INITIAL PATIENT QUESTIONNAIRE

This questionnaire is designed to help us obtain necessary information about your health problems and activity level. Completing the
form as completely as possible will help us to develop the most effective treatment program to meet your needs. If you have
difficuities answering or understanding these questions, please ask for assistance.

Name: Date:

Age: Sexs M F Height: Weight: Right handed Left Honded

How did you hear about us? (circle ane) Doctor Friend Phone book  Athletic trainer/coach  Other.

Is your problem due to any of the foliowing‘?

Surgery Auto Accident ___ Shp/Fall
Lifting/Pullimg Gradual onset of symptoms ___ Sports Injury
Other Cause:

Date of Injury/Onset of symptoms:

How long have you experienced this present problem? (week(s)/month(s)/year(s))

Please indicate ALL symptoms:  ____ Ache/Dull pain ___ Burning ___ Numbness
___ Spasm/cramp —_ Pins & Needles ___ Stabbing/sharp pain
___No pain, unable to perform  ___ Stiffness ___ Shooting pain
certain activities ___ Other: please explain:

Please circle the numbers that indicate your pain level in the last 3 (three) days. Please indicate the best that your pain level has been
and the worst that it had been. Zero indicates no pain and ten indicates the worst your symptoms have been.

(NoPaim) 012 3 456789 10 (WorstPain)

What activities are you unable to perform or are having increased difficulty with as a result of your condition?

a) - d)
b) e)
c) : L)

Are there specific activities, movements or treatments that relieve your symptoms? Y N
If yes, please explain:

18 your condition cutrently getting Better Worse About The Same ?

Have you experienced similar problems inthepast? Y N ifyes, when:

How frequently do you experience flare-ups?

Have you had previous treatment for this condition? Y N for similar condition? Y N for different condition? Y N
If you answered yes to any of the above, please indicate the type of treatment and dates:

Please complete the health history on the reverse side of this form also. Thank You.







