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 Physical Therapy Health Questionnaire

Patient Name: ___________________________                                                         Date: ________________

In order for us to provide you with a thorough physical examination, it is important that we know your previous medical history.
What brings you to the office today? 

· Injured Body Part / Problem:​​​_______________________________________________________________  
· BRIEFLY describe the reason for your visit and when your problem began:

__________________________________________________________________________________________________________________________________________________________________________________

· Pain Rating on a “0”(none)-“10”(severe) scale:________

·  Please CHECK (() any of the following conditions that you have ever had 
	CONDITION:
	Comments:
	CONDITION:
	Comments:

	   (
	Cancer
	
	(
	Osteoarthritis (OA)
	

	(
	Heart Condition / Pacemaker
	
	(
	Rheumatoid Arthritis (RA)
	

	(
	Blood Condition
	
	(
	Other Arthritic Condition
	

	(
	High Blood Pressure
	
	(
	Osteoporosis
	

	(
	Circulation / Vascular Problem
	
	(
	Broken Bones / Fractures
	

	(
	Asthma
	
	(
	Hepatitis
	

	(
	Emphysema
	
	(
	Tuberculosis
	

	(
	Bronchitis
	
	(
	Kidney Disease
	

	(
	Alcohol / Chemical Dependency
	
	(
	Anemia
	

	(
	Thyroid Condition
	
	(
	Mental Illness
	

	(
	Diabetes
	
	(
	Depression
	

	(
	Low Blood Sugar
	
	(
	Ulcers
	

	(
	Multiple Sclerosis
	
	(
	Skin Conditions
	

	(
	Stroke / CVA
	
	(
	Headaches
	

	(
	Epilepsy / Seizures
	
	(
	Allergies: 
	

	(
	Other Neurological Condition
	
	(
	Other:
	


FOR MEN:  Do you have a history of prostate conditions?  ( YES   ( NO 

FOR WOMEN: Do you have a history of Endometriosis or other OB/GYN conditions?  ( YES   ( NO 



         Are you currently pregnant or do you think you may be pregnant?         ( YES   ( NO
· List ALL PRESCRIPTION DRUGS you are currently taking: 
    (If you carry a list of your medications with you, let us know and we will copy it for your record)

· CHECK (() any NON-PRESCRIPTION MEDICATIONS OR SUPPLEMENTS you are taking:

	( Aspirin
	( Antihistamines
	( Vitamins:

	( Tylenol
	( Decongestants
	( Minerals:

	( Advil / Motrin / Ibuprophen
	( Laxatives
	( Herbals:

	( Antacids
	( Supplements:
	( OTHER:


· Please list/describe any surgeries or hospitalization you have ever had.(Including dates):
Date:

Surgery:

· Please list all injuries you have had which required medical attention (i.e. Fractures, Sprains, Strains):
Date:

Injury:

·  Please CHECK (() the following tests you have had performed within the past year:
	( Angiogram

	( Mammogram

	( Biopsy
	( MRI 

	( Blood Test
	( X-Ray

	( Bone Scan
	( Stress Test

	( Bone Density Test
	( Urine Test

	( CAT Scan
	( EMG (Electromyogram):

	( Doppler Ultrasound
	( NCV (Nerve Conduction Velocity)

	( EKG/Echocardiogram
	( OTHER: 


· Please CHECK (() all of the health care providers who have provided you with care in the past 6 months:

	( Medical Doctor 
	( Physical Therapist
	( Massage Therapist

	( Chiropractor 
	( Psychiatrist / Psychologist
	( Homeopath

	( Dentist
	( Acupuncturist
	( Other:


· How many caffeinated beverages do you drink per day? (One cup = 8oz) 0 , 1-2 Cups , 3-5 Cups , 6+ cups
· If you smoke, how many packs of cigarettes do you smoke per day?_______________________________

· If you drink alcohol, how many days per week do you drink? How many drinks?_______________________
· Have you recently noted: (Please CIRCLE)
· Weight Loss / Gain

· Fatigue

· Weakness

· Fever / Chills / Sweats

· Numbness / Tingling?

Patient Signature:________________________________________        Date: _______________________

If signed by other than patient, relationship to patient  ___________________________________________

I have reviewed the above information with patient prior to beginning treatment.  

Therapist Signature:_____________________________________        Date: ________________________   
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