Patient Questionnaire

NAME:

What are you being seen for today?

When (roughly) did your symptoms start?

What do you think caused your symptoms?

Have you had this problem before?

Have you had any of the following treatments for these symptoms?
“IPrevious PT (including in your home) [IChiropractor [JOccupational Therapy
OPsychologist/psychiatrist UMassage Therapy

Have you had any of the following tests/procedures for these symptoms?

(0X-Ray [MRI OCT Scan  [Iblood test Clultrasound  [Jinjections  [Jbone scan [Jother
Are your symptoms:  [JConstant OlIntermittent [JChange with activity
List three things that make your symptoms worse List three things that make your symptoms better

How are you sleeping?
"INot sleeping  [IDifficulty falling asleep “IWake up due to pain [1Sleep with meds

(Mark on the picture the location of your worst symptoms)
Pain: Better: Da.m. op.m. oOnight
Worse: pa.m. oOp.m. 0Onight

Work: Oemployed  Cunemployed  [Ciretired Ostudent Jhomemaker
Occupation: Hours worked per day:
Work requirements: Olifting  [Tsitting [Tcomputer [1phone [Idriving

Coverhead Oprolonged standing Cother
Social History:
Lives [lalone [with Spouse/Partner oFamily [with Caregiver
Livesin Uapartment Uhouse Uassisted living

[1# stairs Orailing  Y/'N

Current Exercise Routine/ Leisure activities/ Hobbies:

How often do you exercise? days per week

What are your expectations for therapy?

Therapist Signature Date




NAME:

Past Medical History
Have you ever been diagnosed by a physician as having any of the following conditions?

oAlzheimer’s oDiabetes oKidney disease
oAnemia oEmphysema/ Bronchitis oMigraines
oAnxiety/ Panic attacks oEpilepsy/Seizures oMental illness
oArtery blockage aFibromyalgia oMultiple sclerosis
oAurthritis oGastrointestinal disorder oOrgan Transplant
oAsthma oGout oOsteoporosis
oBlood Clot oGynecological problem oPacemaker
oBone/ Joint Infection oHard of hearing oPneumonia
oChemical dependency oHeart attack oStroke
(alcoholism/drugs) oHeart problems oSwelling/ edema
oCancer Type When oHernia oTuberculosis
oCoronary artery disease aoHepatitis/Liver problems aTumor
oCOPD oHIV/AIDS oThyroid problem
oDementia aHigh blood pressure oVision changes
oDepression alncontinence oOther
Women: Are you currently pregnant or think you might be pregnant? Yes No
List Surgeries/hospitalization [ See List List injury/fracture/dislocation/sprain
1. 1.
2. 2.
3. 3.
List Prescription medication (pill, injection, skin patches) (1 See List
1. 2. 3. 4.
5. 6. 7. 8.
List over the counter medications taken in the last week
1. 2. 3. 4,
Number of caffeinated beverages/pills do you have per day Tobacco use per day
How many days a week do you drink alcohol? drinks per episode
Allergies: Medication: Other:

Latex Allergy:  YES NO Sensitivity to Heat or Ice: YES NO
Have you recently noted? (If so, is your doctor aware of this? If not, be prepared to discuss with your therapist.)
oUnexplained weight loss/ gain oNumbness/ tingling
oWeakness aDifficulty swallowing
oDizziness/ lightheadedness oConstipation
oHeart burn/indigestion oDiarrhea
oShortness of breath oFatigue
oFainting oChanges in bladder/ bowel function
oHeadache oFalls number in past year
oNausea/ vomiting oBalance difficulty with walking
oFever/ chills/ sweats
In the past month have you felt down or had little interest/pleasure in doing things? YES NO
Do you feel you are in an unsafe or abusive relationship? YES NO
Do you want help with this? YES YES, but not today NO

Therapist Signature Date




