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PATIENT LABEL

PATIENT INFORMATION – REHABILITATION SERVICES

Name: __________________________________________________________________________ Date: _____________

Date of onset of: � Injury   � Problem   � Surgery __________________________________________________________

State your main reason for therapy: ______________________________________________________________________

Do you now have, or have you ever had any of the following?
High Blood Pressure . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Diabetes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Pacemaker . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Seizures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Dizziness/Fainting. . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Fractures. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Osteoporosis. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Circulatory Problems . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Cancer. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Recent Weight Change . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Bowel/Bladder Problems . . . . . . . . . . . . . . . . . . . . . � Yes   � No Swallowing Problems. . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Kidney Problems . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No H/O Falls. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Stroke/Mini Stroke . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Hip Replacement . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Shortness of Breath . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Knee Replacement . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No
Heart Problems . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No Other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � Yes   � No

If YES to any of the above, please explain: ________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please list any other significant medical diagnoses or conditions:________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please list any previous surgical, operative or invasive procedures that you have had: ______________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please list any medications including long term, current, over-the-counter or herbal preparations that you are currently taking:
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please describe any known adverse and allergic drug reactions: ________________________________________________
__________________________________________________________________________________________________

Is this problem related to a motor vehicle accident? � Yes  � No   If YES, when? __________________________________

Have you had this problem before? � Yes  � No   If YES, when? ______________________________________________

If YES, did you receive therapy for this problem? � Yes  � No   If YES, what treatment helped you? __________________
__________________________________________________________________________________________________

Has this problem limited your ability to perform everyday task? � Yes  � No   If YES, what are they? __________________
__________________________________________________________________________________________________

What are your goals for therapy? Be specific: ______________________________________________________________
__________________________________________________________________________________________________



pain ScREEn
1. Do you have pain now? � Yes  � No

2. If no, have you had pain in the last 24 hours or past few days, weeks or months? � Yes  � No

If the answer is nO to both questions, STOp nOW!
if the answer is YES to either question, continue below:

3. Is the pain you are experiencing of related to your current reason for therapy? � Yes  � No
If the answer to question #3 is YES, complete the INITIAL PAIN ASSESSMENT.

iniTiaL pain aSSESSMEnT Location 1 Location 2 Location 3 Location 4
Location: Where do you have pain?

Quality: What does your pain feel like for each location?
(throbbing, tender shooting, stabbing, sharp,
cramping, burning, aching, heavy, etc.)

intensity: On a scale of 0-10 with 0 being “no pain” and
10 being the “worst pain ever,” Rate your pain as
it feels now.

Rate your pain at its best: (0-10)
Rate your pain at its worst: (0-10)
What is your goal for pain intensity?
Time/Frequency: When did the pain start?
Is the pain constant (always there) or intermittent (comes
and goes)?
What positions, situations help alleviate (ease) your pain?
What activities or situations aggravate or makes your
pain worse?

What alternative therapies have you tried? � nOnE � Cold  � Heat  � Massage

� Other: __________________________ What works well? _____________________  Works poorly? _____________________

all of this information has been reviewed with the patient and/or family: � Yes

___________________________________________________     ________________________________
Signature of Person Completing Form                                                      Date

___________________________________________________     ________________________________
Staff Signature                                                                                         Date


