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Physical Therapy






PATIENT MEDICAL HISTORY/INFORMATION
Please complete the following information to the best of your ability to help assist with providing you the best therapy treatment plan and outcomes.  
Name:________________________________________________  Date:______________________

When did your injury or illness start?  If your illness is on-going, give the date of the most recent flare-up?  MONTH:__________DAY:_____________YEAR:_________

Describe incident or problem which resulted in your referral to physical therapy:

____________________________________________________________________________________________
____________________________________________________________________________________________
Have you had physical therapy before?  Yes:_________  No:__________

Describe:_____________________________________________________________________________

Describe your general physical health: Excellent_______  Good_________  Fair_________  Poor_________

Do you have a history of heart trouble?  Yes:_______  No:________  Explain:_______________________
Do you have a pace-maker?  Yes:______  No:_______  Do you have diabetes?  Yes:_____ No:______

Do you have a history of circulatory problems, (i.e., bronchitis, emphysema, etc.)?  Yes:____ No:___

Describe:_____________________________________________________________________________

Do you have metal or plastic implants?  Yes:_____  No:________  Explain:_____________________

Are you pregnant?  Yes:_____  No:______

Do you have an infectious disease or history of such?  Yes:_____ No:_____  What?_______________

Do you have or have ever had any of the following medical conditions or problems?

Write “C” for current problems or “P” for past problems
	Condition/Problem
	C  or P
	Condition/Problem
	C or P

	Dizzy Spells/Fainting 
	
	High Blood Pressure
	

	Shortness of Breath
	
	Muscle Weakness
	

	Chest Pain 
	
	Chronic Pain 

Location(s): 
	

	Numbness/Tingling Sensation 

_____Arms     _____Legs    ____Feet  _____Hands
	
	Bone Fracture

Location(s): 
	

	Cancer   Type:
	
	Joint injury 
	

	Diabetes 
	
	Arthritis 
	

	Neuropathy 
	
	Osteoporosis 
	

	Seizures 
	
	Sleeping Difficulty 
	

	Heart Attack/Stroke 
	
	Sprain 
	

	Frequent Headaches 
	
	Wound(s) /Surgical Incision
	


Please list any surgery you have had, include date:

1._______________________________________________________________________

2._______________________________________________________________________

3._______________________________________________________________________

When did you last see your physician?_________Do you have another appointment scheduled?  
Yes:_____  No:_____  When?____________________

What medication(s) are you currently taking?
1. ______________________________________________
2. ______________________________________________
3. ______________________________________________
4. ______________________________________________
5. ______________________________________________

Is there any additional information you feel will be valuable for the therapy staff to be aware of

(i.e., tendency to faint, dizziness, seizures, etc.)?  Yes:_____  No:_____

Please Explain:________________________________________________________________________

PAIN 

How often does pain occur?


___Constant


___Comes during activity


      If so, list activity______________________________________________________________


___Occurs randomly

What is your current pain level on a scale of 0-10 (10 being the worst)?_________________

What is your pain level goal on a scale of 0-10?_____________

Does pain affect your sleep?


___Wakes from sleep
___Prevents sleep
___Better after sleep

What does your pain prevent you from doing? _______________________________________________________
____________________________________________________________________________________________
Patient Signature:_______________________________________________
Pain Assessment (To be completed by therapist)

Pain Location 1:_____________________________________________________  Onset:________________

Pain Location 2:_____________________________________________________  Onset:________________

Pain Location 3:_____________________________________________________  Onset:________________

Worst pain gets (0-10 scale):______________             Best pain gets (0-10 scale):_________________

Description of pain (dull, aching, etc):_________________________________________________________

What makes the pain feel better?  (e.g. medication, rest)_________________________________________________________________________________________

Comments:

I have reviewed the patient’s medical history with the above-mentioned patient. 

Therapist:_____________________________________________Date:_________________
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