Alpine Physical Therapy & Spine Care

Patient Name:

PATIENT CONDITION

Reason for visit

When did your symptoms appear?

[OOHospitalization
OTENS/Stimulation Unit
OOther

Oindependent in all activities

[ODependent for all care

What is your level of pain at rest?
No Pain

[CONeeding assistance with some activities

Is this condition getting progressively worse? OYES ONO CJUNKNOWN
Are you having trouble sleeping? [OYES [INO
Normal hours of sleep: hours Current hours of sleep: hours

Have you had any prior treatment for your current condition? (check all that apply)
OBracing/Taping/Casting OPhysical Therapy OSurgery
Oinjections

OChiropractic  OAcupuncture

Before the onset of my current symptoms (or prior to injury), | was:
Oindependent with self-care only
CINeeding assistance with most activities

Please mark your level of pain with an X along the following lines:

V:(7

Vrarkanm X on the picture Where you cContinue

to have pain, numbness or tingling.

What is your level of pain with activity?

No Pain

Worst Pain Imaginable
. | . | |

Worst Pain Imaginable

HEALTH HISTORY

OHeart Problems

OFainting or Dizziness
OShortness of Breath

OCalf pain with exercise
OSevere Headaches

CORecent accident

OHead Trauma/concussion
OMuscular weakness

OcCancer:

OJoint dislocation

OBroken bones

OIDifficulty sleeping

OHigh blood pressure
OEpilepsy/Seizures/convulsions
OConstant pain unrelieved with rest
OMouth numbness

OKidney Disease

OLiver Disease

Oweakness or fatigue

Medical conditions you currently have or have had in the past:

ODifficulty swallowing

OJA wound that does not heal
OUnusual skin condition

OLung disease/problems
OArthritis

OsSwollen and painful joints
Olrregular Heartbeat

CStomach pain or Ulcer

OBack or neck injuries

OPain with cough or sneeze
[OIstroke

OMuscular pain with activity
OFrequent falls

OChest pain or pressure at rest
CONervous or emotional problems
OPacemaker/implanted stimulator
OBowel/bladder problems
ODiabetes: type

OBalance problems

HABITS

Smoking

Alcohol
Coffee/Caffeine Drinks
High Stress Level

Packs/day
Drinks/week
Cups/day
Reason

ALLERGIES

PRIOR SURGERIES

OHernia OSwollen ankles or legs MEDICATIONS
OBlurred vision OTremors
OCirculatory problems CINight pain while sleeping
CJaw problems OuUnexplained weight loss
OAny infectious disease (7B, Aids, OPregnancy
Hepatitis)
EXERCISE WORK ACTIVITY . o
CINone OModerate CIDaily ClHeavy OEmployed OEmployed with restrictions
Type OOn medical leave OONot employed ORetired
Type of Work
Times per week [OsSitting OStanding OLight Labor COOHeavy Labor




