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PATIENT QUESTIONNAIRE

Name: _________________________________________ Date: ___________________

Age: __________    Sex: Male or Female (circle one)   Handed: Left or Right (circle one)

Height: ___________



Weight: ___________

Have you been a patient here before? ______  If yes, when?  Month/Year: ____________

PLEASE LET US KNOW WHO REFERRED YOU HERE

   Please take a moment to tell us exactly how you found out about our facility.

   1.  Doctor?  Name: ____________________ 2.  Family Member/Friend?   Name: ___________________

   3.  Mailer?  (Please indicate what you received in the mail) _______________________

   4.  Worker’s Comp Adjuster Referral? _________5.  Yellow Pages? _________ 6.  Website?  _________

   7.  Insurance Company/Website Listing? ________________ 8.  Advertisement:  which one?__________
DATE OF INJURY OR ONSET OF SYMPTOMS:    ___________________________________________

DESCRIBE HOW YOUR INJURY OCCURRED:   ____________________________________________

______________________________________________________________________________________
______________________________________________________________________________________
1.  Have you had treatment for this/these problems before?  ______________________________________

     If yes, where and when were you treated?  _________________________________________________

      ___________________________________________________________________________________

2.  Have you had surgery related to this/these problems?       Yes / No

     If yes, what type of surgery did you have and when was the surgery? ____________________________

      ___________________________________________________________________________________

3.  Have you had any injections for your current problem?         Yes / No     If yes, location: ____________

4.  Have you ever had or do you currently have any of the following?

Allergies/Asthma

Yes
No

Hernia



Yes
No

Balance Problems
Yes
No

High Blood Pressure

Yes
No

Cancer


Yes
No

Incontinence (bowel or bladder
Yes
No

Circulatory Problems
Yes
No

HIV/AIDS


Yes 
No

Diabetes


Yes
No

Kidney Problems


Yes
No

Dizzy Spells

Yes
No

Nervous Disorder


Yes
No

Fractures

Yes
No

Pregnancy (currently)

Yes 
No

Headaches

Yes
No

Stroke or Parkinson’s

Yes
No

Hearing Problems
Yes
No

Seizures



Yes
No

Heart Attack

Yes
No

Sensitive to heat/ice

Yes
No

Heart Disease

Yes
No

Vision Problems


Yes
No

If yes on any of the above, please explain and give approximate dates: ______________________________________________________________________________________

______________________________________________________________________________________

5.  Do you currently have any metal implants?


Yes

No

6.  Do you currently have a pacemaker?



Yes

No

7.  Do you have any communicable diseases?


Yes

No

8.  Do you smoke?





Yes

No

9.  List any medications you are currently taking: _______________________________________________

DESCRIPTION OF SYMPTOMS & FUNCTIONAL LIMITATIONS

________________________________________________________________________________________________________________
CURRENT COMPLAINT: ___________________________________________________________________

__________________________________________________________________________________________

TYPE OF PAIN (circle a maximum of 2):  shooting   burning   aching   sharp   dull   other:  ________________

__________________________________________________________________________________________

HOW OFTEN DO YOU HAVE THIS PAIN? _______x week    Every A.M.   With Activity:  ______________     
Please circle below all that apply: Please indicate on the diagram where you experience your pain/symptoms.
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HEADACHES: _____x per week

MY PAIN IS INCREASED BY:___________________ _____________________________________________ _____________________________________________

MY PAIN IS DECREASED BY:__________________

_____________________________________________ _____________________________________________

What activities in your daily life are affected the most by your current complaint? _______________________

_____________________________________________

If you have limitations/restrictions at your job, what are they? ________________________________________

__________________________________________________________________________________________

What are you goals for the first 2 weeks?  ________________________________________________________
__________________________________________________________________________________________
What are your goals at 6-8 weeks?  _____________________________________________________________

__________________________________________________________________________________________

REPORTS FOR YOUR PHYSICIANS

We will be sending an evaluation and monthly progress reports to the physician who referred you to our office.

In addition, we would like to include your family physician (if you were referred by a specialist) and/or any other physicians whose care you are under (neurologists, pain specialists…).  Please include their information so we can keep them updated on your care.


Doctor’s Name (First, Last): _________________________  Phone # ______________________


Address: _________________________________________ City/State/Zip: _________________
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CONSENT FORM
I give Physical Therapy Specialists my consent to use or disclose my protected health information to carry out my treatment, to obtain payment from insurance companies, and for health care operations such as quality reviews.

I understand that I have the right to request a restriction of how my protected health information is used. However, I also understand that the Physical Therapy Specialists is not required to agree to the request. If Physical Therapy Specialists agrees to my requested restriction, they must follow the restrictions(s).

I also understand that I may revoke this consent at any time, by making a request in writing, except for information already used or disclosed.

Patient Name _________________________________________ Date _____________

Signature_______________________________________________________________

(Patient, parent, or legal guardian)
If signed by parent or legal guardian, state relationship to patient_________________________
