Connect Physical Therapy
17120 Pilkington Road
Lake Oswego, OR 97035
PATIENT HISTORY QUESTIONNAIRE

Date

Patient Name Nickname
FIRST MIDDLE LAST

Your therapist will discuss your responses with you during the evaluation. Thank you for completing this information.

PERSONAL INFORMATION
| am currently: [JEmployed [JEmployed with restrictions [JOn medical leave [INot employed

I currently:  [JLive alone [JLive with caregiver [JLive with family members

Current living environment: [[JHome/apartment [[JRetirement home []Assisted living
Do you smoke? [JYes [INo Packs per day Do you drink alcohol? [JYes [INo Drinks per week
Do you exercise? []Yes [ONo Type Times per week

Interests/hobbies/exercise

Will you have any problems attending therapy sessions? []Yes [No

GENERAL HEALTH

Medical conditions you currently have or have had in the past (check all that apply):

[] Allergies [JArthritis/Gout  []Blood Disorder [ JCancer [ ]Circulation/Vascular Problems [ JHeart Disease

[ IDepression [ ] Diabetes []Epilepsy/Seizures [JFibromyalgia [JHead Injury [JHearing Problems

[] High Cholesterol/Lipids [] Recent Hospitalization [JHypertension [Jinfectious Disease [JKidney Disease

[] Liver Disease [JLung Disease [] Migraines [CMultiple Sclerosis [JOsteoporosis [JPacemaker

[JPanic Attack/Anxiety [JParkingson’s Disease []Stomach Disease/Ulcer/Reflux []Stroke/Paralysis [JThyroid Disease

[] Visual Problems [ISurgery-Type(s)

If female, are you currently pregnant?  []Yes [INo

Are you taking any medications? [1Yes [INo If yes please list

Have you had any prior treatment for your condition (check all that apply)?
[] Hospitalization ~ [JBracing/Taping/Casting  [JPhysical Therapy = [JSurgery  [] TENS/Stimulation Unit [JInjections

[] Chiropractics [JAcupuncture []Other

Are you having trouble sleeping [JYes [JNo Normal Hours of sleep hours Current Hours of Sleep hours



PREVIOUS FUNCTION LEVEL
Before onset of my current symptoms (or prior to injury), | was: [Jindependent in all activites [ ]JDependent for all care

[] Independent with self care only [INeeding assistance with some activities
PERSONAL GOAL FOR THERAPY

What do you want to achieve from having therapy? [JReduce Pain  [JIncrease Function [JReturn to Work

[JReturn to usual housework/yard work [ISleep without waking up [CJReturn to recreation,

Types [] Other

KEY QUESTIONS ABOUT YOUR CONDITION

What is your MAIN complaint? Darken the areas on the body where you are having
problems:
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What is your pain with activity? S |
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How would you describe your pain (check all that apply)?
[JAching []Burning [JCramping []Crushing []Discomfort []Dull [JGnawing
[JLoss of Sensation [ JNumbness [JPressure [JSharp []Stabbing []Stinging [JSwollen [JThrobbing  []Tight

[JTingling [JWeakness []Other

How and when did these symptoms begin?

What makes your symptoms worse?

What makes symptoms better?

Since the onset of your symptoms have you had any of the following ( check all that apply)?

[ISignificant, unexplained weight loss  [JAtypical night pains  [JImpared bowel/bladder function  [JPian in multiple areas

[JDizziness/Fainting [JMuscle weakness [JFever/chills [CJNumbness [JVisual/hearing Problems



