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Patient Condition Form
1. Name:____________________________________  Date:______________  Case #:_______
2. Height: _______________   Weight: ________________  BMI: ____________ (clinician use)
3. Chief complaint: _____________________________________________________________   
4. When did your symptoms begin? _________________ Is this condition getting worse?  Y   N
5. How did it occur? ____________________________________________________________
6. Have you had any diagnostic testing:  X-ray   MRI   CT Scan   Bone Scan   Other ______  
7. Have you received any of the following treatment(s) for your condition/injury? 
       Medication   Surgery    Physical Therapy    Injection   Chiropractic   Other: ________
8. Do you have a follow-up with your referring physician? Y  N  If so, what date? ____________
9. What is your occupation? _________________________________  Full-time    Part-time
10. Currently working? Y  N   Job tasks:______________________________________________
11. Rate severity of pain on a scale of 0 (no pain)-10 (worst pain): 
Body region: _____________________________________Now: ____ Best:____ Worst:____
Body region: _____________________________________Now: ____ Best:____ Worst:____
Body region: _____________________________________Now: ____ Best:____ Worst:____
12. Do you have any other symptoms?    Numbness/tingling    clicking/popping    giving way
13. How would you describe the pain? ______________________________________________
14. What makes it worse? ________________________________________________________ 
15. What makes it better? ________________________________________________________
16. Please rate your ability to perform normal daily activities:         
      Prior to injury or condition:    Excellent	      Good	        Fair	    Poor
      Currently:                                    Excellent	      Good	        Fair	    Poor
17.   Do you currently perform moderately intense exercise at least 3x per week?  Y  N 
Family/Social History:
Do you live alone?  Y  N       Stairs to get in the home? Y  N             Stairs in the home? Y  N  
18. What are your goals for Therapy? _______________________________________________
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