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Date: ___/___/___   Patient Name: ______________________________________________________________________________ 
 

   Ã  Yes  Ã No   If YES, please list medications below and what you are taking them for. 

1. _________________________________________ 6. _________________________________________ 
2. _________________________________________ 7. _________________________________________ 
3. _________________________________________ 

Type of Surgery Date 
    
    
    
    
    
 
Have you had physical/occupational/speech therapy treatment within the last 60 days?  Ã No  Ã Yes   
 
Have you been recently hospitalized?  Ã No  Ã Yes   
 
History (75sr) 
 
Age: ____    Ã Male  Ã Female  Are you Ã right or Ã left hand dominant? Ã Ambidextrous? 
 
Height: ____ ft ___inches   Weight: ______ lbs   Are you satisfied with your weight?  Ã Yes  Ã No 
 

Date of injury or onset of present symptoms:  ___ / ___ / ___ Have you ever had these symptoms before?  Ã Yes  Ã No  

Check one or more of the following that apply to your present condition:   

   Ã Work related injury         Ã Recurrence of previous injury      Ã Have you been hospitalized in the last 3 months? 
   Ã Motor vehicle accident     Ã Athletic / recreational injury         Ã Surgery (Specify): ________________________________ 
   Ã Injury related to lifting            Ã Injury related to falling   
 
What were you doing when you were injured or experienced the onset of your present condition and how did it happen? 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
Systems Review:  Please check only the conditions you currently have 
 

Constitutional  
Ã Recent fevers/sweats 
Ã Unexplained weight loss/gain 
Ã Unexplained fatigue/weakness 
Ã HIV 
Ã Hepatitis A, B, or C 
Ã Diabetes  
Ã Cancer 
 
 

 
Respiratory 
Ã Cough/wheeze 
Ã Coughing up blood 
Ã Asthma 

 
Skin 
Ã Rash 
Ã Sores 
Ã MRSA 
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Pain 
 
Mark your pain locations on the diagram 
 

Pain Rating 
Scale used 0-10 (0=no pain, 10=emergency room pain) 
 
Please Circle Number 
Pain at rest   0  1  2  3  4  5  6  7  8  9  10 
Pain with activity   0  1  2  3  4  5  6  7  8  9  10 
 
Description of Pain:  
Ã Sharp  Ã Dull  Ã Burning  Ã Electrical   Ã Cramping 
Ã Pain is localized  Ã Pain is radiating 
 
What make your pain worse?  
Ã Sitting  Ã Standing  Ã Walking  Ã Twisting 
 
Ã Bending  ÃSquatting  Ã Time of the day 
 
Ã Running  Ã Climbing Stairs  Ã Physical Activity 
 


