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PATIENT HEALTH HISTORY

Name Date
Date of Birth Age Height Weight
Referring Physician Have you seen any other physicians for this condition?

Do you have cancer? O yes [0 no Do you have a pacemaker/electronic stimulator/other electronic device? [ yes [ no

Are you pregnant? COyes O no  Are you working? If yes, O regular duty O light duty Occupation

What type of injury is this? [ motor vehicle O work-related O chronic FOR PHYSICAL THERAPIST’S USE ONLY
O Other

What are your present symptoms?

When did they start? (approximate date)

How did they start?

Have you had any other physical therapy recently? [1 Yes 1 No
If Yes, Who & When

Wasthe onset [] Acute Trauma [ Repetitive/Overuse [1 Gradual?
Have you had similar symptoms in the past? [ yes [ no

Are your symptoms getting [1 worse or [1 better?

As the day progresses, do your symptoms:

[ Increase 1 Decrease [1 Staythesame?

Does pain wake you up atnight? [ yes [ no
Isitworsewhenyouare: [ lyingstill 0 changing positions?
Do you have pain or stiffness when getting out of bed in the morning?
1 yes [ no

What kind of pillow do you sleep on?

[ soft/flat 3 medium [ full [ contour [ other

What kind of mattress do you sleep on?
[ soft O medium [ firm [ futon [ other

What position do you sleep on at night?
O stomach [ back [ side [ side,leaningtoward stomach

[ side,leaningtowardback [ other
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Since this condition began, have you had difficulties with any of the

following?

O control of bowels O nightsweats

O control ofbladder O droppingthings

O feverorchills O tripping

O numbness 0 body aches

O dizzinessorfainting O problemswithvision
0 weakness O problemswithhearing
O weight change O other

Does this condition prevent you from doing any of your daily activities?

What aggravates your symptoms?

O sitting O standing

O risingfromssitting position O squatting

O lying down O sustained bending
O walking O coughing

O going up ordown stairs [ sneezing

O reaching O taking adeep breath
O pulling O chewingoryawning

O driving (O manual O automatic)

O repetitive activitiessuchas

[0 householdchoressuchas

What relieves your symptoms?

O sitting O standing
O heat O walking

O cold O exercise
O stretching O lying down
O wearing asplint O massage
O rest O medication
O other

Which tests have you had for this condition?

O X-ray O CT Scan
O MRI O Myelogram
O EMG O other

Where did you have them done:
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Have you had any of the following treatments for this condition?

O medication

[ joint manipulation
O exercise

0 massage therapy
O traction

[ bracesor splints

O injectionsintospine

O injectionsinto skinormuscles

I other

O hypnosis

O biofeedback

O TENS unit

[0 acupuncture

O bedrest

[ hospitalization
O physicaltherapy

[ none

Medication

Please check any of the following you are currently taking:

[ blood pressure
O cholesterol

[ pain

O muscle relaxer

O insulin

[ diabetes medication

[0 heartmedication

[ anti-inflammatory
[ sleepingaids

[0 antidepressants
O vitamins

O minerals

O antihistamines

O other

Past Medical History

Have you ever been diagnosed with any of the following?

[0 cancer(type):

[] depression
O stroke

[0 heartproblems

[0 highblood pressure

[0 highcholesterol
O kidney problems
O thyroid

O multiple sclerosis
O arthritis

O lupus

O brokenbone(s)
O hepatitis

[ fiboromyalgia
[0 rheumatoid arthritis
[0 headinjury

[0 stomach problems

[ Parkinson’s disease

[ lungproblems
O blooddisorders
O HIv

O epilepsy/seizures

O osteoporosis

O circulation/vascular problems

[ tuberculosis

O other

O Allergies(please list)
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Please list any surgeries and the year they were performed:

Surgery Date

General Health

How would you rate your health before this condition?

O excellent O fair [0 good [ average [ poor

On the scale below, please indicate your pain level in the last 48 hours:

1 2 3 4 5 6 7 8 9 10
No Pain Worst Pain Imaginable

Percent of time Pain Experienced: [J0-25% [0 26-50% [151-75% [176-100%
How often do you exercise? [ occasionally O never
O 5+ days per week [ 3-4 days per week [ 1-2 days per week

What exercise(s) do you do?

Doyou drink caffeinated beverages?
O yes cupsperday [ no

Do you smoke?
O yes packsperday [ no

Whatisyour stress level?
O low O moderate O high O Extremely high
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Please mark the diagrams below showing the location and severity of your pain using the following symbols:
N Numb, nofeeling T Tingly M Mild Pain X Moderate Pain S Severe Pain | Shooting Pain
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