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XXX : Sharp/Stabbing
OOO: Dull/Achy
-------: Numbness/Tingling
////////: Throbbing
***** : Burning
XXX : Sharp/StabbingOOO: Dull/Achy-------: Numbness/Tingling////////: Throbbing***** : Burning
What is the reason for your appointment and how did it start?
What is the reason for your appointment and how did it start?
Is your injury related to deployment?
Deployment related?
Are your symptoms:
Are your symptoms:
What make your symptoms worse?
What make your symptoms worse?
What make your symptoms better?
What make your symptoms better?
On a scale from 0 (no pain) to 10 (worst possible pain) how 
would you rate your pain over the last 72 hours:
On a scale from 0 (no pain) to 10 (worst possible pain) how would you rate your pain over the last 72 hours:would you rate your pain:
Use tobacco?
Use tobacco?
If yes, are you interested in quiting?
If yes, are you interested in quiting?
List any medications/dietary supplements you are taking:
List any medications/dietary supplements you are taking:
Do you or any immediate family member have:
Do you or any immediate family member have:
In the past 3 months have you experienced:
In the past 3 months have you experienced:
A change in your general health
A change in your general health
Nausea/Vomiting
Nausea/Vomiting
Fever/Chills/Sweats
Fever/Chills/Sweats
Unexplained weight change(>10 lbs)
Unexplained weight change(>10 lbs)
Numbness or Tingling
Numbness or Tingling
Changes in your appetite
Changes in your appetite
Difficulty swallowing
Difficulty swallowing
Changes in cough/sputum
Changes in cough/sputum
Shortness of breath
Shortness of breath
Bowel/bladder loss of control
Bowel/bladder loss of control
Infections of any sort
Infections of any sort
Pain that wakes you up at night
Pain that wakes you up at night
Unexplained fall/decreased balance
Unexplained fall/decreased balance
Dizziness/vertigo
Dizziness/vertigo
Are the physical demands of your current job/duties:
Are the physical demands of your current job/duties:
Are you currently on a temporary profile:
Are you currently on a temporary profile:
Feel safe at home and in the workplace?
Feel safe at home and in the workplace?
Use Alcohol?
Use Alcohol?
Are you pregnant?
Are you pregnant?
Are you nursing?
Are you nursing?
Mark on the chart with the following symbols below where you are having
 pain
Mark on the chart with the following symbols below:
What is your preferred learning method? (Mark One)
What is your preferred learning method? (Mark One)
Do you have difficulties with: (check all that apply)
Do you have difficulties with: (check all that apply)
Other than reducing your pain, what goal can physical therapy help you 
achieve?
Other than reducing your pain, what goal can physical therapy help you achieve?
Do your symptoms change through the day/night? (Explain)
Do your symptoms change through the day/night? (Explain)
In general, how would you rate your diet? (circle one)
In general, how would you rate your diet? (circle one)
How many:
Do you or any immediate family member have:
Often bothered by feeling down, depressed or hopeless?
Often bothered by feeling down, depressedor hopeless?
Often bothered by little interest or pleasure in doing 
things?
Often bothered by little interest or pleasurein doing things?
Interested in seeking treatment or are currently getting treated for depression?
Interested in seeking treatment or are currentlygetting treated for depression?
Cancer
Cancer
Diabetes
Diabetes
High Blood Pressure
High Blood Pressure
Heart Disease
Heart Disease
Stroke
Stroke
Rheumatoid Arthritis
Rheumatoid Arthritis
Self
Self
Family
Family
Do you have a history of:
Do you have a history of:
Asthma/Bronchitis
Asthma/Bronchitis
Chest Pain/Angina
Chest Pain/Angina
Headaches
Headaches
Kidney/Liver Disease
Kidney/Liver Disease
Neurologic Disease
Neurologic Disease
Osteoarthritis
Osteoarthritis
Osteoporosis
Osteoporosis
Pain in the pelvic region
Pain in the pelvic region
Sexually Transmitted Diseases
Sexually Transmitted Diseases
Prior Surgeries
Prior Surgeries
Latex Allergy
Latex Allergy
Drug Allergy
Drug Allergy
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