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Current Medical Condition 

 

Patient Name:  ________________________________________________________________________ 
 
Body part hurt/injured:  _________________________________________________________________ 
 
How were you injured?  _________________________________________________________________ 
 
Date of injury/onset (MM/DD/YY): _______________ Date of surgery? (MM/DD/YY):  _______________ 
 
Students: What school do you attend?  _____________________________________________________ 
 
Have you received physical therapy treatment this year?  YES   NO If yes, when?  ___________________ 
 
Have you fallen in the last 12 months? YES NO If yes, when? ____________________________ 
 
 

Patient Pain Assessment 
Indicate where your pain is located using the pictures below 

 
Chief Complaints / Problem List: ________________________________________________________ 
___________________________________________________________________________________ 
 
What makes your symptoms better? (Ex. Rest, medication) ____________________________________ 
____________________________________________________________________________________ 
 
What makes your symptoms worse? (Ex. Lifting, sitting, bending, stairs, squatting, kneeling) __________ 
_____________________________________________________________________________________ 
 
 

Pain Scale 
 Please use the number scale to rate your pain level 

No Pain        0        1        2        3        4        5        6        7        8        9        10        Worst Pain 
 

CURRENT pain level ____________ Pain at its WORST ____________ Pain at its BEST ____________ 
 

Patient/Guardian Signature _____________________________________ Date _____________ 
 
Therapist Signature ___________________________________________ Date ______________ 



 Patient/Guardian Signature _____________________________________ Date _____________ 
 
Therapist Signature ___________________________________________ Date ______________ 
  

 
Patient Medical History 

Patient Name:  __________________________________________________________________ Date: ______________ 

Referring Physician: ______________________________ Family/Primary Care Provider: ____________________ 

Age: __________ Height: ________  Weight: ___________ 

 
Orthopedic Injuries & Surgeries 

 YES NO DATE OF 
SURGERY 

 YES NO DATE OF 
SURGERY 

Ankle injury/surgery    Neck injury/surgery    

Back injury/surgery    Shoulder injury/surgery    

Elbow injury/surgery    Arthritis    

Knee injury/surgery    Weakness    

Hip injury/surgery        

 

Please list all medications you are currently taking. If you need additional space, please inform front desk. 

Medication Dosage Frequency Delivery Reason 

     

     

     

     

     

     


