		



Today’s Date: ____________ 
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Physical Therapy Intake Form

This form must be completed fully and accurately before you can be seen by the physical therapist at your visit. Although some questions may not be applicable to you, there is a specific reason behind each question. Please answer all questions truthfully to the best of your ability. Your treatment plan will be based on your responses.
General Information
Patient’s Name: _________________________________________  Preferred Pronouns: _____________
Date of Birth ______/______/_______ 		Age: ___________
Home Address: ________________________________________________________________________
City: _____________________________________ State______________________ Zip ______________
Phone Number (Circle Best): Home _______________________Work ____________________________
Cell ________________________________ Name of Insurance Carrier: __________________________
Primary Physician and Practice _______________________________ Physician Phone Number________________
Emergency Contact: Name__________________________________ Phone_______________________
Relationship__________________________ Referred By: _____________________________________
Do you have children? If so what ages? ____________________________________________________
Recreational Activities/Hobbies? _________________________________________________________
Frequency and nature of exercise per week: ________________________________________________

Patient/Family Concerns and Goals:
Please describe your current symptoms and goals for seeking treatment. List them in order of importance to you:
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________
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Current Medical Condition: If you have been diagnosed with a medical condition or suffer from a chronic illness, please describe in detail:
Diagnosis or Condition: __________________________________________________________________________
Have you experienced these symptoms or similar symptoms prior to the initial onset date given for the condition/illness above? If yes, explain. _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did you first notice symptoms (Date if possible) Describe what happened? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How have the symptoms changed since initial onset? __________________________________________________________________________________________________________________________________________________________________________________________
What has helped in the past to control pain, dysfunction, or limited range of motion? 
__________________________________________________________________________________________________________________________________________________________________________________________
What activities aggravate your symptoms? Is there a time of year or time of day that increases the pain/dysfunction?
__________________________________________________________________________________________________________________________________________________________________________________________
What diagnostic tests have you had for this condition? Bone Scan, CAT Scan, Discogram, EMG, Injections, MRI, X-Ray (please circle all that apply, dates, and bring copies of reports to first session)
Have you ever sought previous treatment for this condition? ⃝Yes or ⃝No 
If yes, what type and when? (Please list medical/health practitioners seen for this (these) problems(s):
__________________________________________________________________________________________________________________________________________________________________________________________
[image: Image]
Medical History: 
Past Medical History (please include past surgeries, previous injuries and health conditions we should be aware of): ____________________________________________________________________________
_____________________________________________________________________________________________
Hospitalizations/Surgeries: _______________________________________________________________________
Previous injuries, physical trauma, or car accident Other Health issues including mental health: __________________________________________________________________________________________________________________________________________________________________________________________
Current Medications and Supplements: _____________________________________________________________
_____________________________________________________________________________________________
Do you use any special medical equipment for daily activities, such as glasses /contacts, orthotics, heel lifts, cane, hearing aid, stretching devices, traction or braces? 
__________________________________________________________________________________________________________________________________________________________________________________________
Are you pregnant or any chance you could be pregnant? ⁭  Yes   No


Past Medical History:  Please check all that apply.
❑  Congenital heart defect                                	❑  Cancer                              
❑  Heart problems/heart disease                           	❑  Joint replacement/repair
❑  Joint, tendon or muscular pain                      	❑  Gastrointestinal issues               
❑  Osteoporosis                                                    	❑  Skin problems                        
❑  Pacemaker                                                        	❑  Psychological                             
❑  High or low blood pressure                             	❑  High or low blood sugar   
❑  Chest pain/angina/palpitations                         	❑  High cholesterol
❑  Abdominal pain/bloating/gas                        	❑  Emphysema 
❑  Shortness of breath                                           	❑  Poor balance or recent falls
❑  Coughing/wheezing on exertion                   	❑  Dizziness/vertigo/fainting/blackouts
❑  Gout	❑  Severe headaches
❑  Rheumatoid arthritis	❑  Prostate problems  
❑  Anemia 	❑  Epilepsy/Seizure disorders 
❑  Ulcers	❑  Circulation problems or blood clots
❑  Depression                                                     	❑  Liver disease
❑  Kidney disease        	                                                          ❑  Sexually transmitted diseases or           		HIV/AIDS
❑  Tuberculosis 	❑  Lung Disease 
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❑  Thyroid Problems 	❑  Allergies
❑  Asthma/bronchitis/pneumonia/chronic cough 	❑  Diabetes
❑  Stroke 	❑  Chemical 
❑  Latex allergy                                                 	❑  Lyme disease	 
❑  Multiple sclerosis	❑  Hepatitis A,B,C 
❑  Painful bowels/loose stool/constipation	                  ❑Other:__________________

Are you under a doctor’s care?  ❑  Yes  ❑  No    If yes, please explain and give doctor’s name, specialty and contact information: _____________________________________________________________________________________________
Symptom Survey (Circle all that apply):  Blurred Vision,  Difficulty Opening or Closing Mouth,  Fullness in Ears,  Headaches,  Jaw Popping or Pain,  Problems Sitting,  Problems Standing,  Ringing in Ears,  Hearing loss, Vertigo/Dizziness,  Other_________________________________________________________________________
If headaches apply, please list frequency, duration, and location: ________________________________________
Sharp Sensation, Numbness or tingling, Dull Ache, Burning Sensation, Throbbing, Pulsating, Deep, Shooting, Radiating, Tearing, Gripping, and/or Gnawing (circle and mark on diagrams) 
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Describe (pain or symptoms): _____________________________________________________________________
_____________________________________________________________________________________________
Circle the phrase that best applies to your symptoms: 	getting better	getting worse	not changing
Rate your pain: 0-10 (0 is NO pain, 10 is SEVERE, needing emergency care) Pain Now: ________  Where: _________ % of day this occurs: ________  Worst pain in the last 24 hours: _______  Least: _______
Do you have pins and needles, numbness, tingling, loss of sensation, hypersensitivity, and/or strength loss? (Circle all that apply).  If so, where? _____________________________________________________________________
Does your pain change morning to noon to evening? Describe: _________________________________________
What movements or activities are you not able to perform now as well as you did before your symptom onset, e.g., walk as far, tie your shoes, reach overhead?  ____________________________________________________
_____________________________________________________________________________________________
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What positions relieve your pain; what percentage relief do you receive from those positions? 
_____________________________________________________________________________________________
Circle the activities that are restricted due to your pain/dysfunction?
Dressing, Bathing,  Sleeping,  Cleaning,  Driving,  Siting,  Standing,  Other__________________________________

Prior to this (these) problem(s), what was your overall health, rating it on a 1-5 scale? (1 is poor, 5 is excellent): ___
Any history of falls? ______ If yes, how often? ____________________ dates of falls_________________________
Lifestyle Patterns:
Do you sleep well? _______ Usual hours/night sleep: __________ Typical sleep position: _____________________
How many glasses of water do you drink each day? ___________________________________________________
Background Information:
Currently employed? _____ Occupation: ________________ Hours/ week: _____   Date Last Worked: __________
What type of work do you do? _____________________________________________________________________________________________
Have you missed any work because of this condition? _____ If yes, how much? _____________________________
How have the current symptoms interfered with any work related. activities, sports and or recreational activities? _____________________________________________________________________________________________
My work and physical activities require that daily I: Sit: ______ hrs.; Walk Distance ______; Run distance ________
	Lift: < 10 lb. <20 lb. < 50 lb. <100 lb. > 100 lb.;  Drive______hrs;  Phone ______hrs;  Keyboard _______hrs.
Are you seeking or planning to seek legal counsel for this condition?  If yes, please provide name of attorney and details of claim/lawsuit: _____________________________________________________________________________________________
_____________________________________________________________________________________________
I certify that the above information is correct to the best of my knowledge.  I have disclosed all medical conditions that I am aware of and will inform my practitioner of any changes in my health status.  I understand that these services are a health aid and not a substitute for a doctor’s care.

Patient Name (printed) __________________________________________________________________
Patient Signature: __________________________________________________Date: _______________
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If the patient is under 18 years old, the guardian/parent signing authorizes treatment of this patient:
Guardian/Parent Name (printed): _________________________________________________________
Guardian/Parent signature _________________________________________ Date: ________________

	
	
image1.png
FORM & MOTION

PHYSICAL THERAPY
ANNAPOLIS, MARYLAND

ANNAPOLIS, MARYLAND 21403 WWW.FORMANDMOTIONPT.COM 443-481-9239

FORM & MOTION

PHYSICAL THERAPY
ANNAPOLIS, MARYLAND




image1.jpeg




