Fluidity Integrative Therapy
INTAKE INFORMATION
Date:_______________ Patient Name:_________________________  Age:_____
Please complete the following information in detail.  This will assist us in designing the most effective and efficient individualized program for you.  Every item is significant.  Please print neatly.
Who recommended you to this clinic? ______________________________________________
Official diagnosis/Main problem: __________________________________________________
Reason for visit (if different from above): ___________________________________________
Please list below the main complaints/challenges you have in order of importance:
______________________________________________________________________________
______________________________________________________________________________
Describe all current areas of pain AND the type of pain (aching, numbness, tingling, burning).
______________________________________________________________________________
______________________________________________________________________________
Range of pain (0=no pain, 10=excruciating/debilitating pain). ___________________________
Please indicate what makes your pain worse: 
______________________________________________________________________________
______________________________________________________________________________
What makes your pain decrease?
______________________________________________________________________________
______________________________________________________________________________
When did your pain begin (weeks/months/years ago)? ________________________________
At birth? _______________________________ Date: __________________________________
Was your onset of pain sudden? ____________ Gradual? ______________________________

Special tests (X-rays, MRIs, etc.): __________________________________________________
Medication: ___________________________________________________________________
Additional treatments: __________________________________________________________
[image: ] (
Right
)Pain Diagram:  Please shade in all areas of pain.  	 (
Right
)Paresthesia Diagram:  Please shade in all areas of “funny feeling” (tingling, burning, pins and needles, etc).
[image: ][image: ]
[image: ]


 (
Left
) (
Left
)

Please tell us about your additional symptoms by checking the appropriate boxes:


1

· 



· Dizziness
· Fainting
· Decreased concentration
· Memory loss
· Slurred speech
· Balance problems
· Headaches
· Nausea
· Indigestion
· Difficulty swallowing
· Ears: ringing, stuffy, painful

· Vision: blurring, burning, aching, pressure, change, double
· Drooping eyelid or any changes in your pupils
· Allergies
· Sinus problems
· Nagging cough/hoarseness
· Chest pain
· Cold hands
· Cold feet
· Stiffness
· Bowel problems
· Unusual bleeding or discharge
· Sexual function problems
· Change in any wart or mole
· Sore that does not heal
· Thickening in breast/elsewhere
· Snoring
· Pain that wakes you from a sound sleep
· Night sweats




How many hours do you sleep at night? ____________________________________________
How many hours per day (in 24 hours) do you spend in bed? ___________________________
How would you consider your present level of activity?  Poor    Fair    Good
Please list your present hobbies: __________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Please state what you do for a living: _______________________________________________
Please indicate the hours you spend at work per week: ________________________________
If you are currently not working, how long have you not worked? _______________________
Are you not working for reasons other than your pain/problem?  If so, what reason? _______
______________________________________________________________________________
Are you a full time homemaker?  Yes   No
Are you presently receiving compensation (disability insurance)?  Yes   No
If not, are you considering or have you applied for compensation of any kind? _____________
______________________________________________________________________________
If you anticipate returning to work, when do you hope to do so? ________________________
______________________________________________________________________________
Please list any current assistive devices (cane, walker, etc): _____________________________
______________________________________________________________________________
Present home environment (railings, ramps, bathroom modifications, etc): ______________________________________________________________________________
______________________________________________________________________________



Current and Past Medical History (check all that apply):
· 
· Alcoholism
· Allergies
· Alzheimer’s disease
· Arthritis
· Asthma
· Attention Deficit Disorder (ADD)
· Attention Deficit Hyperactivity Disorder (ADHD)
· Autoimmune disease (list type)
· Back pain
· Bronchitis
· Cancer (list type)
· Carpal Tunnel Syndrome
· Cerebral Palsy
· Cholesterol (elevated)
· Chronic Fatigue Syndrome
· Circulatory problems
· Colitis
· Dental problems
· Depression
· Diabetes
· Diverticular disease
· Drug addiction
· Eating disorder
· Epilepsy
· Environmental sensitivities
· Eyes/ears/nose/throat problems
· Facial palsy
· Fibromyalgia
· Food intolerance
· Gastrointestinal problems
· Genetic disorder (list type)
· Glaucoma
· Gout
· Headaches 
· Heart disease
· High blood pressure
· Infection, chronic
· Inflammatory Bowel Disease
· Irritable Bowel Syndrome
· Kidney or bladder disease
· Learning disabilities
· Liver or gallbladder disease (stones)
· Lymphedema
· Lymphatic problems
· Mental illness
· Mental retardation
· Migraine headaches
· Mononucleosis
· Multiple Sclerosis
· Musculoskeletal problems
· Obesity
· Osteoporosis
· Paraplegia
· Parkinson’s
· Phobias
· Pneumonia
· Quadriplegia
· Respiratory problems
· Rheumatoid Arthritis
· Seasonal Affective Disorder
· Sinus problems
· Skin problems
· Spina Bifida
· Stroke
· Thyroid disease/trouble
· Traumatic Brain Injury (TBI)
· Tuberculosis
· Ulcer
· Urinary tract infection
· Varicose veins
· Other ______________


Medical (Men):
· Benign prostatic hypertrophy
· Decreased sex drive
· Infertility
· Prostate cancer
· Sexually transmitted disease
· Other _________________
Medical (Women):
· Breast cancer
· Breast surgery/reduction/implants
· Decreased sex drive
· Endometriosis
· Fibrocystic breasts
· Fibroids/ovarian cysts
· Infertility
· Menstrual irregularities
· Date of onset of last menses: _______
· Pelvic Inflammatory Disease
· PMS
· Sexually transmitted disease
· Vaginal infections
· Other _______________



List all traumas and when they occurred (all traumas/accidents/injuries are important, not just recent ones): ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
List any operations you have undergone and approximate dates:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
List any hospitalizations and approximate dates:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
When was your last vaccination/inoculation? ____________ Did you become ill? __________
When have you traveled out of the country? ________________________________________
Did this require inoculation? _____________ Did you become ill? _______________________
Are you losing weight without trying?  Yes    No
Are you coughing up blood or noticing it in your stool or urine?  Yes    No
Have you lost consciousness or had double vision recently?  Yes    No
Health habits:
· Tobacco
· Alcohol
· Caffeine
· Soda
How often do you exercise per week? _________ Average duration of your workouts? ______
What type of activities do you do for exercise (run, bike, swim, weights, etc)? _____________
______________________________________________________________________________
______________________________________________________________________________

Nutrition and Diet:
· Vegetarian
· Vegan
· High protein
· Salt restriction
· Low fat diet
· Starch/carbohydrate restriction
· The Zone diet
· Atkins diet
· Other: _________________

Specific Food Restrictions:
· 
Dairy  Soy  Eggs  Corn  All Gluten  Wheat  Sugar  Other: ____________________
Circle the level of stress you are experiencing on a scale of 1-10 (1=lowest):
1	2	3	4	5	6	7	8	9	10
Identify the major causes of stress (changes in job, work, residence or finances, legal problems): ____________________________________________________________________
______________________________________________________________________________
List any prescribed, over the counter medications and/or supplements you are taking: 
______________________________________________________________________________
______________________________________________________________________________
While you are a patient here at Fluidity Physical Therapy, a goal list will help us recognize what you would like to accomplish.  Your therapist will evaluate you with your input in mind.  Goals will be revised as needed.
Please fill in the chart below, answering “I know I will be better when I can:”
1. ____________________________________________________________________________
2. ____________________________________________________________________________
3. ____________________________________________________________________________
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