
               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 oIncontinence 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. _________________________________________________________________________________

3. _________________________________________________________________________________


