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Thrive Physical Therapy-Patient Questionnaire 
 

When did this episode of pain begin?______________ If post-surgical when was surgery date?_____________________ 

Is this the first time you’ve had this pain?  Yes   No 

If no…how many times have you had this pain and how long ago?_____________________________________________ 

What caused this pain/injury to begin?___________________________________________________________________ 

Is the pain getting better____ getting worse_____ or staying the same_______? 

What positions or movements INCREASE your pain?________________________________________________________ 
__________________________________________________________________________________________________ 

What positions or movements DECREASE your pain?______________________________________________________ 
_________________________________________________________________________________________________ 

Have you ever had physical therapy for this problem before?  Yes   No 

Are you currently receiving treatment for this issue from another professional (ie. Chiropractor, massage, etc.)   Yes   No 

Do you have any pain, numbness and/or tingling extending beyond the buttocks region? (BACK ONLY)     Yes   No 

Have you had any diagnostic imaging? (X-ray, MRI, CT scan, etc.)    Yes   No  

If yes, When/Where?_______________________________________________________________________________ 

Please list any medications you are on:__________________________________________________________________ 

 

 

 
Check in the box if you have experienced any of the following symptoms with this episode of pain. 
Unexplained weight loss/gain   Extreme sweating  
Uncontrolled bladder/bowel movements  Nausea and/or vomiting  
Recent injections: Steroid or other?  Facial paralysis  
History of trauma, ie. Vehicle accident   Difficulty hearing  
Numbness or tingling in groin region  Loss of consciousness  
Numbness or tingling down both arms or legs  Drop attacks: falling down for no reason  
Recent infection or flu  Feeling of “lump” in throat  
Fever or chills  Severe headaches  
Night pain  Apprehensive about moving head  
Unrelenting pain/unrelieved by position change  Blurred vision  
Weakness in arms or legs  Unsteadiness with walking  
Difficulty with speech or swallowing  Possibility of pregnancy  

 

Patient Signature:_________________________________                     Date:_________________________ 

Locate your pain:  
xx=pain, nn=numbness, tt=tingling 

 
Do you have issues with any 
of the following areas: 

(x) Do you have any of the 
following conditions 

(x) 

Heart  Diabetes  
Lungs  Cancer (have or had)  
Stomach  Rheumatoid Arthritis   
Kidneys  Osteoporosis/Osteopenia  
Liver  Pacemaker  
Skin  Seizures  


