Physical Therapy Pre-Exam Questionnaire

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

Patient Name: DOB: Date:

1. What iS YOUI @B weviiiieiiicieiie e ettt sttte e e eae e e e e erae e e e s st ae e e e saaeaae e

2. What is YOUI SENUEI? ..ttt rae e e o Male / Female
3. What is your 0CCUPAtioN? .....coovieiiiiiiieiieeee et e e e e e e e eranr e s

4. Are YOU WOIKING NOW? ..uvvviicieiieeiie ettt Yes / No Part-Time / Full Time
5. Have you had physical therapy before? ........ccooovvvvviiiieeeeeeeeeeee e, Yes / No

6. Where is your pain/problem? ...

7. What caused your pain/or problem? ........ccccceeveveeiveeccieeee e

8. Approximately when did it start? ........oooovviiiiiiiiieeeecece e

9. Is it getting better, worse, or staying the SamMe? ......ccccvvveeeeeeiieeiienienieninn,

10. Have you ever had this pain/problem before? .......ccccocvveeivvivieeeieiineeeecenns Yes / No

11. Is your pain constant (NEVEr 0S5 aWay)? ....ccocvviverereereirenirenteseeeeereessenens Yes / No

12. Pain Scale. (0=NONE, 5=MODERATE, 10=EXTREME)

When your pain is at its worst: 0.....1.....2.....3.....4....5.....6....7.....8.....9.....10
How it feels right now: 0.....1.....2.....3.....4....5.....6.....7.....8.....9.....10

When your pain is at its best: 0.....1.....2.....3.....4....5.....6.....7.....8.....9.....10

13. Are you taking any medication for this pain/problem? ...........cc..c........ Yes / No

-If yes, what and does it help?

14. Are any of your usual everyday activities affected?......c..ccovvvvvveeennnnnnin. Yes / No

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

-If yes, describes how.




