Kinetic Elements Physical Therapy

4250 8" Ave NW Suite 100 Seattle WA 98107

Subjective Intake Questionnaire
Today’s date

Name: Handedness Right / Left

Who referred you?
o Physician  oNaturopath oARNP  oChiropractor  oYoga / Pilates / Fitness instructor
o Claims manager ocAttorney oOther

Chief Condition / Current Complaint
Please describe the problem(s) that bring(s) you to PT:

Describe your symptoms (please check and indicate body region or part and describe)

oNumbness aoTingling oAching oSharp pain
aDull pain__ oBurning oDizziness/Lightheadedness

oLoss of range of motion oWeakness___ oFunctional changes (eg. difficulty with
stairs) oOther

Are your symptoms related to an accident or specific injury? Y / N If yes, please describe

When did your symptoms begin?

Did your symptoms come on gradually? Y /N

Have you ever had this problem before? Y /N If yes, please describe

Did they previously get better? Y/ N How? Y /N

What is the frequency of your symptoms?

oConstant  oDaily x/Day oWeekly x/week
How are your symptoms progressing? almproving oWorsening  oStaying the same
What makes your symptoms better? oHeat olce oExercise  oRest oMedication

oChange position oWalking oOther

What makes your symptoms worse? oSitting oRising from sit to stand oStanding
oWalking oBending oSquatting  oStairs  oKneeling oComputer oLifting oOther

Are you able to continue working? oYes, full duty oYes, Lightduty o©No, as of

Are you able to continue your usual recreation? oYes oLimited

Do you have periods of time when you are completely symptom free? Y /N

Do your symptoms awaken you at night? Y /N
If yes, how many times? /night What time? am/pm



Have you experienced any of the following with your current problem?

oBuckling olLocking oGiving way

olLoss of balance oDislocating oDizziness/blurred vision
oPain with cough/sneezing oBowel/bladder changes oNumbness around groin
oLip numbness oUnconsciousness

What treatment have you had for this complaint? (check all that apply)

o None oPhysical Therapy when #visits

oAcupuncture oChiropractor oDentist oPhysician

oMassage therapist oOB/Gynecologist oOrthopedist oOccupational therapist
oOsteopath oPediatrician oPodiatrist oNeurologist/Neurosurgeon
oRheumatologist oPhysiatrist oPsychologist

Social/Health Information
Do you currently smoke? Y /N Amount

Did you smoke in the past? Y /N When quit?

Do you exercise regularly? Y /N

How many times per week?
Please describe your exercise

How long per bout?

Living Information
Does your home have: ostairs orailing ouneven terrain oother concerning obstacles
Do you use: ocane owalker owheelchair ocrutches oother assistive devices

General Health Status

Please rate your average health: cexcellent ogood ofair opoor

Have you had any major changes in the recent year (i.e. new baby, death in family, job change, etc?)
Y /N please describe

Medical/Surgical History

oArthritis oBroken bones/fractures oOsteopenia/Osteoporosis

oBlood disorder oCirculation/vascular disorder oHeart problems

oHigh blood pressure oLung problems oStroke

oDiabetes/High blood sugar oLow blood sugar/hypoglycemia
oHead injury oDepression oMultiple sclerosis

oMuscular dystrophy oParkinson’s disease oSeizures/Epilepsy

oAllergies oThyroid conditions oDevelopmental/growth problems
oCancer oKidney Problems olnfectious disease(HIV, TB, HepC)
oRepeated infections oUlcer/stomach problems oSkin disorders

oOther

Within the past year, have you experienced any of the following symptoms?

oChest pain oHeart palpitations

oShortness of breath oDizziness or blackouts

oLoss of balance oDifficulty walking
oJoint pain/swelling oPain at night
oLoss of appetite oNausea/vomiting
oWeight loss/gain aoUrinary problems
oHearing changes  oVision changes
oOther
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ounexplained cough
oCoordination problems
oWeakness in arms or legs
oDifficulty sleeping

oBowel problems
oHeadaches
oNumbness/tingling



Medications- check ALL Physician prescribed medications currently taking:

oAspirin oTylenol/acetaminophen oAnti-inflammatories

oMuscle relaxers aBirth control pills o Prescription pain relievers
oAntibiotics oStomach ulcer medication o Hormone replacement therapy
oDiuretics oThyroid medications o Heart medications
oAntidepressants oSeizure medications oAsthma medications

alnsulin oDecongestant/antihistamine oSteroids

oOther

Medications- check ALL non-prescription medications currently taking:

oAspirin oAntacids (Tums, etc) o Advil/Aleve/Motrin/Ibuprofen
oDecongestants olLaxatives o Tylenol/acetaminophen

oHerbal supplements

oOther

Other Clinical Tests and Radiology

oAngiogram oEchocardiogram (EKG) oElectroencephalogram (EEG)
oMRI oCT scan oElectromyogram (EMG)
oX-Ray oMyelogram oBone Scan

oBlood tests oSpinal tap oStress tests (eg. Bike or treadmill)
oPulmonary function tests  oNerve conduction tests (NCV)

oOther

Have you ever had surgery? Y /N If yes, please describe area and date:

Thank you!!
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