
  onset___________________	
  How	
  did	
  it	
  occur_________________________________________________________	
  

_____________________________________________________________________________________________________	
  

Age:________Height:_______Weight:_______(Medicare	
  Required)	
  

2.	
  	
  Do	
  you	
  have	
  a	
  history	
  of	
  falls	
  or	
  have	
  fallen	
  in	
  the	
  past	
  year?	
  	
  Yes:____	
  No:____	
  If	
  yes	
  did	
  it	
  result	
  in	
  injury?	
  Yes:___	
  No___	
  

3.	
  	
  	
  Please	
  rate	
  the	
  level	
  of	
  your	
  pain	
  at	
  its	
  best	
  and	
  worst.	
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   1	
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   4	
   5	
   6	
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   8	
   9	
   10	
  
No	
  pain-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐-­‐Extreme	
  Agony	
  

	
  
4.	
  	
  What	
  medications	
  are	
  you	
  taking	
  for	
  this	
  problem?	
  	
  Please	
  list	
  the	
  names	
  of	
  the	
  medications:	
  
Anti-­‐inflammatory	
   Pain	
  killer	
   Muscle	
  relaxer	
   	
   Other_____________________________________	
  
	
  
5.	
  	
  List	
  of	
  other	
  medications	
  you	
  are	
  currently	
  taking:__________________________________________________________	
  

6.	
  	
  Date	
  of	
  surgery	
  (if	
  applicable)_____________________Type_______________________________________________	
  

7.	
  	
  If	
  you	
  have	
  pain,	
  please	
  circle	
  those	
  words	
  which	
  best	
  describe	
  it.	
  
	
  	
  	
  	
  	
  Constant	
  	
  	
  	
  Intermittent	
  	
  	
  	
  Sharp	
  	
  	
  	
  Dull	
  	
  	
  	
  Burning	
  	
  	
  	
  Throbbing	
  	
  	
  	
  Twinge	
  	
  	
  	
  Ache	
  	
  	
  Numb	
  	
  	
  	
  Tingle	
  	
  	
  	
  Tight	
  	
  	
  	
  Pulling	
  
	
  

8.	
  	
  How	
  do	
  you	
  feel	
  in	
  the:	
  Morning?	
  Better/worse	
  	
   	
  Afternoon?	
  Better/worse	
  	
  Evening?	
  Better/worse	
  Night?	
  Better/worse	
  

9.	
  What	
  positions	
  or	
  activities	
  make	
  your	
  pain	
  better?________________________________________________________	
  
_____________________________________________________________________________________________________	
  
10.	
  What	
  positions	
  or	
  activities	
  make	
  you	
  pain	
  worse?_________________________________________________________	
  
_____________________________________________________________________________________________________	
  
11.	
  Please	
  indicate	
  painful	
  areas	
  by	
  shading	
  models.	
  	
  

	
   	
   	
   	
   	
   	
   	
   	
  
12.	
  What	
  tests/or	
  treatment	
  have	
  you	
  had	
  for	
  this	
  problem?	
  What	
  were	
  the	
  findings?	
  Previous	
  Therapy?	
  

X-­‐ray	
   	
   MRI	
   	
   CT	
  Scan	
   	
   Myelogram	
   	
   EMG	
   	
   Other	
  
	
  
13.	
  	
  What	
  is	
  your	
  occupation?___________________________________________________________________________	
  
	
   a)	
  Working	
  Full	
  time	
  	
  	
  	
  Part	
  time	
  	
  	
  	
  Light	
  duty	
  	
  	
  	
  Not	
  working	
  
	
   b)	
  Physical	
  work	
  requirements:	
  	
  sedentary	
  	
  	
  	
  ight	
  	
  	
  	
  moderate	
  	
  	
  	
  	
  heavy	
  	
  	
  	
  	
  ery	
  heavy	
  
	
   c)	
  Job	
  requires	
  prolonged:	
  sitting	
  	
  	
  	
  standing	
  	
  	
  	
  bending	
  	
  	
  	
  walking	
  	
  	
  	
  lifting	
  	
  	
  	
  squatting	
  	
  	
  	
  driving	
  
	
  
14.	
  	
  What	
  functional	
  activities	
  are	
  you	
  currently	
  having	
  problems	
  with?	
  
	
  	
  	
  	
  	
  Dress/bathe	
  	
  	
  	
  	
  job	
  duties	
  	
  	
  	
  	
  	
  housework	
  	
  	
  	
  	
  	
  cook/eat	
  	
  	
  	
  	
  	
  walk	
  	
  	
  	
  	
  	
  stand	
  	
  	
  	
  	
  	
  sit	
  	
  	
  	
  	
  	
  drive	
  	
  	
  	
  	
  sleep	
  	
  	
  	
  	
  	
  recreation	
  
	
  
15.	
  Do	
  you	
  have	
  any	
  medical	
  problems?______________________________________	
  Pregnant?____________________	
  
	
  
16.	
  	
  What	
  do	
  you	
  hope	
  to	
  accomplish	
  with	
  physical	
  therapy?__________________________________________________	
  
	
  
17.	
  Medical	
  History?___________________________________________________________________________________	
  
	
  




