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Patient Name DOB

CURRENT CONDITIONS/CHIEF COMPLAINT(S):

1. What is the main problem/reason for your visit today?

2. When did the problem(s) begin?

3. What happened?

4. Have you had this problem before? YES/NO If YES, how long did the problem last?

5. What did you do for the problem(s)?

6. Did the problem(s) get better? YES/NO

7. How are you taking care of the problem(s) now?

8. What are your goals for physical therapy?

9. Are you seeing any healthcare providers for your current problem(s)? YES/NO

Please list:

10. What are your symptoms?

11. What makes your symptoms worse?

12. What makes your symptoms better?

My signature below confirms that the information provided on this document is accurate to the best of my
knowledge.

Patient Signature: Date:

Parent/Guardian’s Signature: Date:
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