






First Name (Full Legal Name) 
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ltrAIPIUPI� 
PERFORMANCE 

PHYSICAL THERAPY & FITNESS 

East Location: 426A Mccan Road, Manhattan, KS 66502 

785-776-0670/ Fax 785-776-0096 

West Location: 42018 Anderson Avenue, Manhattan, KS 66503 

785-539-5555/ Fax 785-539-4551 

Middle Name Last Name 

Sex Age Date of Birth Height Weight Today's Date 

M F 

DO YOU HAVE A PACEMAKER? YES NO METAL IMPLANTS? YES NO ARE YOU PREGNANT? 

Occupation Currently Employed and Working? 

Currently Employed but NOT Working? YES NO Unemployed? 

Physical Activities at Work Heavy D Moderate D Light 

YES NO Retired? 

D Sedentary D 

Physical Activities at Home I exercise times per week, OR I do not exercise regularly 

YES NO 

YES NO 

YES NO 

General Health Good D Average D Fair D Poor D Stress Level Low D Medium D High D 

Do you use tobacco? YES NO How Much: Packs/Day Do you use alcohol? How Much: 

Date of Last Physical Exam 

Physician/MD 

Chiropractor 

.• 

0 

D 

I Hobbies
.· -

:AfiE: YOU CURR!�'r,rt�Y · SEl;l:NG --�NY" 'OF l:f::iiE.:f'Q.L:LOW!NGi;;· 

Orthopedic Surgeon D Neurologist D 

Physical Therapist D Podiatrist D 

For what conditions are you seeing the above providers: 

Drinks/Day 

Dentist D 

Other (Specify) D 

Please check any tests or procedures that have been done for your CURRENT condition 

XRAY O MRI O CT SCAN O NERVE CONDUCTION TEST O BONE SCAN O ULTRASOUND O LAB WORK 0 

Results: 

PAIN AND SYMPTOMS Please mark areas of your pain 

Is your pain Occasional D Continuous D

What makes your pain worse: 

What makes your pain better: 

What is your pain at NOW: 0 1 2 3 4 5 6 7 8 9 10 

What is your pain at WORST: 0 1 2 3 4 5 6 7 8 9 10 

What is your pain at BEST: 0 1 2 3 4 5 6 7 8 9 10 

How would you describe your pain: 
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