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PATIENT HISTORY 

Name ________________________________________      Date of Birth: ______________    Today’s Date:___________ 

1. Describe the current symptoms that bring you here: ___________________________________________________ 

_______________________________________________________________________________________________ 

2. When did your symptoms first begin?  _______  months ago    OR    _______ years ago 

 

3. Was your first episode of the problem related to a specific incident?   ____Yes       ____No 

Please describe: _________________________________________________________________________________ 

 

4. Since that time, are symptoms:  ___ staying the same  ___ getting worse   ___ getting better 

Why or how? ___________________________________________________________________________________ 

5.   If pain is present, rate pain on a 0-10 scale (0 = no pain, 10 = emergency room):  __________ 

6.   Describe previous treatment/exercises, if any: ________________________________________________________ 

7.  Activities/events that cause or aggravate your symptoms. Check all that apply: 

 Sitting longer than _____ minutes   Sexual activity 

 Walking longer than ______ minutes   Coughing/sneezing/straining 

 Standing longer than ______ minutes   Laughing/yelling 

 Changing positions (e.g. sit to stand)   Lifting/bending 

 Light activity (e.g. light house work)   With nervousness/anxiety 

 Vigorous activity/exercise (e.g. run, jump, lift)   Other, please specify: 

 With triggers (e.g. running water, key in door)    
 

8.    What relieves your symptoms? ____________________________________________________________________ 

       _______________________________________________________________________________________________ 

9.    How has your lifestyle/quality of life been altered/changed because of this? 

       Work/Social activities, specify ________________________________________________________________  

       Diet/fluid intake, specify _____________________________________________________________________ 

       Physical activity, specify _____________________________________________________________________ 

10.   Rate the severity of this problem from 0-10 (0 = no problem, 10 = worst possible): __________ 

11.   What are you treatment goals/concerns? ___________________________________________________________ 

         ______________________________________________________________________________________________ 



MEDICAL HISTORY 

Since the onset of your current symptoms have you had any of the following (check all that apply): 

□Fever/chills 

□Unexplained weight change 

□Dizziness or fainting 

□Change in bowel functions 

□Change in bladder functions 

□Malaise (unexplained tiredness) 

□Unexplained muscle weakness 

□Night pain/sweats 

□Numbness/tingling 

 

General Health: Please rate  ___ Excellent   ___ Good   ___ Average   ___ Fair   ___ Poor 

Work hours/week _______  Are you on disability or leave? ________  Activity restrictions? ________ 

Mental Health: Current level of stress? ____ High   ____ Medium   ____ Low 

Activity/Exercise: ____ None   ____ 1-2 days/week    ____ 3-4 days/week   ____ 5+ days/week 

Describe: __________________________________________________________________________________________ 

Have you ever had any of the following conditions or diagnoses? Check all that apply: 

 Cancer  Stroke  Emphysema/chronic  TMJ/neck pain 

 Heart problems  Epilepsy/seizures  Asthma  Pelvic pain 

 High blood pressure  Multiple sclerosis  Allergies (list below)  Numbness/tingling 

 Anemia  Osteoporosis  Physical or sexual abuse  Joint replacement 

 Low back pain  Chronic fatigue syndrome  Hearing loss/problems  HIV/Aids  

 Sacroiliac/tailbone pain  Fibromyalgia  Multiple sclerosis  STD 

 Smoking history  Arthritic conditions  Hepatitis  Latex sensitivity 

 Childhood bladder problems  Stress fracture  Irritable bowel syndrome  Headaches 

 Depression  Rheumatoid arthritis  Alcoholism/drug problem  Diabetes 

 Anorexia/bulimia  Bone fracture  Emphysema/chronic bronchitis  Hypo/Hyperthyroid 

 Vision/eye problems  Sports injury  Raynaud’s (cold hands/feet)   

Other/Describe: 

 

Surgical/Procedure History - Have you have surgery for the following: 

Y / N  Back/spine Y / N Bladder/prostate  Y / N Female/male organs Y / N Abdominal organs 

Other/Describe: ___________________________________________________________________________________ 

Female OB/GYN History 

Y/N Childbirth virginal deliveries # ____  Y/N Episiotomy # ____  Y/N Painful periods 

Y/N Difficult childbirth # ____   Y/N Prolapse    Y/N Menopause – when?  _______ 

Y/N Caesarian section # ____   Y/N Vaginal dryness  Y/N Painful vaginal penetration 

Y/N Pelvic pain  Other/Describe: _______________________________________________________________ 

Male History 

Y/N Prostate disorders  Y/N Shy bladder Y/N Pelvic pain  Y/N Erectile dysfunction  

Y/N Painful ejaculation  Other/Describe: _________________________________________________________ 

Medications (including vitamins, pills, injections, patch)  Start Date  Reason for Taking 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
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Consent Form for Pelvic Floor Muscle Evaluation and Treatment 

 

I,____________________________________________ , understand that I have been referred 
for evaluation and treatment of a condition that may involve dysfunction of the pelvic floor. 
Pelvic floor dysfunctions include, but are not limited to, urinary or fecal incontinence; difficulty 
with bowel, bladder, or sexual functions; painful scars after childbirth or surgery; persistent 
sacroiliac or low back pain; and pelvic pain conditions. 

I understand that in order to evaluate my condition, it may be necessary for my physical 
therapist to perform an internal pelvic floor muscle assessment. This examination is performed 
by observing and/or palpating the perineal region including the vagina and/or rectum. This 
evaluation may assess skin condition, muscle tone, length, strength and endurance, scar 
mobility, and function of the pelvic floor region. 

I agree that if at any time I am uncomfortable with the assessment or treatment procedures, I 
will inform my therapist and the procedure will be discontinued and alternatives will be 
discussed with me. I understand that I may refuse any part of the treatment plan with which I 
am uncomfortable. 

Based on the information I have received from my therapist, I voluntarily agree to the 
assessment and treatment plans for my condition. 

 

______________________________________________              ________________________ 
Patient Name (printed)      DOB 

 

______________________________________________  ________________________ 
Patient Signature       Date 

 

______________________________________________ 
Therapist Signature 
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

By signing below, I acknowledge that I have been informed of and given the right to review and secure a copy 
Grace Physical Therapy Inc.’s Notice of Privacy Practices 

 

 

__________________________________________________________________________________________ 
Printed Name of Patient         Date of Birth 

 

 

__________________________________________________________________________________________ 
Signature of Patient          Date 

 

 
ACKNOWLEDGEMENT OF RECEIPT OF FINANCIAL POLICY 

By signing below, I acknowledge that I have been informed of and given the right to review and secure a copy 
Grace Physical Therapy Inc.’s Financial Policy 

 

 

__________________________________________________________________________________________ 
Signature of Financially Responsible Party      Date 

 

 

 

 


