


Patient Name: __________________________________________       DOB:_____________      Height/ Weight_______/________  
Date of Eval:_________________
Briefly describe the current problem(s) that brought you here: ____________________________________________________________________________________________________________________________________________________________________________________________________________________
When did your symptoms begin?_______________________________________________________________________________ 
Are they:    (circle one)    GETTING WORSE     IMPROVING     STAYING THE SAME
Have you had any testing done?   XRAYS_______ MRI_________ EMG/Nerve Conduction Test___________CTcan_____________
Results:  __________________________________________________________________________________________________________
Have you had these symptoms before? (YES / NO) Have you had treatment for these symptoms before? (YES / NO)
Has treatment helped? (YES / NO ) 
If yes, what has helped in the past: ________________________________________________________________________
Date of your next Doctors Appointment _______________________________ 
Are you currently receiving home health care? (YES / NO) 
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Have you had any falls in the last 12 months?  (YES / NO)
If yes, please describe the nature of the fall: _____________________________________________________________________________________________________
Please describe if an injury(ies) occurred: _____________________________________________________________________________________________________
Are you currently using any assistive devices? (YES / NO) If yes, what assistive devices? _____________________________________________________________________________________________________
Do you have difficulty with any of the following activities? (Please circle all that apply)
WALKING          BATHING          FEEDING          DRESSING/ GROOMING          TOILETING         TRANSFERRING       BED MOBILITY    STANDING          STAIRS/ CURBS           SITTING     HOUSEHOLD CHORES          SLEEPING
What are your goals for participating in Therapy?  _____________________________________________________________________________________________________





If you have pain what is your pain level?  0= No Pain, 10= Extreme Pain             (Please Circle the correct response) 
AT WORST: 0     1     2     3     4     5     6     7     8     9     10          Are your symptoms:      CONSTANT         COME AND GO
AT BEST:      0     1     2     3     4     5     6     7     8     9     10          DEEP      SHARP     SHOOTING     NUMB/TINGLY       BURNING
                                                                                                            DULL/ ACHE     OTHER__________________________________
What makes your pain better? _____________________________________________________________________________________________________
What makes your pain worse? __________________________________________________[image: ]____________________________________________________
Previous/ Current Medical History
(PLEASE CHECK ALL THAT APPLY)

ALLERGIES

CANCER

TYPE I OR II DIABETES

OSTEOARTHRITIS

OSTEOPOROSIS/ OSTEOPENIA

NEUROLOGICAL PROBLEMS

RHEUMATOID ARTHRITIS

BOWEL/ BLADDER ISSUES

CIRCULATION PROBLEMS

NIGHT PAIN

FIBROMYALGIA

UNEXPLAINED WIGHT LOSS/ GAIN

HEART DISEASE

CURRENT OR PAST SMOKER

OTHER

PACEMAKER/ DIFBULATOR

HIGH OR LOW BLOOD PRESSURE

SURGERY
If you checked other please explain: _______________________________________________________________________
If you checked surgery please list/ describe: __________________________________________________________________________________________________________________________________________________________________________________________________________



To the best of my knowledge, I have fully informed you of the history of my problems and my current status: 
PATIENT SIGNATURE: __________________________________________ DATE:  ____________________________
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