LAKE SHORE e
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PHYSICAL THERAPY INITIAL EVALUATION FORM

PATIENT INFORMATION

NAME OCCUPATION
AGE HEIGHT WEIGHT ____Ibs.
LEFT HANDED OR RIGHT?

CURRENTLY EMPLOYED? OYES ONO

ARE YOU CURRENTLY OUT OF WORK? OYES (ONO

ARE YOU RECEIVING SOCIAL SUPPORT? O YES  (ONO
IF YES, SINCE WHEN?

REHAB INFORMATION

1. CHIEF COMPLAINT/AILMENT/INJURY

2. PLEASE INDICATE ONE OF THE FOLLOWING:

a. DATE OF ONSET/EXACCERBATION
-OR-
b. DATE OR INJURY

3. ARE YOU POST OPERATIVE? (O YES O NO
IF YES, WHAT IS THE DATE OF SURGERY?

4. BRIEFLY DESCRIBE HOW YOU WERE INJURED.
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5. HAVE YOU RECEIVED ANY PHYSICAL THERAPY FOR THIS AILMENT PREVIOUSLY?
QOYES (ONO
IF SO, WHEN?

6. HAS YOUR CONDITION BEEN GETTING: OWORSE (OSAME (OBETTER
7. ARE YOUR SYMPTOMS: (O CONSTANT OR (O INTERMITTENT

8. PLEASE DESCRIBE YOUR SYMPTOMS:
(O SHARP O DULL (O SHOOTING (O THROBBING
(O BURNING (O ACHY (O NUMBNESS (O TINGLING

9. MARK THE NUMBER THAT BEST CORRESPONDS TO YOUR PAIN:
ATBEST: 00 Q1 O2 O3 O4 0O5 06 O7 08 (0% 010
ATWORST: 00 O1 O2 O3 0O4 0O5 06 QO7 08 Q9 010
CURRENTLEVEL: 00 Q1 Q2 O3 O4 O5 06 QO7 08 (O9 O10

10. WHAT INCREASES YOUR PAIN/MAKES YOUR CONDITION WORSE? (MARK ALL THAT
APPLY)

oBENDING oMOVEMENT oREST oSNEEZE
oSITTING oSTANDING oSTAIRS oDEEP BREATH
oRISING oWALKING oCOUGH oMEDICATION
oPROLONGED POSITIONING  oLYING oWORSEIN AM  oWORSE IN PM
oWORSE AS DAY PROGRESSES cREACHING oCARRYING oLIFTING
oGRASPING oN/A CAST JUST REMOVED

0OTHER (EX: “IT HURTS FOR ME TO REACH INTO KITCHEN CABINET FOR A CAN OF SOUP”)

11. WHAT ARE YOUR GOALS TO BE ACHIEVED BY THE END OF THERAPY?
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12. MEDICAL INFORMATION (MARK ALL THAT APPLY) **THIS INFORMATION IS
CONFIDENTIAL AND REMAINS PART OF YOUR CHART.

a Congenital Heart Defect 0 Wheezing or Exertion o Asthma/ Bronchitis/ Pneumonia/
0 Heart Problems/Heart Disease o Gout Chronic Cough

o Joint, Tendon, or Muscular Pain o Rheumatoid Arthritis o Stroke

0 Osteoporosis O Anemia o Latex Allergy

o Pacemaker o Ulcers o Hepatitis A, B, C

o High or Low Blood Pressure o Depression o Multiple Sclerosis

o Chest Pain/ Angina/ Palpitations o Kidney Disease o Cancer

o0 Abdominal Pain/ Bloating/ Gas o Tuberculosis o Joint Replacement/ Repair

o Shortness Breath o Thyroid Problems 0 Gastrointestinal Issues

o Skin Problems o Psychological o High or Low Blood Sugar

o High Cholesterol o0 Emphysema o Poor Balance/ Recent Falls

o Dizziness/ Vertigo/ Fainting/ o Severe Headaches o Prostate Problems

Blackouts 0 Epilepsy/ Seizure Disorders 0 Circulation Problems/ Blood Clots
o Liver Disease 0 Sexually Transmitted Disease/ AIDS/ HIV

o Lung Disease 0 Allergies o COPD

o Diabetes (Type I) o Chemical Dependency

a Diabetes (Type II) (Alcoholism/ Illicit Substances) o Lyme Disease

o Pain bowels/ Loose Stools/ Constipation

13. Medical Testing (MRI, CT Scan, X-Ray)

Type: Location/Provider: Date:

Type: Location/Provider: Date:

Type: Location/Provider: Date:
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*MEDICARE PATIENTS ONLY**

MY MEDICATION RECORD

List prescriptions, over-the-counter drugs, vitamins and herbal medicines.

Patient name: Date:
Allergies:
Pharmacy name: Phone: ( )
Primary doctor name: Phone: ( )
Medication name/dose: Medication treats Medication frequency: Notes/ questions:

(condition):







