
Name:  _____________________________________ 

Today’s Date:   _______________________________ 

Date of Birth:  ___________________________ 

Age: _____   Height: ______Weight:  __   

Occupation: _____________________________________ 

What brings you in for therapy and what are your current 
complaints/limitations? 

___________________________________________________________________________________ 

___________________________________________________________________________________ 
Do you have a history with these same complaints; how and when did they begin?
___________________________________________________________________________________ 

___________________________________________________________________________________ 
Identify up to 3 important positions or activities that make your symptoms: 
    Increase:_________   
    Decrease:   

        What are your goals for working with us? 
         __________________________________________________________________________________ 
         Please inform us of any environmental or living conditions that are difficult: 

___________________________________________________________________________________ 

 List prescribed medications: NAME, DOSAGE, FREQUENCY (more than 3 meds, write on back) 

___________________________________________________________________________________ 

___________________________________________________________________________________ 
                   List your leisure activities and any exercise routines that you do regularly: 
        ___________________________________________________________________________________ 
        ___________________________________________________________________________________ 
                  Daily Intake - Alcohol Drinks: _______    Tobacco:____________Joints/Edibles:  ________     

     If you have suffered abuse (sexual, physical, emotional) please explain to the extent that you wish: 

     ____________________________________________________________________________________ 

     ____________________________________________________________________________________ 

     Do you have any allergies to any lotions, oils, or latex:    YES______  NO ______ If yes, please list: 

      ___________________________________________________________________________________ 

     Do you have a pace maker:  YES______    NO ______ 

     Do you wear contact lenses:   YES______    NO ______ 

     Do you wear dentures:   YES______    NO ______

Confidential OT/PT Intake Form 



Mark on the above, areas of pain, tension, or change in sensation. 
0 is no symptoms and 10 is unbearable symptoms.  
Symptoms at rest 0-10 ______ Symptoms with activity 0-10 ______

List any other medical history, accidents, and surgeries not listed above or give more detail: 
_________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 


