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Patient

Type of Injury I Condfrion

Onset / Injury Datq

Typeof Suryery&b-e

No<t Dofur's Appointnent?

Des<ribe previous beatment for this ondition-

Have you received phy$caltherapy Seatmentthis par? Yes / No

Have you reeived speedt thenpy reafnent $is year? Yes / No

Have you received Home Health Gre via Medicare this year? Yes / No

Haveyou had any imgiag Prfotmed:
n X-Ray
nMm

Haveyou rendynoted:
,: weight loss /€ain
il weakness
C Prqnant / IUD
r Pain At Night

n surgeries
n Spnins/sffiins
il Heart Problems
I firfiiatim h&lems/Oob
n EasyBruistng / Heeding
I Indigestion / Heartbum
n Any previous injury that may aftct cunent are

Do you have nonr or bave you €ver had any of tlre following?

- 
CTSEn

r Doppler

- 
Ultrasund

Nausea I Vomiting
FeverlChills/SweaE
u^^i-r|.^-
I tEauruH

Cramps In Legs When Walking

r Loss of Conscious,ness
rr Diabetes
I Cancer
= Asffimal Brca#$ng Problems
I Leg/AnkleS*elFng

- 
Fainting

Pleree rnarkthe area{s) of oncem

I Fatigue
C Numbnss/Tingling
n Change In *,Jision Or Flearing
ai Insomnia

n Fractures
il Blood Pressre Problems
f MotorVehide Aaident
c Lung Disea*
tr Urinary koblems/Infections
r Allergies / Skin Sensitivity

t:

=
n

Explain & give approximate dates for any ilenns indicated above

Are yCIu cunently bking medkations? Yes / No Name orType of Medication

Type Of Pain: Sharp / Buming / Aching / Tingling / Numbnes / O&er

Rate your pain (1=minimal l0:severe]: AtiHsworst t 2 3 4 5 6 7 I I 10 Atifsbes* L 2 3 4 3 6 7 I 9 10

What do you hope to get out of your teatment?

What are pur physical or fitners goals:

Is there anything dse you would like to indude or askyour ptrysicl ther':apist?

htient or Personal Repeseabttve Signatue Date


