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PATIENT INFORMATION 

 
Name: _______________________________________ Date: ____________ Male ___ Female ___  
 
Address: _________________________________________________________________________ 
 
City: _____________________________________ State: _______________ Zip: ______________ 
 
Phone: (______)________________________________ Email: _____________________________ 
 
Date of Birth: ____________________ Age: ________ Family Support: Y or N  _________________ 
 
Emergency Contact: ________________________________ Phone: (_______)_________________ 
 

INJURY/CONDITION FOR PHYSICAL THERAPY 
 
Area to be Evaluated and Treated: ____________________________________________________ 
 
Approximate Month & Year of Injury/Condition: ___________________________________________ 
 
Name of your Doctor(s): _____________________________________________________________ 
 
Can You Climb Stairs?     Yes  No   ( □ Home    □ Community )   Stairs (how many)? _____________ 
 

Rate Your Pain With This Injury 0 -10 (10 is the worst) _________ 
 
 What Causes ↑ Pain? ___________________________________ 
 
 What Causes ↓ Pain?  __________________________________ 
 
      Minutes (approx.) You Can: Walk ______ Stand ______ Sit _____ 
 

Is Your Sleep Interrupted? _______________________________ 
 
Braces/Supports/Heat or Cold Packs (describe) ______________ 
 
 
On the body diagram, please mark an “x” on the area(s) of your 
current injury or pain that you were referred by your doctor for PT.  
 
 

List Your Goals for Physical Therapy (walking, strength, mobility, ↓pain, specific activities, etc.) 
 
1. ______________________________________________________________________________ 
 
2. ______________________________________________________________________________ 
 
3. ______________________________________________________________________________ 
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MEDICAL HISTORY/SURGERY & DATES 
 

Brain/Head:               
 
Neck:                
 
Back:                
 
Chest:     
 
Arms:      
 
Wrist/Hands:     
  
Abdomen:      
 
Hips:      
 
Knees:     
 
Legs:     
 
Foot/Ankle:     
 
Circle Any That Apply:  Diabetes   Heart Disease   Chest Pain   High Blood Pressure   Pacemaker 
 
Allergies & Medications ___________________________________________________________ 
 
________________________________________________________________________________ 
 
Anything Else You Would Like Us to Know? __________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
 


