MCLAREN – BAY REGION
 REHABILITATIVE SERVICES 
INTAKE QUESTIONNAIRE

(SUMMARY LIST)
Please complete this form and bring it with you on your first visit.
	Date:  

	Name:                                               

	Referring Physician:    
	Family Physician:                                                                                                                

	Please list your diagnosis and main symptom(s):                                         

	                                                                                                                                                         

	     

	     

	     

	Date of onset for this problem or diagnosis?                                                                                           

	Do you have a history of any of the following?      FORMCHECKBOX 
 High Blood Pressure    FORMCHECKBOX 
 Stroke     FORMCHECKBOX 
 Heart Disease

                                                                        FORMCHECKBOX 
 Diabetes                    FORMCHECKBOX 
 Arthritis   FORMCHECKBOX 
 Cancer

Other, please explain:                                                                                                     

	Have you had any of the following procedure?   

	 FORMCHECKBOX 
 X-rays

Date:                       
	 FORMCHECKBOX 
 MRI

Date:      
	 FORMCHECKBOX 
 CT Scan

Date:      
	 FORMCHECKBOX 
 EMG

Date:      
	 FORMCHECKBOX 
 Other:                         
Date:      

	Please list any surgeries:                                                        FORMCHECKBOX 
 List Attached
	Date:

	1.                                                                                                             
	                                   

	2.   
	 

	3.   
	 

	4.   
	 

	5.          
	 

	Please list all medications that you are presently taking: (Include herbals and over the counter medications) 
                                                                                   FORMCHECKBOX 
     List Attached

	                                                                      
	 

	 
	 

	 
	 

	                                     
	 

	 
	 

	 
	 

	 
	 

	Therapist Review:
	Date of Review:
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	Please list any allergies or adverse drug reactions: (Latex, tape, lotion, medications, bee sting)

 
 

	Please indicate level of pain on the following scale:   1      2      3      4      5      6      7      8      9      10

                                                                              Mild                        Moderate                     Severe

	Please indicate location of pain on the figures below:
                                             [image: image2.emf]                           [image: image3.emf]
Comments:                   

   

	Do you have any difficulty with vision or hearing?    FORMCHECKBOX 
    Yes      FORMCHECKBOX 
  No
Have you fallen within the last year?       FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

Did any fall result in injury?       FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

	Have you ever been verbally, emotionally, physically, or sexually harmed/threatened or financially exploited by your partner or anyone else?      FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Do you feel unsafe with your partner or anyone else?    FORMCHECKBOX 
  Yes       FORMCHECKBOX 
   No
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