MOBILIZE PHYSICAL THERAPY PATIENT QUESTIONNAIRE

Name: Date.
Last First MI

Primary Care Physician: Referring Physician:

Emergency Contact: Relationship:

Emergency Contact Phone Number:

How did you hear about us?

What are your symptoms?

How did your injury occur?

Is this a work injury? (If yes, please answer the following)
Claim Number: Adjuster Name and Phone Number:

When did your symptoms begin?

Have you been diagnosed with any of the following conditions?

OAllergies ODizzy Spells OMRSA

OAnemia OEmphysema/Bronchitis OMultiple Sclerosis
OAnxiety OFibromyalgia OMuscular Disease
OArthritis OFractures OOsteoporosis
OAsthma OGallbladder Problems OParkinsons
OAutoimmune Disorder OHeadaches ORheumatoid Arthritis
OCancer OHearing Impairment OSeizures
OCardiac Conditions OHepatitis OSmoking
OCardiac Pacemaker OHigh Cholesterol OSpeech Problems
OChemical Dependency OHigh/Low Blood Pressure OStrokes
OCirculation Problems OHIV/AIDS OThyroid Disease
OCurrently Pregnant Olncontinence OTuberculosis
ODepression OKidney Problems OVision Problems
ODiabetes OMetal Implants

If "Yes" to Any of the above, please explain and give approximate dates. Describe any other
Conditions:




MOBILIZE PHYSICAL THERAPY PATIENT QUESTIONNAIRE

Surgical History Date

Current Medications

Are you seeing any other healthcare providers for this condition?

Have you had previous treatment for this condition?

Have you had any of the following tests related to this condition?

OX-rays OMRI ONerve Conduction Study
OCT Scan OBone Scan OEMG

OOther
Results:

Since the onset of your symptoms have you had:
ODifficulty with bowel or bladder functional = OFever/Chills OUnexplained weight change

ODizziness or fainting OWeakness OProblems with vision/hearing
ONumbness in genital or anal area ONumbness ONight pain/sweats

OVague feeling of bodily discomfort

What aggravates your symptoms?

What relieves your symptoms?

List three goals you'd like to accomplish with physical therapy:

1.

2.




