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   MEDICAL HISTORY INTAKE FORM 
 

  
Name:          Date:     

 

Height :      Weight ( lbs .) :      

 Descr ibe your current complaint :            

                 

 When did your condit ion begin?         

 How did your problem begin?             

 Have you had th is condit ion in the past? Yes No    Have you had surgery? Yes No 

 L ist  any past surger ies :              

Current level  of pain (0=no pain ,   10= severe pain) 

  At rest :  0 1 2 3 4 5 6 7 8 9 10 

  With Movement:  0 1 2 3 4 5 6 7 8 9 10 

 Type of symptoms: Sharp Shoot ing Burning Dul l  Throbbing Aching Cramping 

         St i f fness Swel l ing Numbness T ingl ing Other:       

S ince your condit ion began, have your symptoms: decreased not changed increased   

 Please mark your symptoms on the drawings to the r ight :  
 “X”= Pain/T ightness/St i f fness “O”= Numbness/T ingl ing 
  
 How often do you have the pain? (Please mark al l  that apply) 

 Constant Intermittent Dai ly  

 Weekly Mornings End of day 

 Does i t  interfere with your:  

Work Sleep Dai ly  Rout ine Recreat ion 

Act iv i t ies that are painful  to perform: 

Sit t ing Standing Walk ing Bending Ly ing down 

Sitt ing to standing 
 
L ist  a l l  medicat ions you are present ly tak ing:           

                

 Check any of the fol lowing that are in your health h istory : Asthma Shortness of Breath Heart Murmur Chest Pain  

 Pacemaker  High Blood Pressure  Heart Attack  Heart Surgery  Stroke or TIA  Blood Clot  Epi lepsy or Seizure  

Hyper/Hypothyroidism  Emotional /Psychological  Headaches  Weakness  Numbness/T ingl ing  Dizz iness or Faint ing  

Mult ip le Sclerosis  Weight Loss  Al lergies  Cholesterol  Neurological  Problems Diabetes  Metal  Implant   

Cancer  Smoking Arthr i t is  Are you Pregnant?  Osteoporosis  Incont inence Hernia 
  
 Please l is t  three goals you would l ike to achieve whi le in physical  therapy:  

 1.                 

 2 .                 

 3 .                 

 

Pat ient /Guardian Signature:          Date:      
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