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PATIENT HEALTH QUESTIONNAIRE

Name: Date: Age:
Height:  Weight: Right / Left Handed  Children:

Occupation: Currently Working Y N FullTime or Part Time
# of hours of sleep per night? Is this normal for you? Y N

Primary Complaint:

When did it begin? (date) Sudden or Gradual onset
What caused your primary complaint?

Severity of Discomfort (please circle the appropriate number) 012345678 9 10

no pain worst pain
What activities or positions make your problem worse?
What activities or positions make your problem better?
Do you experience discomfort when you cough or sneeze? Y N
Do you have difficulty controlling your bowel or bladder? Y N
Functional Activities
Do you have difficulty getting dressed? Y N Getting undressed? Y N
Do you have difficulty toileting yourself? Y N Doing housework? Y N
Do you have difficulty driving? Y N Getting inand outof thecar? Y N
Do you have difficulty walking? Y N Participating in exercise prg? Y N
Do you have difficulty brushing you teeth or hair? Y N v

Do you have difficulty sleeping due to this complaint? Y N

Please indicate areas of pain, tingling, numbness, burning, pins and needles
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Health Questionaire continued

Special Tests: Related to your current Problem. Please give dates and results.

X-Rays
MRI
Medical History: (please circle) Comments
Heart Disease Yes No
High Blood Pressure Yes No
Respiratory Problems Yes No
Diabetes Yes No
Arthritis i Yes No
Cancer Yes No

Recent Fever/Chills/Sweats = Yes  No
Unexplained Weight changes ~ Yes No

Depression Yes No
Nausea/Vomitting Yes No
Numbness/Weakness Yes No
Fainting/Dizziness Yes No
Night Pain Yes No
Shortness of Breath Yes No
Bladder/bowel Problems Yes No
Smoking/Substance abuse Yes No
Stress Yes No

Recent changes in eating habits Yes No

Other Surgeries or Orthopedic Injuries: ¢

Allergies:

Medications:

Social History

Current Living Situation 0 with spouse O other family O friend Oalone O Independent/Assistive Living
Do you get out and/or visit with others? [ more than | want O less than | want [ as much as | want

Do you have at least one person you can call for help if you need to? OYes ONo

| would describe my general mood as

How do you feel about coping with most changes and difficulties? not well average very well

Date of next doctors appointment with referring physician:

What are your goals for treatment?

1.
2.

FOR OFFICE USE ONLY

This patient is an excelientlgoodlfairlpoor rehabilitation candidate for skilled physical/occupational therapy
intervention.

This patient would benefit from social and vocational intervention.  Yes/No

Therapist Signature Date




