
Name:  _______________________________________________________________  Account Number:  _________________ 

MEDICAL HISTORY/SUBJECTIVE INFORMATION
Please look at the list below and indicate how your injury or condition has affected your daily life. Circle the number that best
applies to your ability to function.      1 = No problem; 2 = Can do with some difficulty; 3 = Can do with great difficulty; 4 = Can't 
do
PLEASE CIRCLE YOUR RESPONSES BELOW: Do not write below - THERAPIST USE ONLY 

SITTING                                                           1 2 3 4
STANDING                                                           1 2 3 4
SQUATTING                                                           1 2 3 4
GOING UP OR DOWN STAIRS                              1 2 3 4
WALKING                                                           1 2 3 4
TRANSFERRING POSITIONS (sitting to standing, etc) 1 2 3 4
SPORTS/RECREATION                                             1 2 3 4
DRIVING A VEHICLE                                             1 2 3 4
LYING DOWN                                                           1 2 3 4
SLEEPING AT NIGHT                                             1 2 3 4
LIFTING/CARRYING (groceries, briefcase, etc)                1 2 3 4
GETTING DRESSED                                            1 2 3 4
DAILY JOB ACTIVITIES                              1 2 3 4
HOUSEWORK/YARDWORK                              1 2 3 4
REACHING (overhead, behind back, etc)                 1 2 3 4
GRIPPING                                                           1 2 3 4
FLEXING OR EXTENDING ARM/ELBOW 1 2 3 4
MOVEMENT OF MOUTH/JAW                              1 2 3 4
SEXUAL ACTIVITY (may omit)                               1 2 3 4
OTHER:                                                               1 2 3 4

BODY DIAGRAM          Pain Scale (0 
= No pain, 10 = The most extreme pain you can imagine)      

Please mark body area appropriately for your problem/condition.
Place your X appropriately for your pain today.

How did your pain/injury occur?      

When did you first notice the pain or have functional problems due to the condition/injury?                

(Please provide approximate dates) 

First episode:    Subsequent episodes:                            .

Is your pain:   Getting better?   Getting worse?   Staying the same?

Is your pain: Constant? Intermittent?

Please complete the items below using a 0 - 10 pain scale 
 (0=no pain; 10 = the most extreme pain you can imagine): 

Worst pain thus far: _____ Best pain thus far: _____ Typical pain thus far: _____

What makes your pain better?       

What makes your pain worse?              




