
PATIENT INITIAL QUESTIONNAIRE 
     

Name:  __________________________________ 
 

 
       Date:  ___________________________________ 

 
1. What are your symptoms?  ___________________________________________________ 
  
 _________________________________________________________________________ 
 
 _________________________________________________________________________ 
 
 
2. Which of the following best describes how your injury occurred? (Check only one) 

o  Lifting  o  Trauma    o  Unknown 
o  Car accident o  Degenerative process  o  Other:  _____________________ 
o  A fall  o  During recreation/sports  o  Cumulative trauma / overuse 
o  Running 

 
3. Where did your injury occur?      o  at work             o  auto      

o  personal home     o  other premise _________   o  unsure 
 
4. Date of injury / onset of symptoms:  _____________________ 
 

__________________________________________________ 
 

__________________________________________________ 
 
__________________________________________________ 
 
__________________________________________________ 

 
 ___________________________________________________________________________ 
 
5. Nature of symptoms (check all that apply):  o  sharp o  dull    o  aching   o  tingling 

  o  occasional   o  constant   o  throbbing   o  other ______________ 
 
6. Please state your pain level on a scale of 0 – 10:   ___/10 
 (Zero = no pain, 10 = hospitalized by pain) 
 
7. Prior to this onset, were you free of these symptoms?  Yes _____  No _____ 
 

Explain  __________________________________________________________________ 
 
8. Have you had any operations on the body region associated with your present symptoms? 
 

  o  No   o  Yes, date ____________ 
 

 _________________________________________________________________________ 
 
9. Does the pain wake you at night? 
            o  Yes  ____x/night  o  No 
 
10. Are your symptoms worse in the:  o  Morning   o  Afternoon   o  Evening? 
 
11. Are your symptoms worse in:  o  Sitting   or    o  Standing? 

12.  What makes your symptoms worse?  (check all that apply) 
 o  Sitting  _______  o  Going to/from sitting  o  Coughing/sneezing 
 o  Standing  _______ o  Reaching out/overhead  o  Taking a deep breath 



 o  Walking  _______ o  Reaching behind back  o  Sleeping 
 o  Squatting    o  Looking up overhead  o  Sustained bending 
 o  Lying down   o  Swallowing   o  Chewing 
 o  Stress   o  Up/down stairs   o  Up/down an incline 
 o  Vacuuming  o  Doing dishes   o  Making the bed 
 o  Sports/recreation activities such as _______________ o  Other _________________ 

 

13.  What relieves / lessens your symptoms? 
 o  Sitting   o  Standing    o  Lying down 
 o  Changing positions o  Rest    o  Alcohol 
 o  Exercise   o  Heat    o  Cold 
 o  Nothing   o  Stretching    o  Massage 

o  Other:  ________________________________ 
 

14.  What previous treatment have you had? 
 o  None   o  Physical Therapy   o  Bracing/taping 
 o  Medication   o  Injections    o  Exercise   
 o  Traction   o  TENS unit    o  Massage therapy  
 o  Manipulation/adjustment by a Osteopath or Chiropractor  o  Other _________________ 

 

15.  Have you had any of the following? 
 o  X-rays   o  MRI    o  CT Scan 
 o  Arthrogram  o  Other: _____________________________ 

 

16.  Are you currently working?     o  Yes   o  No   o  Part-time   o  Full-time   o Restricted duty 
 Occupation (specific)  _______________________________________________________ 

 

17.  What positions are you in while working? 
 o  Standing   o  Sitting   o  Walking   o  Bending   o  Lifting lbs ______  Frequency ______ 

 

18.  Please list any activities that you can’t do now because of your injury / symptoms: 
 

 _________________________________________________________________________ 
 

19.  What goals would you like to achieve from therapy?  _________________________________ 
 

20.  Have you had, or do you currently have, any of the following medical conditions? 
 o  Cancer   o  Heart Disease   o  Pacemaker 
 o  High Blood Pressure o  Diabetes    o  Breathing difficulties 
 o  Pregnant – current o  Bone and joint disorders  o  Recent surgery (this year)   

o  Joint Replacement o  History of seizures   
o  Medications (Please list)  __________________________________________________ 
 

21.  Past Medical History: 
       ___________________________________________________________________________ 

 
 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
 
THERAPIST SECTION 
 
22.  How did the patient hear about us? ________________________________ 
23.  Patient has been made aware of diagnosis and prognosis.     o  Yes   o  No 

 

24.  Discussed goals with patient.     o  Yes   o  No         Functional Index Score:  _________ 

 
   Therapist Signature:  _______________________________          Date:  ______________  


