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DATE:

CHECK APPROPRIATE BOX IF YOU NOW HAVE OR HAD ANY OF THE FOLLOWING:

LUNG/BREATHING PROBLEMS/ASTHMA	 YES	  NO	
CANCER	  YES	  NO	
DENTAL PROBLEMS 	 YES	  NO	
DIABETES	  YES	  NO	
HIGH BLOOD PRESSURE	  YES	  NO	
BLOOD VESSEL DISEASE/VASCULAR PROBLEMS_ YES 	  NO	
HEART ATTACK/HEART PROBLEMS 	 YES	  NO	
PACEMAKER	 YES	  NO	
HEADACHES	  YES	  NO	
HEARING AID	  YES	  NO	
JOINT REPLACEMENTS 	 YES 	  NO	
METAL IMPLANTS/FRAGMENTS 	 YES	  NO	
ARTHRITIS	  YES	  NO	
NERVOUS SYSTEM DISORDER/STROKE	 YES	  NO	
VISUAL IMPAIRMENT	  YES	  NO	
KNOWN ALLERGIES	  YES	  NO	
PREVIOUS SURGERIES (PLEASE LIST WITH DATES) YES 	  NO	
SEIZURES	  YES	  NO	
DIZZINESS	  YES	  NO	
PREGNANT NOW	  YES	  NO	
ALCOHOL/DRUG ABUSE	  YES	  NO	
INFECTIOUS DISEASE	  YES	  NO	
SMOKER	  YES	  NO	
FRACTURES	  YES	  NO	
SKIN CONDITION	  YES	  NO	
OPEN WOUNDS	  YES	  NO	
DEPRESSION	  YES	  NO	
OSTEOPOROSIS	  YES	  NO	

IF YOU HAVE CHECKED YES TO ANY OF THE ABOVE, EXPLAIN AND GIVE DATES:

LIST ALL CURRENT MEDICATIONS AND DOSES (incl. over-the-counter, herbals,
vitamin/mineral/dietary supplements) : 	

THE ABOVE IS CORRECT TO THE BEST OF MY KNOWLEDGE. THE PHYSICAL THERAPIST
WILL EXPLAIN ALL TREATMENT DONE TO ME, THE DIAGNOSIS, TREATMENT PLAN,
PROGNOSIS, TREATMENT ALTERNATIVES AND ANY POSSIBLE ADVERSE OUTCOMES.

DATE:
PATIENT'S SIGNATURE

REVIEWED BY	 P.T.

"The Science of Healing, the Art of Caring"



A = ACHE

B = BURNING

N = NUM.BNESS

P — PINS & NEEDLES

= STABBING

0 = OTHER	
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Patient Name 	 	 • Date

How king have you had your symptoms? 	 days	 weeks	 months 	 years

On the diagram below, please indicate where, and what type of symptoms that you are experiencing, right
now, Write; the appropriate abbreviations (see the key below) over the area of the body where those
symptoms are occurring,

Please select all that describes your pain and circle the intensity for each one selected:
Description of Pain Intensity •

Throbbing Mild Moderate 8„
Shooting Mild Moderate Severe
Stabbing Mild Moderate Severe
Sharp Mild Moderate Severe
Cramping ' r Mild Moderate Severe
Gnawing Mild Moderate Severe
Hot / Burning Mild Moderate Severe
Aching Mild Moderate Severe
Heavy Mild Moderate Severe
Tender Mild Moderate Severe
Splitting Mild Moderate Severe.
Tiring / Exhausting Mild Moderate Severe
Sickening Mild Moderate Severe
Fearful Mild Moderate Severe
Punishing / Cruel Mild Moderate Severe
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