Physical Therapy

Patient Name: Date of Birth:

Phone: Email:

Primary Care Doctor/Provider:

Provider’s Contact Information/Phone#:

Emergency Contact Information/Phone#:

Please list any health problems:

Please list any past surgeries:

Please list any medication(s) or supplements you are currently taking (attach list if needed):

Please mark where your symptoms are located on
the body diagram to the right.

Please circle the number below to you rate your
CURRENT pain level:

No Pain Medium High
o 1 2 3 4 5 6 7 8 9 10

Briefly describe the nature of your condition:

SIGN: DATE:




