PATIENT QUESTIONNAIRES ON ADMISSION

1. Name (last, first):

Sex: OMale OFemale
2. Areyou: ORight handed OLeft handed
3. Race: OAsian ONative Hawaiian/Pacific Islander
OWhite OBlack
4. Ethnicity: O Hispanic or Latino ONot Hispanic or Latino:

5. Language: TOEnglish Interpreter needed Cwhat language you speak most often:
6. Cultural/Religiovs: _ _
(Any customs or religious beliefs or wishes that might affect care)

7. Education (Highest grade completed):
oSome College/technical school
OCollege graduate

OGraduate school/advanced degree
8. Employment

OWorking full time outside of home
oWorking full time from home
OWorking part time outside of home
oWorking part time from home
OHome maker OStudent

ORetired oUnemployed
9. Occupation: _

10. Have you completed an advanced directive: OYes oONo?
11. Who referred you to the Physical Therapy?
12. Where do you live?

OPrivate Home OPrivate apartment

ORented Room OBoard and care/assisted living/group home
OHomeless (with or without shelter)

oLong term care facility (Nursing home)

OHospice OOther
13. Whom do you live?
OAlone aSpouse only oSpouse and others
oChild OOther relatives’ oGroup setting
OPersonal care attendant oOther

14. Does your home have?
OStairs, no railing OStairs, railing ORamps
OElevator OUneven terrain dother
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15. Do you use:
OCane
OMotorized wheelchair

16. General Health
DOExcellent

0Good

OWalker or Rollator

OManual Wheelchair
oOthers:

OFair oPoor

17. Have you had any major life changes during past year (eg: new baby, job change, death of a

family member): oYes

18. Social/Health habits:

Smoking: oYes
Alcohol: oYes
Exercise: oYes

19. Family History:
OHeart Disease
OStroke
oCancer
oArthritis

20. Medical / Surgical history:
oArthritis
OBlood disorders
OHigh blood pressure
ODiabetes
OMuscular dystrophy
oAllergies
OlInfectious disease
OUlcers/stomach problems
ODepression
OOsteoporosis
OStroke
OSeizures/epilepsy
ORepeated infections

oONo

ONo
ONo
ONo

OHypertension
ODiabetes
oPsychological
OOsteoporosis

oBroken bones/fractures
oCirculation/Vascular problems
oLung problems

OHead injury

OParkinson’s disease

oDevelopmental or growth problems

OKidney problems
oSkin Diseases
OThyroid Problems
OHeart problems
OMultiple Sclerosis
OOther:

21. Within the past year, have you had any of the following symptoms? (Check all that apply)

OChest pain
OHoarseness
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OHeart palpitations
oShort of breath
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oCoordination problems

OLoss of balance oDifficulty walking
OPain at night oDifficulty sleeping
ONausea/vomiting oBowel problems
OUrinary problems OFever/Chills/Sweats
OHearing problems oVision problems
oCough Oother
ODizziness or blackouts OWeakness in arm or legs
OJoint pain or swelling OLoss of appetite
OWeight loss/gain OHeadaches

22. Have you ever had surgery oYes ONo

23. Men only:
Have you been diagnosed with prostate disease?  OYes ONo

24. Women only:
Have you been diagnosed with?

Pelvic inflammatory disease oYes ONo
Endometriosis: oYes ONo
Trouble with your period oYes ONo
Complicated pregnancies oYes ONo
Pregnant, or think you might pregnant oYes ONo
Other gynecological or obstetrical difficulties O Yes ONo

25. Current Conditions / Chief Complaints:
When did the problems begin?
What happened?

26. Have you ever had the problems before? oYes ONo

27. Current conditions:

28. Are you seeing anyone else for problems(s) (Check all that apply)

OAcupuncturist OCardiologist
oChiropractor ODentist
OFamily practitioner Olnternist
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OMassage therapist
OOBGYN

OOrthopedist
OPediatrician

OPrimary care physician

29. Functional status/activity level

ONeurologist
OOccupational Therapist
OOsteopath

OPodiatrist
ORheumatologist

Difficulty with locomotion/movement:

OBed mobility:

OTransfers (such as moving from bed to chair, from bed to commode)

OGait: OOn level
0OOn stairs

oOn ramps
0OOn uneven terrain

ODifficulty with self care (Such as bathing, dressing, eating, toileting):
oDifficulty with home management (Such as house hold chores, shopping,

driving)

oDifficulty with community and work activities/integration
OWork/school ORecreation or play activity

30. Medications:

Do you take any prescription medications? Yes No

If yes please list:

31. Have you taken any medications previously for the condition for which you are seeing the

physical therapist? oYes
Please list:

32. Other clinical test:
OAngiogram
OArthroscopy
OBiopsy
OBlood tests:
OBone scans
OBronchoscope
oCT scan
oDoppler ultrasound
OEchocardiogram
OEEG
OEKG
OEMG
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oONo

OoMammogram
OMRI
oOMyelogram
oONCV

OPap smear
OPulmonary function test
oSpinal tap
oStool tests
OStress test
oUrine tests
OoX-rays
dOthers:
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