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Name:

Date of Birth:

Today’s Date:

Please complete the following questionnaire to assist your PT or ATC in developing the most appropriate

rehabilitation program for you. Thank you!

Medical / Surgical History
IPlease check all that apply:

U Arthritis UMultiple Sclerosis
LBroken bones/fracture WMuscular dystrophy
L Osteoporosis UParkinson Disease
LBlood Disorders USeizures/Epilepsy
QCirculation/Vascular problems ODevelopmental or
Heart Problems growth problems
OHigh Blood Pressure UThyroid problems
ULung problems UCancer

UStroke Qlnfectious disease
ODiabetes OKidney problems

U Tuberculosis (TB) URepeated infection
UHypoglycemia WUlcers/Stomach problems
Head Injury USkin diseases
Depression UPresently pregnant
High Cholesterol ~ WOther:

IWithin the past year, have you had any of the following
symptoms?

U Chest pain UDifficulty sleeping
UHeart palpitations ULoss of appetite
UCough UNausea/vomiting
Hoarseness UDifficulty swallowing
U Shortness of breath WBowel problems

L Dizziness or blackouts UWeight loss/gain

W Coordination problems QUrinary problems
Weakness in arms or legs UFever/chills/sweats
Hearing Problems WUHeadaches

LJoint Swelling UDifficulty walking

(Balance difficulties QUncorrected Vision problems
OHave you fallen within the past year? OYes No
O other concern:

Current Daily Activities (check & list all that apply)
WHousework QYard Work

(Hobbies

UEmployment

USports

UExercise (describe frequency/duration/program/location)

Current Conditions / Chief Complaint(s)
Describe the problem(s) for which you seek therapy:

When did problem(s) begin? Month Day Year

Injury / other cause?

What makes the problem worse?

What makes the problem better?

What are your goals for therapy?

Are you on any Medications? OYes UNo

If yes, list medications:

Pain:
Do you have pain?  QYes UNo
Pain location: please shade in the area of your pain

o fiom the best you feel fa the worst
2y the prresent intevisity

Pain Quality: QDull USharp UThrobbing WBurning
UAche QOther:

Pain Frequency: (check all that apply)
ULess than daily ODaily episodes Ulncreases throughout day
UConstant UNight Pain  UOther:

PT/AT Initials




