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PHYSICAL THERAPY 
Evaluation:  Patient History 

Date: __________________ Patient: 

Primary Diagnosis: _____________________________________ 

Secondary Diagnosis: ____________________________________ 

CURRENT CONDITION(S)/CHIEF COMPLAINT(S) 

What date did your injury/illness begin? ______________________________________   
How?  Suddenly ___ Gradually ___ 

Describe the problems(s) for which you have come for physical therapy. 

Has your problem(s) become     Better ___ Worse ___   Stayed the same ___ 


How are you taking care of the problems(s) now? _______________________________ 


What makes your problem(s) better? __________________________________________ 


What makes your problem(s) worse? __________________________________________ 


Were you hospitalized for this problem?  Yes ___   No ___  If yes, discharge date _____ 


Have you ever had the problem(s) before? Yes ___  No ___   

If yes, When? _________________________________ 


What did you do for the problem(s)? ____________________________________ 

Did the problem(s) get better?  Yes ___ No ___ 

About how long did the problem(s) last? ___________________ 


Are you seeing any other medical provider for the problem(s)? Yes ___  No ___  
If yes, please list ______________________________________________  

Do you use or require any special equipment for the problem(s)? Yes ___ No ___ 
If yes, please list ______________________________________________ 
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Please rate your health at the present time: Excellent ___   Good ___   Fair ___    Poor___ 

What are your goals for physical therapy? ______________________________________ 


AMBULATORY CARE SUMMARY
 

PAST MEDICAL/SURGICAL HISTORY 

Please check if you have ever had: 
Arthritis 

  Broken bones/fractures 
High blood pressure 
Stroke 

  Cancer 
Seizures/epilepsy 

  Diabetes/high blood sugar 
  Hypoglycemia/low blood sugar 

Bowel/bladder problems 
Any chronic illness/condition 

 Thyroid problems 
  Kidney problems 
  Skin diseases 

___  Blood disorders 
___ Circulation/vascular problems 
___  Osteoporosis 
___  Heart disease 
___ Hernia 
___  Head Injury 
___  Breathing/lung problems 
___ Parkinson disease 
___  Developmental or growth problems 
___  Infectious disease (Tuberculosis, hepatitis) 
___  Repeated infections 
___ Depression 
___  Psychological disorder 

___ Other(s): ____________________________
 

Have you ever had surgery?  Yes ___  No ___  If yes, please describe and list date
 

______________________________________ date ________________ 
______________________________________  date ________________ 
______________________________________ date ________________ 
______________________________________ date ________________ 

ALLERGIES 
Do you have any allergies to medications or food? Yes ___  No ___ 

If yes, please list: _________________________________________________ 

MEDICATIONS 
Do you take any prescription or nonprescription medications?  Yes ___  No ___ 

If yes, please list (or provide list): ____________________________________ 

Changes / updates to the above (to be completed by the therapist): 
Date: ___________ ____________________________________________________ 
Date: ___________ ____________________________________________________ 
Date : __________ ____________________________________________________ 



 
      
 

 
 
 
 

 
 

 
      

     
      

     
 

     
     
          

     
     

       
   

  
 

 
 
 
 
 
 

   
 

 
    

 
       

 
  

 
 

 
    

             
      

 

PHYSICAL THERAPY Patient: 
Evaluation:  Patient History 

SYMPTOM AND PAIN ASSESSMENT 

Within the past year, have you had any of the following symptoms? (Check all that apply) 
___ Chest pain ___  Difficulty sleeping ___  Difficulty sitting 
___  Heart palpitations ___  Loss of appetite ___  Difficulty standing 
___  Cough ___  Nausea/vomiting ___  Difficulty walking 
___  Headaches ___  Difficulty swallowing ___  Difficulty with 
stairs 
___  Shortness of breath ___  Bowel problems ___  Difficulty lifting 
___  Dizziness or blackouts ___  Weight loss/gain ___  Difficulty carrying 
___  Coordination problems ___  Urinary problems ___  Difficulty reaching 
___  Weakness in arms or legs ___  Fever/chills/sweats ___  Difficulty kneeling 
___ Loss of balance ___  Hearing problems ___ Difficulty squatting 
___  Joint pain or swelling ___  Vision problems ___  Difficulty pushing/pulling 
___ Other: _______________________________________ ___ Falls 

Rate your pain on the following scale:  0 1 2 3 4 5 6 7 8 9 10 

Describe your pain (Circle all that apply): 
Sharp    Shooting    Aching    Burning    Stabbing    Throbbing    Tender 

Is your pain constant? Yes ___  No ___  Are there periods of relief? Yes ___  No ___ 

Is your pain worse (circle): AM   PM   with activity   at rest 

Is your pain better (circle):    AM  PM  with activity   at rest   

Does your pain wake you up at night? Yes___ No___    Keep you awake? Yes___ No ___ 

Does your pain travel into:  Arm(s)? Yes ___ No ___   Leg(s)?  Yes ___ No ___    
Other? ________________________ 
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Please color all areas of pain. 
Mark an “X” on all areas of 
numbness/tingling. 

PHYSICAL THERAPY Patient: 
Evaluation:  Patient History 

SOCIAL HISTORY 

Current Employment: 
___ Full time ___ Part time ___ Retired           
___ Student ___ Unemployed ___ Medical Leave 
___ Disabled (by today’s problem)    ___ Disabled (other than today’s problem)

   Job Title: __________________________________________ 

Level of Education: 
Highest grade completed: (circle one)  1  2  3  4  5  6  7  8  9  10 11 12 
___ Some college/technical school ___ College graduate 
___ Graduate school/advanced degree 

Cultural/Religious: 
Any customs or religious beliefs or wishes that might affect care? Yes ___  No ___ 
If yes, please explain: ________________________________________________ 

Living Environment: 
Does your home have: Do you use: 
___ Stairs, no railing ___ Cane 
___ Stairs, railing ___ Walker or rollator 
___ Ramps ___ Manual wheelchair 
___ Elevator ___ Power wheelchair 
___ Uneven terrain ___ Glasses, hearing aids 
___Assistive devices (ex., in bath, in bedroom) ___ Other: ______________ 

Where will you live (or intend to live) at the conclusion of this outpatient therapy? 
___ Private home ___ Board and care / assisted living / group home 
___  Private apartment ___  Long term care facility 
___ Rented room ___ Homeless 
___ Other___________________ 

Who do you live with (or intend to live) at the conclusion of this outpatient therapy? 



       
       
      
 

 
 

  
   

 
 
 

      
 

 
 

 
 

     
   
   
 
   
 

 
  
      
   
   
   

     
 

 
 

 
  
   
      
   
 
 
 

  
 
________________________________________________________________________ 
________________________________________________________________________ 

___ Alone ___ Child  ___  Personal care 
___ Spouse only ___  Other relatives attendant 
___ Spouse and others ___ Group setting ___ Other 

Do you feel safe with the person who takes care of you?  Yes ___  No ___ 

Are you abused by someone you live with or who takes care of you?  Yes ___ No ___ 

Have you had unintentional weight loss within the past 3 months?  Yes ___  No ___
 
Do you have a history of falls or had a fall in the past 2 weeks?  Yes ___  No ___ 


PHYSICAL THERAPY 
Evaluation:  Patient History 

HEALTH HABITS 

Smoking: 
___ I currently use tobacco 

___ Cigarettes:  Packs per day ________ 
___ Cigars/pipes:  # per day _________ 

___ I do not use tobacco, but I used to use tobacco 
___ I have never used tobacco 

Alcohol: 
___ I drink alcohol 

___ Rarely (less than 1 drink/month) 
___ Occassionally (1 – 4 drinks per month) 
___ Socially (1 – 2 drinks per week) 
___ Frequently (3 – 5 drinks per week) 
___ Daily (at least one drink a day) 

___ I do not drink alcohol, but I used to drink alcohol 
___ I never drank alcohol 

Exercise: 

Patient: 

Do you exercise beyond normal daily activities and chores? 
___ Yes
 

How often? ___ Daily    ___ 3 times per week  ___ Weekly
 
For how many minutes, on average? ___________________ 


___ No 

THERAPIST COMMENTS/QUESTIONS/CLARIFICATIONS 



________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________  
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