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To Life! Therapy & Wellness INTAKE FORM
Name:_____________________    			                    [image: ]

To Life! Therapy & Wellness INTAKE FORM

Name:______________________________		DOB:__________________

Address:___________________________			Phone: _____________________
   ___________________________	

Email:________________________________
								PCP:_____________________________

Date:_______________					PCP Phone:___________________


Please check everything that applies to your past medical history. Feel free to add any other details. 

Past Medical History:


	Heart Disease _____

High Blood Pressure_____

Lung Disease_____

Diabetes_____

Cancer:

Stroke, MS, Parkinson's or Neurological Disease_____

Fainting, Dizziness or Vertigo________

Muscle, Bone, or Joint Injury:________  

	Arthritis_____

Ulcer or Stomach Problems_____

Kidney or Liver Disease_____

Anxiety or Depression_____

Seizures_____

Hearing Loss_____

Vision Loss:

Headaches or Migraines_____



Do you have pain?  Yes_____	No______

Please rate your pain (0=no pain to 10=worst pain ever) _________

Location of pain_____________________

What makes your pain better?_______________________________________________________

What makes your pain worse?________________________________________________________


History of smoking:  Yes____  (how many packs/day______)     No____

Physical Exam within the past year? Yes_____      No_____  


Past Surgeries with dates: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications:________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Number of falls in the past year_________

Please describe the circumstance of your falls (ie time of day, activity) _____________________
______________________________________________________________________________


Do you use anything to help you walk (ie walker, cane)?_____________________________________

How often per week do you exercise?_________________________________________________

What kind of exercise do you prefer?___________________________________________________

What do you like to do for fun?______________________________________________________

What are your goals?______________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
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