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     1960 PHYSICAL THERAPY

           
845 FM 1960 WEST / SUITE 105

               
      HOUSTON, TEXAS 77090

 PHONE: 281-453-7937 / FAX: 281-453-7032
 Medical History Questionnaire                                         

Name: ______________________________________________________________________________
Date of Birth: _________________________   Sex:   M         F     Phone: ________________________
Please list the symptoms that brought you here today. Mark them on the body diagram as: 

                        P = pain, N = numbness, T = tingling and W = weakness
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Please list the date the symptoms started and if any previous episodes of pain. ________________
____________________________________________________________________________________

Please list current/previous medical conditions: __________________________________________
____________________________________________________________________________________

Please list any previous surgeries: ______________________________________________________

____________________________________________________________________________________

Please list diagnostic tests recently performed (X-Rays, MRI, CT scan, and PET): _______________
____________________________________________________________________________________
Please list current medications: ________________________________________________________

____________________________________________________________________________________

What makes your symptoms worse? ____________________________________________________

What makes your symptoms better? ____________________________________________________

____________________________________________________________________________________

Are symptoms worse in the morning, evening, at night or as the day progresses? ______________ ____________________________________________________________________________________

How long can you sit and/or stand before symptoms increase?  _____________________________

____________________________________________________________________________________

Does pain wake you after you fall asleep?    (Please circle)                   YES                       NO     

If YES, how many times? __________________________________________________

What position(s) do you sleep in? (Please circle more than one if applicable)        

                  BACK                       STOMACH                LEFT SIDE                  RIGHT SIDE    

What type of sleeping surface do you have?   (Please circle)      
                  FIRM                         SOFT                         SAGGING                  WATERBED

If employed, what is your occupation?  __________________________________________________
Job Requirements:   __________________________________________________________________
____________________________________________________________________________________
Current work status: (Please circle)   

 FULL DUTY          LIGHT DUTY            FULL TIME         PART TIME        OFF WORK DUE TO INJURY       
Do your symptoms limit normal activities of daily living? Please describe. (Cleaning, vacuuming, sweeping, dressing, showering/bathing, yard work etc.)____________________________________
____________________________________________________________________________________

Please mark on the line below to indicate your pain levels over the last three (3) days with the following:         W = worst pain   L = least pain    A = average pain      C = Current pain
             |_______|_______|_______|_______|___  ___|______|______|______|______|_______|

            0             1              2            3              4             5           6           7           8           9           10

     (No Pain)






                                       (Extreme Pain)

Please list at least two (2) goals that you hope to accomplish by participating in physical therapy: ________________________________________________________________________________________________________________________________________________________________________

When is your next follow – up appointment with your physician? ____________________________
Thank you for assisting us by completing this questionnaire. 
�
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