[image: image2.png]To assist us in your treatment, please mark the areas on the figure below where you feel the described

sensations. Use the appropriate symbols for affected areas:
Pins & Needles i

Pain XXXXXX Burning Sensation  « ...
Numbness ~ OOO000 Tingling i

On a scale of 1 £ 10 with 1 being no pain, please indicate your level of pain

Please indicate location of pain

On line below, please indicate where your pain level is based on no pain to the far left
/And worst imagined pain {o the far right

Lo 4
No pain Worst imaginable
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Rehabilitation Services

750 Lombardy Street ( South Hill, VA 23970

(434) 774-2506 or ext 3645

Therapy Intake Form
Name: ____________________________________________   Date: ____________________

Referring Physician:____________________________________________________________
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History of Present Injury 

1. When was your most recent doctor’s appointment?__________________________________

2. Describe briefly the history of your present ACCIDENT, INJURY, ILLNESS OR CONDITION: Onset Date: _________________  Description of how it occurred: ________ __________________________________________________________________________


__________________________________________________________________________

3. Have you had this condition in the past? Yes No 

4. Is your condition a result of an event such as a fall or car accident?  Yes / No 

5. Is your condition resulting in a workmen’s compensation claim or lawsuit?  Yes /No 

    If yes for either, please explain. _________________________________________________

6. Is a lawyer involved? Yes / No 

7. Are you currently working? Yes or No       Job Title: _________________________________

8. Hand Dominance: Right / Left

9. Have you received any of the following tests/treatments for this problem? (Please Circle)

    Xray

CT Scan
Bone Scan

EMG    
Nerve Conduction study
MRI


   Medications      
Injections    
Chiropractor    
Massage     
Other:_____________________

10. Have you had any physical therapy during the current calendar year?  Yes / No

11. Have you had physical therapy for the same condition for which you are here today?  

     Yes / No 
 If yes, please indicate when and location:_________________________________

12. Please rate your pain level at this time 0-10___(0 = no pain and 10 = emergency room pain)

13. What activities increase your symptoms? (Please Circle)

Sitting

Walking
Driving
Kneeling
Twisting
Standing

Reaching
Stairs

Reclining
Lifting
Bending
Squatting

Rising

Other______________________________________________________________

14. What decreases  your symptoms? (Please Circle)

       Heat
Ice
Medication
Rest
Change in position
 Nothing   Other:____________________

15. Is your condition overall (Please Circle): Improving
     Getting Worse
   Staying the same

Medical History 

16. Do you have or have you had any of the following: (Please Circle)

Diabetes


Bowel/Bladder Problems

Stroke

     
Chest Pain


Urine Leakage


Allergies to Heat

     
High Blood Pressure
Asthma/Breathing Problems
Poor Cold Tolerance

     
Heart Disease

Liver/Gallbladder Problems
Other Allergies

     
Heart Attack


Smoking



Hernia

Heart Palpatations

Hypoglycemia


Seizures

Pacemaker


Special Diet Guidelines

Metal Implants

Headaches


Rheumatoid Arthritis

Dizziness/Fainting

Kidney Problems

Ringing in Ears


Recent Fractures

Nausea/Vomiting

Surgeries



Hepatitis 

Cancer


Sexual Dysfunction


Skin Abnormalities

Osteoarthritis 

Lupus/SLE  



Fibromyalgia

Pregnant


Gout 




History of falling

Depression


Bipolar/Schizophrenia

TB

Osteoporsis


Transplanted Organ


Metal Implant

17. Explain circled items:______________________________________________________________

______________________________________________________________________________________________________________________________________________________________________

18. Please list all current prescription medications that you are taking:___________________________

___________________________________________________________________________________

19. Please list all prior surgeries.________________________________________________________

___________________________________________________________________________________

20. Please list all allergies. __________________________________________________________________

__________________________________________________________________________________________

Patient’s signature: _______________________________________ Date: ______________________

I have reviewed any contraindications and their rehabilitation protocol with the named patient or the appropriate caregiver prior to initiating evaluation and treatment. 

Therapist’s Signature: ____________________________________Date: ________________________











