




SYMPTOM DETAIL 

Full Legal Name: Date: 

DOB: Age: Height: Weight: Date of Last Physical Exam: 

Diagnosis (if you know) 

Body Part Affected Neck Mid-Back Low-Back Shoulder Elbow Wrist/Hand Hip I Knee I Ankle I Other:

Which Side Right Left Both 

Problem(s) Pain Numbness Stiffness Swelling Weakness Instability Other: 

Type of Pain Sharp Dull Achy Shooting Burning Throbbing Constant I intermittent I Worse in PM I Worse in AM

Aggravated by? 

Please list any tests or treatments done for your current condition (Physical Therapy, Chiropractic, Home Health, etc): 

This is a result of: 

□ Injury Date of Injury: D No Injury/Insidious Onset Date it began: 

D Sports Injury What Sport? □ Car Accident Date of Accident: 

□ Work Related 

How Severe is your pain? (0 = None, 10 = Severe) At its best? 0 1 2 3 4 5 6 7 8 9 10 

At Its worst? 0 1 2 3 4 5 6 7 8 9 10 At rest? 0 1 2 3 4 5 6 7 8 9 10 

Currently? 0 1 2 3 4 5 6 7 8 9 10 When active? 0 1 2 3 4 5 6 7 8 9 10 

PAST MEDICAL HISTORY 

Have you ever been diagnosed with any of the following? 

Heart Disease y N Asthma y N Rheumatoid Arthritis y N 

High Blood Pressure y N Allergies y N Osteoarthritis y N 

Stroke/ CVA / TIA y N Depression y N Osteoporosis/ Osteopenia y N 

Blobd Clotting Disorder y N Kidney Disease y N Parkinson's Disease y N 

Diabetes y N Hepatitis y N Multiple Sclerosis y N 

Cancer y N Epilepsy/ Seizures y N Anemia y N 

Thyroid Problems y N HIV/ AIDS y N COPD y N 

Are you currently pregnant? y N Other? Please List: 

Please list any surgeries and/or hospitalizations in the last 10 years: 

Please list all medications and dosages. Please include, prescription, OTC, herbal remedies and supplements. 

In general, how do you rate your overall health? E)(cellent Good Average Fair Poor 

Current Exercise Level None 1-2x Week 3--41< VVcok 5+;{\J'·.Jeek 

How much sleep do you get on average? 7-8 hours Less than 7 More than 9 

Is your stress level managed? Yes No Do you drink plenty of water? Yes No 

Do you smoke? Yes No Do you use alcohol? Yes No 

Signature of Patient/Guarantor:---------------- ------ -----------------

426A Mc Call Rd 

Manhattan l<S 66502 

Ph: 785-776-0670 

Fax: 785-776-0096 
PERFORMANCE 

PHYSICAL THERAPY & FITNESS 

4201B Anderson Ave Ste. 1A 

Manhattan KS 66503 

Ph: 785-539-5555 

Fax:785-539-4551 
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