
Cozad Community Physical Therapy Intake Questionnaire  Date:       
 

           

Name:                   Age:           Gender:   M  /  F 

Referring Physician:      Primary Physician:      

Occupation:        Medicare:   Yes  /  No  

Recent Hospitalization:  Yes  /  No     Date:        Reason:                     

Chief Complaint/Diagnosis:             

Is this a result of an accident?   Yes  /  No Injury Date:    Work Related:   Yes  /  No 

Briefly describe the accident:             

Symptoms are?       Constant       Come/Go       Only with activity   

Symptoms are?       Getting worse        Not changing       Getting Better 

 

 

 

 

 

 

 

 

 

 

Have you had any of the following diagnostic tests for this condition?    

MRI      X-RAY      CT SCAN      EMG/Nerve Conduction 

Current Medications:       

          

 

Allergies/Drug Sensitivity:      

          

Are you receiving Home Health Services?  Yes   /    No 

Pacemaker:  Yes   /   No               Are you pregnant?      Yes    /    No  

During the past month, have you often been bothered by little interest or pleasure in doing things? Yes     /      No 

 

Medical History: 
Cancer?   Yes No 
Diabetes?   Yes No 
High Blood Pressure?  Yes No 
Heart Disease?   Yes No 
Angina/Chest Pain?  Yes No 
Osteoporosis?   Yes No 
Osteoarthritis?   Yes No 
Rheumatoid Arthritis?  Yes No 
Stroke?    Yes No 
Neurologic Disease (i.e. MS)? Yes No 
Ulcers?    Yes No 
Kidney Disease?  Yes No 
Liver Disease?   Yes No 
Asthma?   Yes No 
COPD or Emphysema?  Yes No 
Other:       
      
List of Surgeries:   
     
      

In the past 3 months have you experienced any of 

the following?     (Circle all that apply) 

Fever/Chills/Sweats Poor Balance (Falls) 
Unexplained Weight Loss Headaches 
Dizziness/Vertigo Severe Pain at Night 
Shortness of Breath Numbness/Tingling 
Changes in Appetite Difficulty Swallowing 
Nausea/Vomiting Depression 
Change in Bowel/Bladder Function 
Incontinence of Urine or Feces 
 
 

What activity causes you the most pain/most trouble performing?  

         

Rate your ability to perform the above activity. 

0      1      2      3      4      5      6      7      8      9      10 

 

Pain at worst: Rate your highest pain level in the past 72 hrs. 

0      1      2      3      4      5      6      7      8      9      10 

 

Pain at best: Rate your lowest pain level in the past 72 hrs. 

0      1      2      3      4      5      6      7      8      9      10 

 

Impact: How distressing is this condition to you? 

0      1      2      3      4      5      6      7      8      9      10 

 

No Difficulty 

No Pain 

No Pain 

None 

Unable 

Worst Imaginable 

Worst Imaginable 

 

Extremely 


