Doctor of Women’s Health Physical and Occupational Therapy
Patient Information Record                                                          Patient Name _________________________________
GENERAL INFORMATION
Patient Name__________________________________________ Sex [ ] M [ ] F    Day Phone _________________________________
Referring Physician_________________________________________________ Primary Language Spoken _____________________
Occupation _________________________________________ Still Working? Y   N   Last Day Worked__________________________
What is the problem that brings you to therapy? ____________________________________________________________________
Mechanism of Injury? __________________________________________________________________________________________
____________________________________________________________________________________________________________
Prior Therapy for this Condition: _________________________________________________________________________________
____________________________________________________________________________________________________________
CURRENT MEDICATIONS
DRUG NAME                                                                             DOSAGE                                               FREQUENCY
_________________________________________      _____________________       ____________________________________
_________________________________________      _____________________       ____________________________________
_________________________________________      _____________________       ____________________________________
_________________________________________      _____________________       ____________________________________
_________________________________________      _____________________       ____________________________________
_________________________________________      _____________________       ____________________________________
	
	YES
	NO
	COMMENTS
	
	YES
	NO
	COMMENTS

	TUBERCULOSIS
	
	
	
	DIABETES 
	
	
	

	RESPIRATORY(COPD)
	
	
	
	CANCER
	
	
	

	ASTHMA
	
	
	
	KIDNEY/URINARY
	
	
	

	HIGH BLOOD PRESSURE
	
	
	
	EPILEPSY/SEIZURES
	
	
	

	LOW  BLOOD PRESSURE
	
	
	
	STOMACH/GASTROINTESTINAL
	
	
	

	DIZZINESS
	
	
	
	HEART ATTACK
	
	
	

	HEART DISEASE
	
	
	
	STROKE
	
	
	

	CIRCULATION/VASCULAR
	
	
	
	SKIN PROBLEMS
	
	
	

	ARTHRITIS 
	
	
	
	PACEMAKER
	
	
	

	OSTEOPOROSIS
	
	
	
	INTESTINAL TRAUMA
	
	
	

	JOINT REPLACEMENT
	
	
	
	PSYCHIATRIC HISTORY
	
	
	

	PREGNANCY
	
	
	
	OTHER
	
	
	

	THYROID
	
	
	
	
	
	
	


MEDICAL/SURGICAL HISTORY
                                                              
MAJOR SURGICAL PROCEDURE WITHIN THE LAST 60 DAYS? YES   NO   __________________________________________________
LIST PRIOR SURGERIES/HOSPITALIZATION DATES: ___________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
PATIENT INFORMATION RECORD                                                               PATIENT NAME________________________________________
	DO YOU HAVE PROBLEMS WITH:
	YES
	NO
	COMMENTS
	DO YOU HAVE PROBLEMS WITH:
	YES
	NO
	COMMENTS

	BOWEL CONTROL 
	
	
	
	DEPRESSION
	
	
	

	BLADDER CONTROL
	
	
	
	SLEEPING
	
	
	

	HEADACHES
	
	
	
	FATIGUE
	
	
	

	BLURRED/DOUBLE VISION
	
	
	
	WEIGHT LOSS OR GAIN
	
	
	

	SHORTNESS OF BREATH
	
	
	
	CHEST PAIN
	
	
	

	SKIN
	
	
	
	NAUSEA OR VOMITTING
	
	
	

	COUGH
	
	
	
	SWELLING/EDEMA
	
	
	


ADDITIONAL COMMENTS: ______________________________________________________________________________________
Is there anything we need to know that is not covered on this form? ____________________________________________________
Patients GOALS for treatment: ___________________________________________________________________________________

                                                                      PLEASE SHADE ANY AREAS OF PAIN RELATED TO VISIT  
                                                                                   FRONT                                         BACK
                                                               [image: ]
PAIN ASSESSMENT (0-10 scale)   Usual ______ Now _______ Best _______ Worst _______ 
Pain Duration_____________________ Frequency_____________________ 
What improves pain? ________________________________________What makes it worse?________________________________


In order to reach your optimum rehabilitation, it is essential that your follow your treatment plan established by your therapist. 

Patient/Guardian Signature _______________________________________________________ Date _________________________
Clinician Signature ______________________________________________________________ Date _________________________
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