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MEDICAL QUESTIONNAIRE
Name DOB Age Height Weight
Occupation How did you hear about our clinic?

What problem/issue brings you here today?
Side of Injury OR (OL  Approx. Date of Injury/Surgery or Onset of Pain?
Briefly describe your symptoms:

Describe how your condition/injury occurred:

Shade your areas of pain/numbness/tingling/discomfort on the figures below:

M ™ Please rate your pain on the scale below from 0 to 10:
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\ H / \I Does your pain wake you at night? (OYes (O No How many times?
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What eases your symptoms?

What aggravates your symptoms?
Are your symptoms getting (O Better (O Worse () Same ? Is pain worse inthe O AM  (OPM (O Mid-Day ?

Are you currently working? ()Y (ON  Areyouon (Light Duty (ONormal Duty ? Is this an Auto claim? QY (ON
What activities (at home, work or recreational) are you unable to perform?
Have you had a similar condition before? (Y (ON Ifyes, when?
Have you had tests for this condition? (Y (ON Ifyes, results:
Check tests: (OX-Rays (OMRI (OBone Scan (OCT Scan (ONerve Tests (OBlood Tests (O)Other
Have you had other treatment for this condition? ()Y (ON If yes, what kind? (OPT (Olnjection (OChiropractic ()Massage
Current Level of Physical Activity: (O High (O Medium (O Low List Activities:
What goals do you hope to accomplish with Physical Therapy?

MEDICAL HISTORY - Check any that apply

(OAngina/Chest Pain (OCancer-active/remission (OHeart Disease (OPoor Circulation/Raynaud’s  ()Other-
(OAsthma (OHistory of Covid-19 (OHepatitis (OSeizures

OArthritis (ODepression (OHigh Blood Pressure (OStroke

(OBlackouts (ODiabetes- Type 1 or 2 (OHigh Cholesterol (OTuberculosis

(OBlindness (OEar Infections (OHypoglycemia (OTraumatic Injury/MVA

(OBlood Clot(s) (OEndometriosis (OMenopause (OWeight Loss (unexplained)
(OBowel/Bladder Problems  (OFibroids (OMigraine Headaches (OWhiplash

(Ocarpal Tunnel Syndrome  (OFibromyalgia (OMajor Spinal Injury

(OChest/Abdominal Surgery  (OFractures (OMRSA Are you
(OCOPD/Emphysema (OFrequent Falls* (OOsteoporosis Pregnant?
(OCoronary Artery Disease ~ (OHearing Problems (OPacemaker/Nitroglycerin Oy ON

*Have you had 2 or more falls in the past 12 months? (OY (N

Do you use tobacco products? OY (ON If yes, how much? For how long?
List current MEDICATIONS:

List current ALLERGIES:

List all SURGERIES:

Signature Date




