
Physical Therapy Initial Evaluation
Pre-Exam Questionnaire

In order to evaluate your condition fully, please be as accurate as possible.  Thank you.

1.     What is your age? _______

2.     What is your gender? � Male � Female

3.     What is your occupation? ________________________

- Are you working now? � Yes � No

4.     Have you had physical therapy before? � Yes � No

5.     Where is your pain/problem? ________________________

6.     What caused your pain/or problem? ________________________

7.     Approximately when did it start? ____/____/20_____

8.     Is it getting worse, better, or staying the same? ________________________

9.     Have you ever had this pain/problem before? � Yes � No

10.   Is your pain constant (never goes away)? � Yes � No

11.   On the scale below circle your worst pain level in the past couple of days:

Mild Moderate Severe

0 . . . 1  . . . 2 . . . 3 . . . 4 . . . 5 . . . 6 . . . 7 . . . 8 . . . 9 . . . 10

12.   Are you taking any medication for this problem? � Yes � No
- If yes, what and does it help?

13.   Are any of your usual everyday activities affected? � Yes � No

- If yes, describe how.

14.   List all past surgeries with dates:

15.   List all medical conditions you have (or were told you have)?

Patient Name:______________________________________ Date:____________

Signature:_________________________________________

Referring MD: ____________________
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  Details on the CURRENT cause of injury    Pain/Problem Details
    (if none, comment on occupation, sleep, leisure)

  Recent Diagnostics: Date (-/+)

X-ray

MRI

Other

  Details on any PAST contributing factors:           Aggravating factors      Easing Factors

  Hallmark items (+) __Numbness/Tingling __Weakness __Sneezing/Coughing

  Functional impairments

   Patient stated goals:  "__________________________________________________________________________________________"

  Reflexes:      __WNL       __Not Tested           v u
  Sensation:    __WNL       __Not Tested           v u

  Potential Structure(s) at fault: Rehab Potential:    Excellent…Good…Fair…Poor

  Limiting Factors:

  Go to page 3 (complete this section at the end of exam)

  Patients Role & Short-Term Goals Treatment Plan
1)  Take frequent breaks when engaging in aggravating activities.
2)  Heat/Ice/Elevate/Compress regularly to manage swelling and/or inflammation __ Educate patient
3)  Demonstrate independence with a home care and exercise program __ Send home w/self care

__ Send to MD
  Long-Term Goals:

1) Manage pain level at low levels (0-2 on ten point scale) during ADL's by modifying activities. __ Manual Therapy
2) Functional: __ Exercise
3) __ EMS

__ US
  Frequency & Duration:

Anticipated total freq/duration: ____ X a week for ____  [  ] weeks     [  ] visits __ Ice/Heat
Follow-up evaluation after:  ____ visits __ Traction

__ Other:
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(+) Postive Findings (-) Negative Findings
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  Formal Specific Assessment

Primary Structure & Fault__________________________________________________________________________________

Underlying Dysfunction(s)_________________________________________________________________________________

Problem(s)/Impairment Caused______________________________________________________________________________

  Baseline Measurements:

AROM _________________________          Circle involved side.  If painful w/motion indicate by mi ld, mo d, sev ere.
(joint)

R L Comments on Quality of Mvt

Ext
Flex R L

Grip:
SB/hor abd Pinch
Rot/hor add

Girth:
Abd/ev __ above
Add/inv Center____

__ below
ER
IR Other:
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	Entire Form

