[image: ]                            Medical Intake Form

Name:_________________________________DOB:___________________ Date:__________________________

Referring Provider (if any)___________________   Primary Care Physician (Pediatrician)______________________

What is your area of discomfort or concern that brings you to physical therapy?_______________________________
______________________________________________________________________________________________

How long have you had this problem?________________________________________________________________

Have you consulted any other health care professionals for this problem before?        Yes         No
	If yes, please explain._______________________________________________________________________

Have you recently had any diagnostic imaging studies (x-ray, CT scan, MRI)?           Yes         No
	If yes, please explain________________________________________________________________________
	_________________________________________________________________________________________

Have you had any laboratory work done recently (urinalysis or blood tests)?               Yes        No 
	If yes, please explain________________________________________________________________________
	_________________________________________________________________________________________

Current Occupation:__________________________________ 
	Please check all that apply to your work:
	____Prolonged sitting (i.e. desk, computer, driving)		
	____Prolonged standing 
	____Prolonged walking
	____Use of large or small equipment
	____Lifting, bending, twisting, climbing, turning
	____Exposure to chemicals, pesticides, toxins, or gases
	____Other (please describe):_______________________________________________________________
If unemployed or retired, previous employment:______________________________________________________

	Tobacco Use						
Do you smoke cigarettes?             Yes      No	
If so, how many per day?___________________	
How long have you been smoking?___________
	Female Patients: Pregnancy

Are you pregnant? 	                                   Yes        No
Is there any chance you may be pregnant?       Yes        No





	Please rate your current pain level from 0 (no pain) to 
10 (worst pain imaginable): ____ / 10
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	Please rate your lowest pain level in the past 24 hours
from 0 (no pain) to 10 (worst pain imaginable):____ / 10

	

	Please rate your highest pain level in the past 24 hours from 0 (no pain) to 10 (worst pain imaginable):____ / 10
	

	Using the diagram to the right, please indicate the areas 
where you are experiencing pain.  The symbols below can be used as descriptors.

                        Numbness          00000
                        Pins/needles       ////////
                        Burning             ^^^^^
                        Aching               XXXXX
                        Stabbing            *******
	



Patient name_____________________________________ Date of birth __________________Acct __________	
	PAST MEDICAL HISTORY
Please checkmark “√” if you or anyone in your immediate family (specify whom) has had any history of the following:

	Condition
	Personal
	Family
	
	Condition
	Personal
	Family 

	Acid Reflux (GERD)
	
	
	
	Hepatitis (any type)
	
	

	Alcoholism
	
	
	
	HIV/AIDS
	
	

	Allergies (any)
	
	
	
	Huntington’s Disease
	
	

	Anemia
	
	
	
	Inflammatory Bowel
	
	

	Asthma
	
	
	
	Kidney Disease
	
	

	Autoimmune Disease
	
	
	
	Kidney Stones
	
	

	Bleeding disorders
	
	
	
	Latex Sensitivity
	
	

	Blood Pressure Problem
	
	
	
	Liver Disease
	
	

	Bronchitis
	
	
	
	Lupus
	
	

	Cancer (any type)
	
	
	
	Mental illness
	
	

	Chest Pain/Angina
	
	
	
	Multiple Sclerosis
	
	

	Cholesterol problems
	
	
	
	Osteoarthritis
	
	

	COPD
	
	
	
	Osteoporosis/Osteopenia
	
	

	Deep Vein Thrombosis
	
	
	
	Ovarian Cysts
	
	

	Diabetes
	
	
	
	Parkinson’s Disease 
	
	

	Diverticulitis
	
	
	
	Peptic Ulcer
	
	

	Drug Addiction
	
	
	
	Pneumonia
	
	

	Emphysema
	
	
	
	Prostate Disease  (males)
	
	

	Endometriosis  (females)
	
	
	
	Rheumatoid Arthritis
	
	

	Epilepsy/seizures
	
	
	
	Skin problems
	
	

	Fibromyalgia
	
	
	
	Sexually Transmitted Disease
	
	

	Glaucoma
	
	
	
	Stroke/TIA
	
	

	Gout
	
	
	
	Thyroid Disorder
	
	

	Guillain-Barré
	
	
	
	Tuberculosis
	
	

	Headaches
	
	
	
	Urinary Incontinence 
	
	

	Heart Attack
	
	
	
	Urinary Tract Infection
	
	

	Heart Disease
	
	
	
	Vascular Disease 
	
	



	Please list any additional family or personal past medical history information here
	

	



Current Medical Symptoms (Please check if you are currently having any of the following…)

  Fever/chills/sweats (day or night)			  Nausea/vomiting/loss of appetite
  Unexplained weight loss or gain			  Changes in bowel or bladder function
  Unusual fatigue/drowsiness				  Numbness or tingling
  Sudden weakness					  Trouble sleeping
  Confusion/memory loss				  Other __________________________________________

Medical/Surgical History 

Do you have a pacemaker?				  Yes         No
Have you ever had a joint replacement?			  Yes         No
Have you ever been hospitalized?			  Yes         No      If yes please specify________________
________________________________________________________________________________________________

Patient name_____________________________________ Date of birth __________________Acct __________	
Medical/Surgical History (continued)

Please list any operations you have had and the date(s):

	   Date of Surgery				        Reason for Surgery
1.)_________________________  ___________________________________________________________
2.)_________________________  ___________________________________________________________
3.)_________________________  ___________________________________________________________
4.)_________________________  ___________________________________________________________
5.)_________________________  ___________________________________________________________			
Prescription Medications (Please list all prescription medications you are currently taking)
            
Medication		   Dosage		          Medication		       Dosage	
_____________________  ________________	  ______________________  _______________
_____________________  ________________          ______________________  _______________
_____________________  ________________          ______________________  _______________
_____________________  ________________          ______________________  _______________		
Over-the-Counter Medications (Please list all over the counter medications you are currently taking.  This includes vitamins, minerals, pain relievers, cold medicines, supplements.)

Medication		   Dosage		          Medication		       Dosage	
_____________________  ________________	  ______________________  _______________
_____________________  ________________          ______________________  _______________
_____________________  ________________          ______________________  _______________
_____________________  ________________          ______________________  _______________		  

Living Environment

Please specify your current living situation.  I currently live:

  Alone	  With family, spouse, partner	            Assisted living	     Other _______________
__
Do you have any stairs/steps in your home?         Yes            No

	If yes, how many?_____________________________________________________________________

Do you exercise regularly?            Yes            No

	If yes, what kinds and how often?__________________________________________________________

What types of sports/recreational activities do you participate in?_______________________________________

What do you hope to get out of physical therapy?____________________________________________________

Do you have any other concerns that you would like your physical therapist to be aware of?        Yes          No

	If yes, please specify:____________________________________________________________________
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PHYSICAL THERAPY P.L.L.C.

790 Ayrault Road ¢ Fairport, New York 14450
(585) 425-1018 FAX (585) 425-8955
http://lwww.star-physicaltherapy.com





