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Date: _________  Name: _____________________________ 
 
DOB: _________________  Acct: _____________________ 
 
Insurance: _________________________________________ 
 

             
Age: _____ Height: _______  Weight:______ Sex:   M  F   Pronoun: He/Him She/Her They/Them 

Dominant hand:  R  L       Could you be or are you pregnant:  Yes  No  

Reason for Therapy:____________________________________________________________________________________ 

Date of injury/onset of symptoms: ___/___/___  Surgery for this condition: Yes/ No  Date ___/___/___ Type ____________ 
Please describe how your injury/problem occurred:__________________________________________________________ 

Please list any treatment you have received for this condition( ie. PT, chiro)______________________________________ 

For this condition have you had any of the following?  EMG___/___/___    X-ray ___/___/___     MRI / CT scan ___/___/___  

Injection: type: ______________ ___/___/___  Other:________________________________________________ ___/___/___ 

Have you had this problem before? Y/N    When?____________     What kind of treatment?_____________________________ 

Using the key below indicate on the body diagrams where your symptoms are located. 
X=Pain  //= Numbness 
O=Tingling                                                                                   Please rate your pain (0=none, 1=minimal, 10=severe) 
                             
  
      
           

 
           
        

               Please describe CIRCLE your pain/symptoms 
 

 
 
 
 
 

 

What makes your symptoms worse? ____________________________________________________________________ 

What makes your symptoms better? ____________________________________________________________________ 

Limitations due to your current problem:_________________________________________________________________

____Laying down 

____Sit to stand 

____Up/Down Stairs  

____Squatting/Lifting 

____Looking overhead 

____Taking a breath 

____Bending 

____Work  

____Driving  

____Swallowing 

____Talk/Chew/Yawn/All 

____ Cough/sneeze pain  

____Turning Head 

____Sitting  

____Walking  

____Standing  

____Reaching 

____Child care   

____Sleep/Awake from Pain 

____Self Care/Hygiene 

____Home activities 

____Repetitive activities  

____Sport/Recreation

What are your goals for therapy? (Two things you want to be able to do again or do better) 

1.__________________________________________  2. ___________________________________________________ 
 

How did you hear about  Physical Therapy?   Physician    Friend/relative    Website   Previous patient   Self    Coach   Other          
 
 

 

 
At present:     0      1       2      3      4      5      6      7      8      9      10 
 
At worst:        0       1       2      3      4      5      6      7      8      9      10 
 
At best:          0       1      2       3      4      5      6      7      8      9      10 

Constant     Intermittent       Sharp       Dull      Aching       Burning     

Decreasing                 Increasing                     Staying the same 

Weakness    Giving way   Throbbing   Other:________________ 




