Intake Questionnaire

Please fill out the following questionnaire as completely as possible.
This enables your Therapist to establish a clinical profile that is safe and appropriate for your individual needs.

Patient Name: Date:

Occupation: Work Status:

Allergies:

Please list X-rays, MRI, or other tests that were performed for this condition?

Previous treatments (Physical Therapy, chiropractic, injections, etc.):

Current Medications:

Do you smoke or chew tobacco? Oy [CIN How many packs a day? For how long?

Do you drink alcoholic beverages? L1y Cn How many drinks per week?

Please list hobbies/exercise and frequency?

Where is your pain?

Please use the following symbols to mark Pain:
on the drawing the areas you feel pain. Numbness: ///
Pins/Needles::

Shooting:xxxx

, . ®0000000000
PainIntensity: 01234567 89 10
No Pain Severe Pain

How would you describe your pain?

|:|1- Sharp |:| 5 - Throbbing |:| 9 - Numb
[[]2-sShooting  [] 6 - Puliing []10- Heavy
|:|3 - Burning |:| 7 - Ache |:| 11 - Tight
|:|4 - Dull |:| 8 - Tingling |:| 12 - Stabbing

1. Is your pain constant? [ves [INo If NO, How long does it last?

2. What alleviates your pain? [ IRest |:|Walking [lExercise [IHeat

che DMedication |:| Other

3. What aggravates your pain? |:|Lifting |:|Walking |:|Sitting |:|Standing
[Isleeping [ Jother

form PPTIQ001


Admin
Typewritten Text
form PPTIQ001


	Med Pro

	Patient Name: 
	Date: 
	Occupation: 
	Work Status: 
	Allergies: 
	Please list Xrays MRI or other tests that were performed for this condition: 
	Previous treatments Physical Therapy chiropractic injections etc: 
	Current Medications: 
	How many packs a day: 
	For how long: 
	How many drinks per week: 
	Please list hobbiesexercise and frequency: 
	If NO How long does it last: 
	Other: 
	Other_2: 
	Box3: Off
	Box4: Off
	Pain: 
	Radio Button3: Yes
	Box5: Off
	Box6: Off
	Box7: 12
	Box8: 12
	Box9: Off
	Box10: Off
	Box11: Off
	Box12: Off
	Box13: Off
	Box14: Off
	Box15: Off
	Box16: Off
	Box17: Off
	Box18: Off
	Box19: Off
	Box20: Off
	Box21: Off
	Box22: Off
	Box23: Off
	Box24: Off
	Box26: Off
	Box27: Off
	Box28: Off
	Box29: Off
	Box25: Off
	Box30: Off
	Text4:     
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 


