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[
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Date: Time;

What are your goals for therapy?

Select any symptoms you have had in the past year.

[JBowel/Stomach Problems
[Jchest Pain

[] coordination Problems
[ cough

O Difficulty Swallowing

[ pifficulty Sleeping

[ pifficulty Walking
[Jpizziness/Fainting
[excessive Thirst

[JFeeling Downhearted
[Jrever/chills/Sweats
Oother

[JFrequent heart burn/indigestion
[Jfrequent headaches
|:|Hearing Problems
|:|Heart Palpitations
DHoarseness

[soint Pain/Swelling
[voss of Appetite
[vross of Balance/falling
O Nausea/Vomiting
CINumbness

Orain at Night

[JProlonged Fatigue

[ seizures

[ sexually Transmitted Disease
[ shortness of Breath

O Stress/Tension

Cunusual lumps, growths or sore
O Urinary Problems

[ vision Problems

[J weakness in Arms/Legs

O Weight Loss/Gain

[ excessive worry, anxiety

Select any conditions/diagnoses that you have currently or in the past.

CJArthritis

O Asthma

[(Jslood Disorders

Ceroken Bones/fractures

Ocancer

O Circulation/vascular problems

Ocorp (chronic obstructive
pulmonary)

[ peep vein thrombaosis/PE

[JDepression

[Joevelopmental/Growth Problems

[Joiabetes

[CJemphysema

| Fibromyalgia

List any surgeries you have ever had:

[JHead Injury

[Heart Disease

O High Cholesterol

DHigh Blood Pressure
Dlnfectious Disease (TB, hepatitis,
[Chingtes)

DKidney]Liver Problems
CJLow Back Pain

|:| Multiple Sclerosis
[JMuscular Dystrophy
[Josteoporosis {thin bones)
Cwhiplash/neck injury
[Josteoarthritis
Oparkinson Disease

[JRecent Falls

[Oeeripheral Neuropathy
[Opsychiatric Disorders
[Orepeated Infections
[Jseizures/Epilepsy

[Jskin Diseases

[Jstomach Problems/ulcers
[stroke

|:|Thvroid Problems
[Ovision Impairment
CJHiv/aips

[spasticity

Cother:
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Do you have any allergies?[ Foods [OMedications
[Oatex [JOther

List any prescription medicines you are currently taking.

List any non-prescription medications you are currently taking (including herbal supplements and vitamins).

Please rate your general health: [ JExcellent [Cvery Good OGood Crair [Opoor

Have you had any major life changes in the past year? (ex: new baby, job change, death of a family member).
[ONo [Jves (please list): ___

Are you currently using tobacco? [ No [J¥es Usedin past? [JNo []Yes Total years of tobacco use_
Cigarettes: # of packs per day Cigars/Pipes: # per day Smokeless Tobacco: # dips/chews per day

Do you currently drink alcohol? [JYes [JNo Number of days per week Average drinks per day

Select any exercise you do beyond normal daily activities and chores.

[Jaerobics [JGardening/Yard Work [Jskating [Cweightlifting
Osiking OGolf " [ swimming [voga/pilates/TaiChi
[J8oating [Joutdoor Activities [OTeam sports rennis

DBow!ing Crunning/logging [Cwalking Oother:

Select any leisure activities that you enjoy.

[Jeoard Games [Jsewing [ Reading Cother
Ccards Otravel CJcomputer
[Ineedlework [Jwoodworking [JHunting

With whom do you live? [JAlone [JChild [JSpouse []JOther:
Do you have somecne who can help you with daily activites?[ JNo [] Yes

Befare your injury/illness did you have problems with walking, daily activities, leisure activities, or getting around your
home?|:|No |:|Yes If yes, which activites?

Are you currently working?
[Ono [Jves [run Time [JPartTime Position/Duties:

Are you having pain? [ JNo []Yes If yes, does the pain interfere with your ability to sleep, perform normal daily
activities, chores, job, or social activities? [ JNo |:| Yes Which activities?

Patient SignaEré ' Time Date Therapist Signature Time Date
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