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Patient Injury / Health History

Name _________________________________________________________ Onset of Injury / Pain _____/_____/_____

Diagnosis ______________________________________________________ Date of Surgery _____/_____/_____

Next Physician Appt _____/_____/_____

In your words, please explain your injury / illness and why you are here today _________________________________________

______________________________________________________________________________________________________

 Yes  No Are you currently playing sports / working?

Employer ________________________________ Job Title:____________________________________

Type of sport(s) / recreation _______________________________________________________________

 Yes  No Is this the first injury / pain to this body part?

If no, please explain ______________________________________________________________________

 Yes  No Are you currently receiving treatment(s) for this injury / pain?

If yes, please explain _____________________________________________________________________

 Yes  No Have you had previous treatment(s) for this injury / pain? Including X-ray or MRI

If yes, please explain _____________________________________________________________________

 Yes  No Do you have any physical obstacles to your activities of daily life not related to this injury?

If yes, please explain _____________________________________________________________________

 Yes  No Do you currently take any medications?

If yes, please list ________________________________________________________________________

_______________________________________________________________________________________

 Yes  No Have you had any previous surgeries?

If yes, please explain _____________________________________________________________________

Have you had or do you now have any of the following? (Please circle Yes or No)

condition year condition year
back pain / injury Yes No osteoporosis / osteopenia Yes No
arthritis Yes No pacemaker Yes No
fainting or dizzy spells Yes No neurotransmitter implant Yes No
frequent headaches or migraines Yes No peripheral arterial disease Yes No
epilepsy / seizures Yes No diabetes / low blood sugar Yes No
heart disease Yes No lung disease / shortness of breath Yes No
high / low blood pressure Yes No Cancer Yes No
stroke / transient ischemic attack Yes No autoimmune disease Yes No
mental impairments Yes No hernia(s) Yes No

please list Any chance of pregnancy? Yes No
allergies Yes No Have you smoked in the past year? Yes No

please list Would you like information on 
smoking cessation?

Yes No
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    Please rate your pain by placing a mark (x) on the following scale:
   
    
    0       1       2       3       4       5       6       7       8       9       10
    No pain                                                                               Excruciating

    Describe the pain: ____________________________________

    When is the pain worst? AM / as the day progresses / PM

    What increases the pain? ___________________________

    What decreases the pain? ___________________________

What is your goal for pain (0 – 10)?  ____________________
                                                                                                                  Please shade in areas affected by pain  

Do you have any barriers to or special needs for learning?  (Please circle Yes or No)

Barriers Needs
language other than English: Yes No special religious or cultural need or request Yes No
difficulty reading or other learning difficulty Yes No health related financial concern Yes No
visual / hearing impairment Yes No trouble coping with stress / anxiety Yes No

Safety concerns within your home Yes No
learning preference:   �oral    � written   � demonstration

            Is it acceptable to leave messages at your home or on your answering machine?

       No        Yes      With whom? __________________________________________________________________

Are there any restrictions for disclosure of your Personal Health Information?

       No        Yes       If yes, provide restrictions _______________________________________________________

In an effort to better direct your care, please list your goals for rehabilitation.

__________________________________________________________________________________________________    

__________________________________________________________________________________________________

Please read the following important information: 
 If you miss two consecutive appointments or three in one month without canceling, you will be discharged from   
therapy and will require a new physician’s prescription to resume treatment.

 Should a medical emergency situation occur our staff may perform Basic Life-Saving Services (BLS), Call 911, 
and activate the Emergency Medical System (EMS) as deemed necessary.

If you have any questions or concerns regarding your care, please do not hesitate to ask the staff.

Patient Signature ______________________________________________             Date  ____/____/____

  Staff signature ________________________________________________             Date ____/____/____


