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BENTZ PHYSICAL THERAPY 
Confidential Health History 

 
Name:____________________________________Date:____________ Gender:  Female   Male 
Age: ______   Weight: ______ Occupation:_____________ Last day worked (if applicable): ______ 
 
Is anyone currently coming to your home to give you health care?    □  Yes  □  No 
 

Current Symptoms:   Describe the problems you are experiencing currently. 
________________________________________________________________________________
______________________________________________________________________________ 
How did your symptoms begin?  Trauma, gradual, sudden?  _____________________________________ 
____________________________________________________________________________________________ 
When did you first notice these symptoms? (Use specific day if trauma/accident) ________________ 
Date of most recent flare up:  __________________________________________________________  
Describe your symptoms: _____________________________________________________________ 
 
Using the diagram below, mark all area(s) where you are experiencing symptoms.  
Use the symbols to describe symptoms:                           
 
Are your symptoms?:      Aching     Numbness     Pins and needles     Burning     Stabbing       
□ Getting better         
□ Staying the same      ****     ====                OOOO         XXXX           //// 
□ Getting worse 
 
What makes your symptoms WORSE?: 
□ Walking  /  Standing  _________________________ 
□ Sitting   /  Bending    _________________________ 
□ Lying Down  (face up / face down / side)            
□ Movement              __________________________ 
□ Other                      _______________________ 
 
What makes your symptoms BETTER?: 
□ Walking  /  Standing  _________________________ 
□ Sitting   /  Bending    _________________________ 
□ Lying Down  (face up / face down / side)            
□ Movement              __________________________ 
□ Other                      _______________________ 
 
Frequency of symptoms:           Please rate your pain: 
□  Constant  (76-100% of the day) 
□  Frequent  (51-75% of the day) 
□  Occasional  (26-50% of the day) 
□  Intermittent  (0-25% of the day) 
□  Less than Daily ______________ 
 
Have you had any injections or other treatment for these symptoms?   No / Yes   Dates______________ 
  
Which tests have you had for this condition?   □ X-ray    □ MRI  □ EMG     □ CT    □ Bone scan   □ Other 
Describe the test results_______________________________________________________ 
 
When is your next appointment with the doctor who requested this therapy? __________________ 
 
Are you CURRENTLY under the care of another health professional in addition to the one prescribing   
Physical Therapy?  No  /  Yes   For what condition(s):_______________________________________________ 
 
Have you ever had physical/occupational therapy prior to this occasion?            No  /   Yes 

 
     0        1        2        3        4       5       6        7        8        9        10 
  None                  Moderate         Need to go  
                                                                            to ER/hospital 
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Prior Function and Environment 
Please describe your living arrangements prior to the onset of this condition: 
□ House     □ Apartment      □ With spouse/family member     □ Alone      □ Daytime caretaker     □ Other ______ 
 
Who is responsible for household tasks such as cleaning and preparing meals? 
□ Self  □ Spouse/family member        □ Daytime caretaker  □ Other __________ 
 
How often did you drive yourself around the community? 
□ Always □ Frequently   □ Occasionally   □ Rarely  □ Never 
 
When you are out in the community, do use an assistive device? 
□ Wheelchair   □ Walker □ Cane  □ Crutch(es)    □ Other __________ 
 

Medical History (Check all conditions you HAVE or HAD in the past)    □ Check box if NO to all below 
□  AIDS □ Changes in vision/hearing □ HIV positive □ Pneumonia 
□ Alcoholism □ Depression □ Joint pain □ Pregnant NOW /RECENT 
□ Anemia □ Diabetes □ Low blood sugar □ Psychiatric care 
□ Anorexia □ Dizziness □ Kidney disease □ Shortness of breath 
□ Appendicitis □ Emphysema □ Liver disease □ Smoker  ____# packs/week 
□ Arthritis □ Epilepsy □ Migraine headaches □ Weight gain / loss 
□ Asthma □ Fractures / dislocations □ Multiple Sclerosis □ Heart attack / disease 
□ Bleeding disorders □ Fibromyalgia □ Myofascial pain syndrome □ Heart surgery 
□ Bronchitis □ Hepatitis □ Neurological disorders □ Chest pain 
□ Bowel or bladder difficulty □ Hernia □ Night sweats □ High blood pressure 
□ Bulimia □ Hemorrhaging □ Pacemaker □ Stroke 
□ Cancer □ High cholesterol □ Persistent night pain □ Other 

 
Medications (List all medicines you are currently taking)     Allergies (Substances/medicines) 

  
  
  

Surgeries (List ALL previous procedures. Eg heart, abdominal, bone, ligament, other) 
 
 

Patient Goals:     What do you hope to gain through therapy? 
□ Decrease pain □ Increase motion □ Return to specific activity __________________ 
□ Increase strength □ Improve function □ Other __________________________________ 
 
Do you use the internet to learn about your health/ your current condition?:  No  / Yes 
 
What would be your ideal physical therapy treatment: 
□ Have regular assistance/guidance with exercises.  □ Just show me how to do so I can do on my own  
□ To learn about what the problem and the solution.  □ I just want help to fix the problem  
 
Please rank the following in regard to your health care needs:  (1= most important, 4= least important) 
_____Experience     _____Outcomes     _____Price     _____Convenience 
 
Please rank how you see yourself/ your personality:  (1= most ,  4= least) 
_____Guardian     _____Artisan     _____Idealist     _____Rationalist 
 
Thank you for taking time to complete this evaluation.  Our staff hopes to provide you with excellent care to reduce 
your symptoms and restore you to normal function. 
 
Patient signature  ______________________________        Date ___________   
Therapist Signature ______________________________  Date ___________ 






