General

Change in sleep
Fatigue

Night pain
Radiation treatment
Unexplained fever
Shakiness

Weight loss/gain
Tobacco
Tuberculosis
Cancer

Other

AIR Physical Therapy

Patient Health Questionnaire
*Please Print

Please circle any symptoms you CURRENTLY have.

Cardiovascular
High blood pressure
Chest pain/pressure
Ankle swelling
Blood clots/phlebitis
Cholesterol problem
Lightheaded spells
Irregular heartbeat
Heart Murmur

Heart disease/heart attack
Mitral valve prolapse

Musculoskeletal
Osteoarthritis
Foot pain
Back pain
Gout
Joint pain/stiffness
Leg pain
Muscle weakness

Mental Health
Memory loss
Anxiety
Chronic fatigue
Depressed mood

Neurological
Dizziness
Loss of sensation
Paralysis
Seizures
Stroke/CVA
Tremor
Headaches/severe
Numbness/tingling
Respiratory
Asthma
Emphysema
Shortness of breath
Wheezing

Difficulty concentrating

Medications: Use back of page if needed. Remember antibiotics, blood thinners, insulin & heart med.

None

Name Reason taking Dosage Frequency
Name Reason taking Dosage Frequency
Name Reason taking Dosage Frequency
Name Reason taking Dosage Frequency
Name Reason taking Dosage Frequency
Name Reason taking Dosage Frequency
Name - Reason taking Dosage Frequency
Name Reason taking Dosage Frequency

Allergies: NO___ List allergies:

Past Surgical History:

Check surgeries you have already had & when if known

Heart ~ What was done Reason Yr.
Lung  What was done Reason Yr.
Total joint replacement: Which joint Reason Yr.
(If more than one joint): Which joint Reason Yr.
Which Joint Reason Yr.
Fracture Repair: Of Reason Yr.
Back Surgery: What was done
Reason Yr.
Abdominal surgery: What was done
Reason Yr.
Other: Specify Reason Yr.
Tests you have had: X-rays MRI
CT Scan Circulation Emg/NCV
NAME: DATE: **PLEASE COMPLETE OTHER SIDE **




PLEASE DESCRIBE YOUR MAJOR COMPLAINT

How did it begin
When did it begin
PLEASE CIRCLE THE NATURE & INTENSITY OF YOUR PAIN

SHARP NUMBNESS TINGLING DULL ACHE SHOOTING THROBBING BURNING

CONSTANT (76-100%) FREQUENT (51-75%) OCCASIONAL (26-50%) INTERMITTENT (24%ORLESS)
INTENSITY OF YOUR PAIN AT REST | (NOPAIN) 0 1 2 3 4 5 6 7 8 9 10 (UNBEARABLE PAIN)
INTENSITY OF YOUR PAIN WITH MOVEMENT (NOPAIN) 0 1 2 3 4 5 6 7 8 9 10 (UNBEARABLE PAIN)
SINCE THIS CONDITION BEGAN YOUR SYMPTOMS HAVE: =~ DECREASED _ NOT CHANGED __ INCREASED

WHAT ACTIVITIES MAKE PAIN: Better

Worse
YOUR SYMPTOMS ARE WORSE IN THE: MORNING AFTERNOON NIGHT
IN THE PAST, HAVE YOU BEEN TREATED FOR THIS SAME PROBLEM? YES NO
IF YES, WHO DID YOU SEE FOR THIS CONDITION MD PHYSICAL THERAPIST
OCCUPATIONAL THERAPIST CHIROPRACTOR OTHER

IF YES, WHAT TREATMENT DID YOU RECEIVE?

OCCUPATION HAS YOUR WORK STATUS CHANGED BECAUSE OF THIS YES NO
DO YOU EXERCISE: YES ~_ NO__ AMOUNT: WK DAY HEIGHT: __ ft.__in. WEIGHT: id
DO YOU FEEL YOU WEIGHT CONTRIBUTES TO YOUR PROBLEM: YES NO

Please mark as follows on the drawings:

B — burning

P — pain

N — numbness
C—cold

T — tingling






