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                                                                                         History: GENERAL

          
NAME: __________________________DATE: ______________CLAIM: _________________________
Referral: ______________ DOB:____________ DOI: (date of injury)_________DOS (date of surgery) ___________

	Please describe any injuries you may have and when it occurred.

	

	

	

	

	

	 WHAT IS THE MOST IMPORTANT THING THAT YOUR PAIN OR INJURY IS PREVENTING 
 YOU FROM DOING?

	

	

	

	DO YOU HAVE ANY PAIN OR DIFFICULTY WITH ANY OF THE FOLLOWING?  

	Self-care: (bathing/dressing/grooming/eating etc.)

	

	

	Household tasks: (cooking,cleaning, laundry, cooking, lawn-care etc.)

	

	

	Leisure Pursuits/Hobbies:

	

	

	DOES YOUR PAIN OR INJURY INTERFERE WITH HOW YOU SPEND TIME OR INTERACT WITH FAMILY, FRIEND OR SIGNIFICANT OTHER? 

	

	

	

	Are you currently working?            Yes ☐  No ☐  Light Duty ☐  Modified Duty ☐ STUDENT ☐


	What kind of work do you do? Please explain your job requirements in detail.

	

	

	

	


          


	Name:


	What makes you feel better?

	

	

	

	What activities, movements or resting positions make you feel bad, uncomfortable etc?

	

	

	

	
Explain what you typically experience when you move your injured body part. (stiffness aching, sharp pain, catching, clicking, popping, grinding “falling out” sensations, inability to move or move quickly enough etc)

	

	

	

	

	

	

	Do you have any other medical conditions? If yes, what are they?  

	

	

	

	

	

	Have you ever participated in therapy before?  ☐ yes ☐ no                                                                      


	
       What did you find beneficial?

	

	

	      What has been ineffective for you?

	

	

	Do you have any other concerns or things you would like me to know?
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            Name:________________________________________

	Do you have previous injuries?
	Yes 
	Re-occurring
	Provide a description of injury(s) and its’ impact on your life, job, activities, sport, mood and behavior etc.

	Neck
	Yes ☐
	☐ yes  ☐ no
	

	Left shoulder 
	Yes ☐
	☐ yes  ☐ no
	


	Right shoulder
	Yes ☐
	☐ yes  ☐ no
	


	Left elbow
	Yes ☐
	☐ yes   ☐ no
	


	Right elbow
	Yes ☐
	☐ yes   ☐ no
	


	Left wrist
	Yes ☐
	☐ yes   ☐ no
	


	Right wrist
	Yes ☐
	☐ yes   ☐ no
	


	Left hand 

	Yes ☐
	☐ yes   ☐ no
	

	Right Hand

	Yes ☐
	☐ yes   ☐ no
	

	Mid-back
	Yes ☐
	☐ yes   ☐ no
	


	Low back
	Yes ☐
	☐ yes   ☐ no
	


	Left hip
	Yes ☐
	☐ yes   ☐ no
	


	Right hip
	Yes ☐
	☐ yes   ☐ no
	


	Left knee
	Yes ☐
	☐ yes   ☐ no
	


	Right knee
	Yes ☐
	☐ yes   ☐ no
	


	Left calf
	Yes ☐
	☐ yes   ☐ no
	


	Right Calf
	Yes ☐
	☐ yes   ☐ no
	


	Left ankle
	Yes ☐
	☐ yes   ☐ no
	


	Right ankle
	Yes ☐
	☐ yes   ☐ no
	


	OTHER
	Yes ☐
	Explain
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