
Physical Therapy Existing Patient Intake Form 

 

Patient Name: ________________________________  Today’s Date:_______________  Date of Birth: _______________ 

 
Are you currently receiving ANY home health services?: □Yes □No    
 
Height: _______________ Weight: ______________________ 
Do you have an adhesive allergy: □Yes □No                Is your injury Work Related: □Yes □No       

Do you have a latex allergy:  □Yes □No   Is your injury Auto Related: □Yes □No   

Are you currently taking anticoagulants (i.e. Coumadin, aspirin, Warfarin): □Yes □No  

What kind? ___________________       

Do you regularly exercise?  □Yes □No   

If yes, how many hours a week & what activities:  __________________________ 

What percentage of your work is: 

Sitting ________________  Standing __________________  Manual Labor: ____________________ 

 

Please complete this brief health questionnaire in regards to your current condition: 
 
Chief Complaint:  ____________________________________________________________________________________ 

Date of Onset: _________________  

Describe what caused the pain:  ______________________________________________________________________ 

Was the Onset:  (circle one)    Gradual   or  Sudden         Since onset, has it gotten:  (circle one)    Worse   Better   Same 

Secondary or related complaint (if any): _________________________________________________________________ 

   
 

  
 
 
 
 
CONTINUED ON BACK OF PAGE 
 
 

PLEASE MARK WHERE YOUR PAIN IS LOCATED: 

SEVERITY OF PAIN: 

Circle the number which represents the intensity of your 

pain.  

 

Current Pain Level   0  1  2  3  4  5  6  7  8  9  10 

Best Pain Level         0  1  2  3  4  5  6  7  8  9  10  

Worst Pain Level       0 1  2  3  4  5  6  7  8  9  10  

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjTkePXntXMAhXhx4MKHXZBB84QjRwIBw&url=http://cliparts.co/body&bvm=bv.122129774,d.amc&psig=AFQjCNHtn4i_SWUMDmxZJpXuKbEbsJG1Fw&ust=1463166646886613


Does your pain interrupt your sleep: 
No difficulty                Mild (5-7 Hours of Sleep)            Moderate (4-5 Hours of Sleep)             
Severe (2-4 Hours of Sleep)               Complete (less than 2 Hours of Sleep) 

 
What is your goal for therapy? ________________________________________________________________________ 

Falls History 

Have you had an injury as a result of a fall in the past year? □Yes □No     When:     

Have you had two or more falls in the past year? □Yes □No     Dates of Falls:     

 
The information I have given is to the best of my knowledge 
 
________________________________________________________________________________________ 

Patient or Guardian’s Signature       Date 
 


