
[image: ]Patient Initial Exam Information          Date: Click or tap to enter a date.
Name: Click or tap here to enter text.                                        Preferred Name: Click or tap here to enter text.
Date of Birth: Click or tap to enter a date.                                Age: Click or tap here to enter text.Address Click or tap here to enter text.
City Click or tap here to enter text. Zip Click or tap here to enter text.
Email Click or tap here to enter text.

Primary Phone Click or tap here to enter text. ☐ Home ☐ Cell
Other Phone Click or tap here to enter text. ☐ Home   ☐ Cell




If patient is under 18 years of age or is an incapacitated adult, please complete the following☐  N/A                       
 Name of Guarantor: Click or tap here to enter text.           Relationship:Click or tap here to enter text.	Address Click or tap here to enter text.
City Click or tap here to enter text. Zip Click or tap here to enter text.
Email                                                                        Signature

Phone Click or tap here to enter text.     ☐Home  ☐ Cell
Other  Click or tap here to enter text.     ☐Home  ☐ Cell



Referring Physician Click or tap here to enter text.
Address Click or tap here to enter text.
[bookmark: _Hlk150347340][bookmark: _Hlk150347341]City/Zip Click or tap here to enter text.
Phone Click or tap here to enter text. Fax Click or tap here to enter text.

Primary Physician Click or tap here to enter text.
Address Click or tap here to enter text.
City/Zip Click or tap here to enter text.
Phone Click or tap here to enter text. Fax Click or tap here to enter text.






Is this a school-/sports-/liability-related injury?  ☐ Yes   ☐ No        Has a claim been filed?   ☐ Yes    ☐ No 
If yes, Insurance Name and Claim # Click or tap here to enter text.
Name of Attorney ☐ N/A Click or tap here to enter text.                                 Phone # Click or tap here to enter text.
Are you currently employed? ☐ Yes  ☐ No     Name of Employer Click or tap here to enter text.
Employer’s Address Click or tap here to enter text.   			         Phone Click or tap here to enter text.
Job Description & Physical Demands Click or tap here to enter text.
Current Work Status:  ☐ Full Duty  ☐ Limited  ☐ None              Is your injury work-related?           ☐ Yes  ☐ No 
Is your injury related to a car accident?   ☐ Yes  ☐ No                Were you hospitalized?                   ☐ Yes  ☐ No
      Have you had imaging/testing done?☐Yes, type Click or tap here to enter text.DateClick or tap to enter a date. ☐No
      Are you currently being treated for your condition? ☐ Yes, explain Click or tap here to enter text.                   ☐  No   

Name Click or tap here to enter text.
Have you been treated in the past for the same condition? ☐ Yes, explain Click or tap here to enter text.  ☐ No  
Have you had surgery for your current condition? ☐ Yes     ☐ No   
(If yes, explain) Click or tap here to enter text.						Date Click or tap to enter a date.
What is your chief complaint?Click or tap here to enter text.                                                                                                      
Where is/are your symptom(s) located?  If you are experiencing more than one symptom, please provide information for all: Click or tap here to enter text.
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Description automatically generated]Please place an “x” on the diagram to indicate where you have pain or other symptoms.

When did your symptom(s) first begin? Click or tap here to enter text.
How did your symptom(s) begin? Click or tap here to enter text.
Please describe your symptom(s): Click or tap here to enter text.
Check all that apply: ☐ Sharp  ☐ Dull/Achy  ☐ Radiating  ☐ Stiff  ☐ Other: Click or tap here to enter text.
What makes you feel better? Click or tap here to enter text.
What makes you feel worse? Click or tap here to enter text.
Rate your pain from 0 to 10 (0 = no pain; 10 = worst pain; you need to go to the hospital):      
Current Click or tap here to enter text.       At best Click or tap here to enter text. At worstClick or tap here to enter text.
              (the lowest pain level)                                                                                                 (the highest pain level) 

  Name Click or tap here to enter text.
Past Personal Medical History
	Have you previously had or currently have any of the following?
	Yes
	No
	
	Surgical History
(inc. hardware, etc.)
	Click or tap here to enter text.
	High Blood Pressure
	☐	☐	
	
	

	High Cholesterol
	☐	☐	
	
	

	Heart Attack
	☐	☐	
	
	

	Pacemaker
	☐	☐	
	
	

	Arrhythmia (A-Fib)
	☐	☐	
	
	

	Congestive Heart Failure (CHF)
	☐	☐	
	
	

	Do you take blood thinners?
	☐	☐	
	Rx Medications & Vitamins/Supplements
	Click or tap here to enter text.
	Rheumatological Disorders
	☐	☐	
	
	

	Osteoarthritis
	☐	☐	
	
	

	Allergy to Latex or Adhesive
	☐	☐	
	
	

	COPD
	☐	☐	
	
	

	Asthma
	☐	☐	
	
	

	Currently Pregnant
	☐	☐	
	
	

	Smoking
	☐	☐	
	Other Medical Conditions
	Click or tap here to enter text.
	Hepatitis
	☐	☐	
	
	

	Diabetes (Type I or II)
	☐	☐	
	
	

	Cellulitis/Skin Disorders
	☐	☐	
	
	

	Cancer
	☐	☐	
	
	

	Chemotherapy/Radiation
	☐	☐	
	
	

	HIV/AIDS
	☐	☐	
	
	

	Osteoporosis
	☐	☐	
	
	

	Osteopenia
	☐	☐	
	
	


What do you hope to achieve from your physical therapy treatment?Click or tap here to enter text.
Additional information you would like to share with your therapist:Click or tap here to enter text.	
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