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APPENDIX C-3

Patient Entry Questionnaire

Thank you for completing this form entirely and in detail.  It will help your time with your therapist to be most effective and expedient.  Answering these questions and listing details may not seem important, but it helps the therapist put together a comprehensive picture and develop the most efficient treatment program.  You may use the back of the pages if you need more space.  If you have questions about this form or our procedures, please ask Bonnie Yost, PT, LCCE at 303-646-2041, ext. 1.

Name: ______________________________________________   Today's Date ________________________

Date of Birth: _____________________________        Gender: 
M
F
Age: _____________

Phone Number: ______________________  Will you get messages at this number?  Yes   No   Discuss w/ me
Symptoms or problems (pain, weakness, numbness, tingling, etc.) from most annoying (#1) to least annoying:

When and How did your problems start?

Please list all medications you take and how often (you may use the back of this page):

PAST MEDICAL HISTORY:  Please list symptoms/problems you have experienced before this current episode:

Due you have a history of abuse or trauma?
Yes
No
Unknown
At what age(s)? ______________

What types of trauma have you experienced?
Physical
Sexual
Emotional
Spiritual
Other

List all recent medical tests & dates (X-ray, MRI, labs, etc.):________________________________________

Please list all surgeries you have had: _________________________________________________________

Are you pregnant?    Yes    No     N/A     If you are pregnant, when is the baby due? ______________________

Any complications or concerns regarding your pregnancy or delivery?   N/A  or   _________________________

Are there any emotional or unusual stresses in your life that affect the way you feel?  Please describe:

Please indicate whether you have had any of the following medical problems and what year:

(
Hepatitis/Jaundice
Yes
No
Area: ____________
(
Visual/Eye Problems
Yes
No

(
Diabetes
Yes
No

(
Urinary/Kidney Infection
Yes
No

(
Asthma/Hay Fever
Yes
No

(
Chronic Bronchitis
Yes
No

(
Hypoglycemia
Yes
No

(
Ulcers/Stomach Problems
Yes
No

(
Kidney Stones
Yes
No

(
Short Breath
Yes
No

(
Stroke
Yes
No

(
Pacemaker
Yes
No

(
Allergies
Yes
No
What: ____________
(
Heart Disease
Yes
No

(
Scarlet Fever
Yes
No

(
Cancer
Yes
No

(
Liver Disease
Yes
No

(
Tumors
Yes
No

(
Pneumonia
Yes
No

(
Chest Pain
Yes
No

(
Emphysema
Yes
No

(
Headaches
Yes
No

(
Anemia
Yes
No

(
Dizziness/( Balance
Yes
No

(
Panic Attacks
Yes
No

(
Blood Pressure Problems
Yes
No

(
Polio
Yes
No

(
Nerve Problems
Yes
No

(
Pelvic Pain
Yes
No

(
Abdominal Pain
Yes
No

(
Arthritis/Gout
Yes
No

(
Other _________________
Yes
No

Do you have any new or unusual symptoms?
Yes
No
If yes, please describe what they are and when they started:

Do you have headaches more than 1-2 times per year?     Yes     No    If yes, 
how often do you have headaches?   ____________
How long do they last?   _____________________

Please describe your headaches (i.e. where do they start, travel, how do they feel, etc.)

What events, words, or things in life cause you to react extremely and/or negatively?  ______________________

__________________________________________________________________________________________

Sleep pattern: How many hours do you sleep at night? ______ hrs.  How many before this injury? _______ hrs

How many times do you wake up due to pain? _______ X per Night   Week

In what position(s) do you sleep? _____________________________________
How many pillows? ________

How long are you awake when pain awakens you? ____ hrs/min.  How long has this been a problem? _______

Accompanying Symptoms:
Food Intake:
LIFE changes:

Nausea
________



Check all that apply:

Insomnia
________ How often: ______
Good _______
____ Death of loved one


Dizziness
________ How often: ______
Some_______
____ Divorce, marital stress


Balance Problems________
Little  _______
____ Job loss


Constipation
________
None _______
____ Financial/home loss


Diarrhea
________
If “none”, list cause
____ Traumatic event


Visual Problems
________
and how long:
____ Other _____________

Drowsiness
________ 

___ No dramatic changes lately

Other
________ Describe: 

YOUR OCCUPATION: _______________________How many hours do you usually work? __________per wk.

Are you working different hours now?   Yes     No    If hours are different, please give date of change and reason for change in work hours:

__________________________________________________________________________________________

Your Duties on the Job: (sitting, lifting, computer, phone, carrying, etc.) 

__________________________________________________________________________________________

__________________________________________________________________________________________

Do you have a lawyer?   Yes     No
When do you anticipate any legal action? (please describe)

__________________________________________________________________________________________

FUNCTIONAL LEVEL:    Please list any problems or symptoms that you have doing the following activities:

In what sports/recreational activities are you currently participating?

__________________________________________________________________________________________

Are you    RIGHT    LEFT    handed?     What activities do you wish you could do, or do better?

__________________________________________________________________________________________

_____________________________How often per week?  ________  How long each time?  ______ hrs.     min.
How often, before your problem, did you do these activities?  ________ per wk.

How long each time?  _________ hrs.     min.

What sports/recreational activities are you unable to do, or want to eventually begin again?

__________________________________________________________________________________________

How long could you comfortably perform the following activities?  Sit ____
Stand ____
Walk _____
Drive _____

What are your goals for your physical therapy treatment?: __________________________________________

__________________________________________________________________________________________

Activities of Daily Living:  Dressing: _______________________________ 
 ___ No limitations or problems


Bathing: ___________________________________________________ 
 ___ No limitations or problems


Personal Grooming: __________________________________________ 
 ___ No limitations or problems


Cooking: ___________________________________________________ 
 ___ No limitations or problems


House Keeping: _____________________________________________ 
 ___ No limitations or problems


Caring for Family: ____________________________________________ 
 ___ No limitations or problems

General:
Normal or Minimal Difference
Limited
Unable to Do
N/A


Sitting
_______
_______
_______
_______


Standing
_______
_______
_______
_______


Walking
_______
_______
_______
_______


Stairs
_______
_______
_______
_______


Squat/Kneel
_______
_______
_______
_______


Sit ( Stand
_______
_______
_______
_______


In/Out of car
_______
_______
_______
_______


In/Out of bed
_______
_______
_______
_______


Bending forward
_______
_______
_______
_______


Moving head (how?)
_______
_______
_______
_______


Reaching
_______
_______
_______
_______


Driving
_______
_______
_______
_______


Turning handles/grip
_______
_______
_______
_______


Other
_______
_______
_______
_______

Effects on Pain:
Relieves Pain
Increases Pain
Does Not Change Pain


Lying down, resting
_______
_______
_______


Sitting
_______
_______
_______


Standing
_______
_______
_______


Walking
_______
_______
_______


Light exercise
_______
_______
_______


Heavy exercise
_______
_______
_______


Anger/emotions
_______
_______
_______


Medications
_______
_______
_______


Heat
_______
_______
_______


Cold, chilly
_______
_______
_______


Ice (numbing cold)
_______
_______
_______


Between meals
_______
_______
_______


During/after meals
_______
_______
_______


Sex

_______
_______
_______


Nighttime/sleep
_______
_______
_______


Other (describe)
_______
_______
_______

PAIN CHARACTERISTICS:

Is your pain worse in the
 morning 
or
 evening ? 

Imagine "10" being the most horrible or your need to go to the Emergency Room and "0" being pain free.

What is your pain level right now?  _______
What was your pain level 2 weeks ago? _______

Using the same scale, on your best day, rate your pain:  _________  On your worst day?  __________

Pain Description:  Please circle all the words that describe your pain:

Flickering
Pricking
Pinching
Tingling
Tender
Annoying
Tight

Quivering
Boring
Pressing
Itchy
Taut
Troublesome
Numb

Pulsing
Drilling
Gnawing
Smarting
Rasping
Miserable
Drawing

Throbbing
Stabbing
Cramping
Stinging
Splitting
Intense
Squeezing

Beating
Blinding
Crushing
Killing
Exhausting
Unbearable
Tearing

Pounding
Wrenching
Suffocating
Dull
Fearful
Cruel
Freezing

Tiring
Sharp
Hot
Sore
Frightful
Spreading
Nagging

Jumping
Cutting
Burning
Hurting
Terrifying
Radiating
Nauseating

Flashing
Overwhelming
Scalding
Aching
Pulling
Penetrating
Agonizing

Shooting
Binding
Searing
Heavy
Punishing
Piercing
Dreadful

Wretched
Tugging
Sickening
Grueling
Cool
Torturing
Frustrating

Additional Comments or Concerns: (Whether it seems important or not, please let me know anything that will help me better understand your condition and needs.  I will use only what I need.)

Areas of Symptoms:  Please mark all the areas on the diagram where you feel symptoms.

[image: image1.jpg]


( Put "X" every where that you feel pain; ("O" everywhere you feel numbness/tingling;
(put arrows indicating where the pain travels.    Thank you!

 
For P.T. use only below this line:


A:  Problems Identified:
Bonnie Yost, PT, LCCE

1)
2)

3)
4)

Goals:
1)
2)


3)
4)

P:
( Consider progressive physical therapy treatment/training:
        X/week for         weeks   mos.

( Refer to other: 
( massage therapy
X/wk. for 
wks.

RX:  Posture     Dyn.Act./Ed.    NeuroRe-ed    US    ES
Time:         hr. X        =  $

       STM    JM      EX       Gt      CP      
( Indep. Self-Care & Ex. Prog.

Supplies:
CP
L-roll
SI support
tapes/pads
C-roll
Other:
Cost:   $

Total: $
ck #
cash
VISA
M/C
Amt. $
Due:  $
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