Body In Balance PT 
General Patient Information

To ensure you receive a complete and thorough evaluation, please provide us with the important background information on the following form.  If you do not understand a   question, leave it blank and your physical therapist will assist you.  Thank you.

1. What is your main complaint or injury?________________________________________

2. When did this episode begin?  ________________________________________________

3. How did your problem start? _________________________________________________

4. Did you have surgery for this injury? ____YES  ____NO    Date of Surgery:___________

5. Do you have a history of similar episodes/complaints? ____YES  ____NO

6. What would you rate your baseline level of function prior to current injury status? 
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7. List three activities that you are unable to do because of your current complaint or injury?

1. _____________________ 2. _______________________3. _____________________

8. Please rate your pain at worst ( current ( and best (  below. 
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Please indicate the painful areas by shading the model: 
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10. What positions/activities make your pain worse? _________________________________

11. What positions/activities lessen your pain?​​​​​______________________________________

12. Does your current complaint affect your sleep? ___YES ___NO

13. Have you had an x ray, MRI or CT scan for your current injury? ___YES ___NO

14. Current Height ____ ft ____in    Weight ______ lbs 

15. Do you have children? ___YES ___NO    How many? ____________________________

16. Are you currently working outside of the home? ___YES ___NO 
17. Are you receiving treatment for any other medical condition? ___YES ___NO

       If yes, please list: _________________________________________________________

18. Have you been treated for this condition by any of the following?

__ Medical Doctor   __Osteopath __Dentist__ Psychiatrist __Physical Therapist   __Chiropractor __Occupational Therapist __Personal Trainer Other: ________________________________

19. Have you EVER been diagnosed with any of the following conditions? 

___YES ___NO Cancer



___YES ___NO Heart problems

___YES ___NO High Blood pressure

___YES ___NO Thyroid problems

___YES ___NO Circulatory problems

___YES ___NO Diabetes

___YES ___NO Asthma



___YES ___NO Multiple Sclerosis

___YES ___NO Stomach ulcers


___YES ___NO Urinary Incontinence

___YES ___NO Chemical Dependency

___YES ___NO Other arthritic conditions

___YES ___NO Depression


___YES ___NO Hepatitis

___YES ___NO Tuberculosis


___YES ___NO Stroke

___YES ___NO Kidney disease


___YES ___NO Blood clots

___YES ___NO Osteoporosis


___YES ___NO Other: _______________________

20. Do you have a preprinted list of prescribed/non- prescribed medication you are currently taking the receptionist can scan into your chart.  ___YES: Please give to staff ___ NO: Please list meds below. 

1.__________________________________ Reason: ______________________________

2.__________________________________ Reason: ______________________________

3.__________________________________ Reason: ______________________________

21. Allergies: Latex: __YES ___NO Other:_________________________________________

22. Please list any surgeries, including elective (such as implants) that you have had:

1. __________________________________ Reason: ______________________________

2. __________________________________ Reason: ______________________________

3. __________________________________ Reason: ______________________________

23. Social History:

Tobacco use:  ___ per day    


Caffeine use: ___ per day   

Alcohol use:   ___per day   


Recreational drugs:  ___ per day

24. What is your average level of stress 1-10? (10 being extremely high) _______________

25. What decreases your stress? _______________________________________________

26. What would be your barriers to achieving your goals/expectations from therapy?

___ Pain
___Low energy  ___Lack of support  ___Procrastination ___ Lack of motivation

___ Too many commitments ___Dislike exercise  Other: _____________________________


Thank you for taking the time to fill out this questionnaire, we are committed to providing the best possible care to maximize your results.
Patient Name: ________________________________Date of Birth: _______________ 
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