
PM&R IV / V 2019 

 

In an effort to maintain accurate and up-to-date contact information on our patients, we would ask that you fill out the form below. 

Should your personal information change, we would greatly appreciate you contacting our clinic to advise us of the changes. 

 

Last Name:  

Given Name(s):  

Preferred Name:  

Mailing Address:  

City:  Province:  Postal Code:  

Primary Phone 
Number: 

 
Secondary Phone 

Number: 
 

Date of Birth 
(dd/mm/yy): 

 
Personal Health 

Care Number: 
 

Family Doctor:  Referring Doctor:  

Emergency Contact 
Name: 

 
Emergency Contact 

Phone Number: 
 

Todays Date 
(dd/mm/yy): 
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Thank you for completing this questionnaire. 

Your responses are held in strictest confidence. 

 If you do not know the answer, please skip the question. 

 

Name _______________________________________________  Age __________         Are you Left Handed or Right Handed? 

 

Please list any HEALTH ISSUES you have ever had. (eg. diabetes, thyroid problems, etc.) 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

 

Please list any SURGERIES you have ever had. 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

 

Please list any HEALTH ISSUES that run in your FAMILY. 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

 

Please list any current MEDICATIONS. 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

 

Do you have ALLERGIES to any medications?  If yes, which medications? 

____________________________________________________________________________________________________________ 

 

In the last week, how many times did you exercise? __________ 

In the last week, how many total minutes did you exercise? __________ 

What did you do for exercise (eg. walk, weights, yoga, hockey, etc.)? 

____________________________________________________________________________________________________________ 

 

Occupation ______________________________________   Marital status ______________________________________ 

  

Do you smoke?    Yes / No  If yes, how much per day? __________ 

Do you drink alcohol?   Yes / No  If yes, how much per week?  __________  



 

When did the pain START?  Have you had this pain before? 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

 

How did it start?     Sudden     Gradual 

 

Was there an EVENT?  What happened? 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

 

What TYPE OF PAIN are you having?     Dull     Achy     Sharp     Burning     Stabbing     Numbness 

 

WHERE is your pain?  Please draw below 

 

If you have BOTH back/neck pain and leg/arm pain, what is worse?     Back/neck pain     Leg/arm pain 

 

Your pain is:     Constant     Intermittent 

 

What makes the pain WORSE?     (eg. with certain positions, etc.) 

____________________________________________________________________________________________________________ 

 

What makes the pain BETTER? 

____________________________________________________________________________________________________________ 



 

Mark a number on the scale below that best describes how severe your pain was on average this past week. 

0 1 2 3 4 5 6 7 8 9 10 

No Pain             Worst Pain 

 

Check any if they are PERSISTENT symptoms: 

___ Numbness 

___ Weakness 

___ Difficulties controlling bowel or bladder function 

___ Unexplained fevers, chills, or night sweats 

___ Unintentional weight loss 

___ Pain that wakes you up from sleep every night 

 

Do you have any problems with WALKING?  If so, HOW FAR can you walk before you have to stop? 

____________________________________________________________________________________________________________ 

 

What TESTS or INVESTIGATIONS have you undergone so far? 

Type of test: Where? When? Results? 

X-RAY    

CT Scan    

MRI    

Ultrasound    

Bone Scan    

Others    

 

What PREVIOUS TREATMENTS have you had for your condition? 

Treatment: Yes / No Specifically what did you do? Helpful? 

Physical Therapy    

Chiropractic Therapy    

Massage    

Acupuncture    

Medications    

Injections    

Surgery    

Others    

 

Thank-you, we look forward to helping you! 


