STRATFORD THERAPY SERVICES, INC.
INITIAL EVALUATION SUBJECTIVE REPORT

Name: Date: [/ |/

Referring Physician:

Dateof Birth: _ / /  Last MD Appointment: _ / /  Next MD Appointment: __ /[

The following is very important in our evaluation process. Please fill out these forms as specifically as
possible to provide us with a clear picture of your present pain and functional status.

1. List past medical history and dates of occurrence. (Include all surgeries, childbirth, accidents and other traumas

2. Do you have any history of the following: Yes No

Circulatory problems .
High blood pressure .
Heart trouble .
Pacemaker . . Ce e
Epilepsy. . . . . . . . . . . . . . . _
Diabetes. Ce e e

Pregnancy .

Blackouts . .

Visual disturbances . . .

Weight change (more than 15 Ibs )
Headaches . Coe e
Ringing in ears . .

Bowel or bladder problems :
Malignancy .

Stroke .

Aneurysm

Pelvic Pain .

Tail bone injuries . . . :
Respiratory Ailments ? (please speCIfy)




3. Do you have any known allergies? Dexamethasone Hydrocortisone

4.

o

In the space below, describe your symptom(s) specifically:

a. What is your primary complaint that brings you to therapy?

b. Secondary complaint?

What date did your symptoms begin?
How did your symptom(s) begin?

Have you ever received treatment for this condition? Yes No

If yes, for how long?

Was it helpful?

PATIENT GOALS: List what you would like to be able to do as a result of therapy.

Activity How often and for how long By when




Stratford Therapy Services, Inc.

IMPORTANT - 1. Shade areas of pain/scars

2. Describe the pain as “burning’, “aching”, “pins and needles”, “numb”, “sharp”
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3. Mark the scale below as to the intensity of your pain:
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Hurts Hurts Hurts Hurts
Hl\lljort Little Little Even Whole Hurts
Bit More More

Lait Worst
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