HERSHEY PHYSICAL THERAPY SERVICE

                                                               INITIAL EVALUATION                        Date______________                                  

NAME:__________________________             DATE OF BIRTH:_________​​​​​____                 SEX:  Male    Female
OCCUPATION:__________________
      WORKING?   YES   NO   MODIFIED          HEIGHT:______  WEIGHT:_____
​​​​​​​​​​​​​​​​​
[image: image1.emf]
1. What is your primary complaint/ailment/injury? ________________________________
__________________________________________________________________________

2. How did your injury/condition occur?__________________________________________
__________________________________________________________________________
3. When did your injury/condition begin/occur?___________________________________

4. Have your symptoms been getting:  Better    Worse    Remaining the Same

5. Are your symptoms:   Constant    or    Intermittent

6. Pain (Please circle the number that best corresponds to your pain level)

0 = No pain      10 = Extreme Pain

Current Pain:  0     1     2     3     4     5     6     7     8     9     10

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

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


7. What decreases/makes your SYMPTOMS BETTER?  (Circle all that apply)

Bending

Sitting 

Lying

Standing

Walking

Movement

Changing Positions

Rest

Heat

Ice

Better in AM

Better as Day Progresses

Better in PM

Medications

8. What increases/makes your SYMPTOMS WORSE?  (Circle all that apply)

Bending

Sitting 

Lying

Standing

Walking

Movement
Prolonged Positioning

Rest

Heat

Ice

Worse in AM

Worse as Day Progresses

Worse in PM

9. Have you had any medical testing or treatment for this condition? (Xray, MRI, CT Scan, Injections, Surgery)
_____________________________________________________________________________________​​​​_________
10. GENERAL HEALTH: Please rate your overall health:  Excellent    Good    Fair    Poor

Please indicate area(s) of symptoms on body diagrams









////
Severe Pain

OOO
Aching Pain
XXX
Numbness / Tingling

WWW
Weakness
ASSOCIATED SYMPTOMS (Please circle all that apply)
     Blood in urine/stool

     Dizziness, fainting, blackouts

     Fever, chills, sweats

     Nausea, vomiting, loss of appetite

     Changes in bowel or bladder

     Headaches

     Rash

     Cough

     Numbness or tingling

     Vision or hearing changes

     Fatigue or drowsiness

     Joint pain

Memory loss, confusion

Sudden weakness

Difficulty sleeping

Shortness of breath

Weight loss/gain
Balance Problems

PAST MEDICAL HISTORY (Please circle all that apply)

     Heart Disease

     High Blood Pressure

     High Cholesterol

     Cancer

     Diabetes

     Depression / Anxiety

     Stroke

     Headaches

     Asthma

     Pacemaker

     History of falls

     Pregnant

History of smoking

HIV / Hepatitis

Osteoporosis / Osteopenia

Other: _______________

Other: _______________

Please list all medications: _________________________________________________________________________________

_________________________________________________​​​​​​​​​​​​​​​​​________________________________________________

Please list any previous surgeries: ___________________________________________________________________________


_________________________________________________________________________________________________

What would you like to be able to do at the end of therapy that you are not currently able to do?  Goals?


_________________________________________________________________________________________________

