&

ORTH,‘O/PEDIC ORTHOPEDIC & SPINE THERAPY
SPINE\(%;I-;’I?ERAPY INTAKE FORM
Date of Evaluation / / Email Date of next MD visit / /
Name (First/MI/Last) Age D.O.B / /
Referring Physician Family Physician

How did you choose our facility? [JPhysician [JFamily [JFriend [JLocation [JAdvertisement [JOther

Occupation/Job Description (What do you do at work?)

Current Work Status [JFull-time, no restrictions [JPart-time, no restrictions [JFull-time, with restrictions

OPart-time, with restrictions CJCurrently not working C]Medical Leave CDMaternity Leave CJOther

Leisure Activities Living Situation (House, Apt, Other)

Do you feel safe at home?QYes ONo  Comment:

How do you best learn? [JListening []Seeing [0Doing Comment:

What problems or concerns would you like addressed? Explain:

When did your problem develop? (Exact date) / /

How did your problem begin?

Since your problem began, is it? QImproving QStaying the same QWorsening

Please note on the diagram where you're experiencing pain, using the appropriate letters below:

T=Tingling

D =Dull

S =Sharp

N = Numbness
B =Burning

Are you right hand or left hand dominant? QRight OLeft
Is your pain? QConstant Qlntermittent

Express your pain on a scale of 0-10 (10 being extreme):
At present At best At worst

List and score at least 3 activities that you are unable to perform or have the most difficulty performing because of
your chief complaint. On a 0-10 scale, the HIGHER the number, the EASIER and the LOWER the number, the more
DIFFICULTY you have. (0 = unable to perform activity; 10 = fully able to perform activity)

1. Score

2. Score

3. Score




Are there any activities or positions that significantly worsen your symptoms?
OSitting OOStanding[CdWalking COLifting CLying down Olce ODHeat CdCoughing/Sneezing [OBending

[OBowel or bladder movements Clintercourse C1Other

Are there any activities or positions that significantly improve your symptoms?
[Sitting OStanding COWalking OLifting OLying down Olce CDHeat [OPain medications [1Bending

[1Bowel or bladder movements [JOther

Are you currently receiving the following treatment with another provider?
[OPhysical Therapy [JChiropractic [JMassage [JHome Healthcare Services [JSkilling Nursing Facility Services
Have you had prior treatment(s) for this condition?

[OPhysical Therapy [JChiropractic (JInjections [JMassage [1Surgery [JAcupuncture [JOther

Have you had any recent diagnostic tests? []JBone Scan [JCT Scan [JEMG [JUrinalysis [JUrodynamics [JMRI
[OX-Ray O0Other

GENERAL HEALTH
Please list all allergies: []Seasonal [JMedications [JLatex [JEnvironmental [JFood [INickel
[JOther

Please list all medications you are currently taking:

Personal health rating: At the present time, would you say that your health is QexcellentQvery good QOfair Qpoor

Please check all conditions below that apply to you:

HEART & CIRCULATION
OHigh blood pressure
OPain/tightness in the chest
OCold hands/feet
ONumbness in hands/feet
OAnemia
OBlood clots
OEasy bleeding
OHeart attack
OPacemaker
OBypass surgery
OHeart murmur
OOther

LUNGS & BREATHING
OShortness of breath
OCurrently smoking
OHistory of smoking
OAsthma
OEmphysema/bronchitis
OcopPD
OOther

SKIN CONDITIONS
OEczema
OContact dermatitis
OLichens sclerosis
OPsoriasis
OOther

BONES & JOINTS
OChronic fatigue syndrome
OArthritis
ORheumatoid arthritis
OFibromyalgia
OTailbone pain
OOsteoporosis
OStress fracture
OJoint replacement
OOther
OTHER MEDIATION CONDITIONS
ODiabetes
OcCancer
OMelanoma
OLupus
OStroke

OHearing loss
ORinging in ears
Ovision/eye problems
ODizziness
ODepression
OAnxiety

O

O
O

OTHER MEDIATION CONDITIONS (cont.)
OHeadaches
OHyperthyroid
OAnorexia/Bulimia
OHead injury
OEpilepsy/seizures
OMultiple sclerosis
Oirritable bowel syndrome
Oulcers
OHernia
OKidney problems
OHepatitis
OAlcohol/drug addiction
OVomiting
OUnexplained weight change
OSweating
OChills
OSexually transmitted disease
OFalls in last 6 months
OMetal implants
OHIV/AIDS
OOther




Please explain any checked items above and add others not listed:

Past Surgical History (please include dates to the best of your ability):

Ojoint replacement O cesarean section Ogastric bypass
Ospinal fusion Ohysterectomy Oileostomy
Olaminectomy/disectomy Oappendix removal Ocolostomy
Oshoulder surgery Ogall bladder removal Ovasectomy
Oelbow/hand/wrist surgery Oabdominal surgery Ococcyx removal
Ohip surgery Olaparoscopy Oabortion
Oknee surgery Obladder surgery OD&C
Oankle/foot surgery Oprostate surgery Opudendal nerve surgery
Ohernia repair Ohemorrhoid surgery OOther

Oimplanted devices OOther

What do you hope to accomplish in physical therapy?

Patient Signature: Date:

Physical Therapist Signature: Date:
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