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1 N | PHYSICAL THERAPY




(Bradley Physiotherapy, P.C. DBA Newport Physical Therapy)
19732 MacArthur Blvd., Suite 125, Irvine, CA 92612

Office (949) 644-2022 • Fax: (949) 644-1914
PATIENT INFORMATION

Name________________________________________ Address_________________________________________________ City__________________________________________ Zip___________  Home Phone_______________________________ 
Email Address__________________________________________________ Cell Phone_______________________________
Age__________ Date of Birth_________________ Sex_______ Status: □ Married    □ Single    □ Widow   □ Divorced      

Occupation__________________________ Employer________________________________________

Person Responsible for this Account_________________________________Spouse’s Name_____________________________

Referring Doctor’s Name_____________________________________________Referred By______________________________________
Emergency Contact: Name: _______________________________ Relation: _________________Phone: __________________________  
Reason for Visit:  My injury is related to: □ Work □ Sports □ Auto □ Trauma □ Chronic

Chief Complaint: _________________________________________________________________________________________________
What tests have you had for your symptoms / when were they performed? □ X-rays date: ________   □ CT Scan date: __________ 

□ MRI date: __________ Hospitalizations: ______________________________________________________________________________

Medications: ______________________________________________________________________________________________________

Pain level Now: ________ Pain at Best: _______ Pain at Worst: ________ When did the pain or discomfort begin? _____________________ Is condition getting worse? □ Yes  □ No  □ Constant   □ Comes and Goes
Location of Pain / Pain Description: ____________________________________________________________________________________
What makes pain/symptoms worse? ___________________________________ What makes pain better? ____________________________

Functional Limitations/check any that aggravate symptoms: □ Sitting    □Walking    □Standing    □Ascending stairs   □ Descending stairs    □Kneeling    □Recreation    □Walking on uneven ground    □Squatting    □Sleep    □Work    □Don/doff clothing    □Wash back/Don bra     □Reach high shelf     □Touch opposite shoulder     □Driving    □Comb hair     □Lift overhead    □Throwing   □Managing your home
Surgeries (Type and Date): ______________________________________________ Are you receiving any Home Health Care? __________

ACCIDENT INFORMATION: Did your accident occur at work?  □ Yes   □ No
Were you involved in an automobile accident? □Yes   □No
Description of accident / injury _______________________________________________________________________________________
Patient Health History:
Have you ever had or suffered from any of the following: Check any that apply.
Allergies 

_____  
  Epilepsy/Neurological Problems   _____
    Heart Disease 

_____
   Vomiting
 
       _____
Asthma 

_____
  Cancer 


  _____
    Stroke 


_____
   Artificial Joint
       _____


AIDS/HIV 

_____
  Fainting Spells 

  _____
    Arthritis 


_____
   Cold Hands or Feet
       _____
High Blood Pressure 
_____
  Diabetes 


  _____
    COPD 


_____
   Nausea 

       _____
Thyroid Problems 
_____
  Hepatitis/Jaundice/Liver Problems_____
    Low Blood Sugar 

_____
   Muscle Pain
       _____


Respiratory Problems
_____
  Stomach Problems 

  _____
    Congestive Heart Failure 
_____
   Constipation
       _____
Kidney Trouble 
_____
  Tuberculosis 

  _____
    Coughing up blood

_____
   Loss/Increased Appetite _____
Migraines 

_____
  Sexually Transmitted Disease
  _____
    Immune System Problems 
_____
   Hearing Loss 
       _____
Chronic cough 
_____
  Mental Health Problem 
  _____
    Nose Bleed

_____
   Joint Pain
       _____
Weight Loss or Gain 
_____ 
  Chest Pain 

  _____
    Neck Stiffness 

_____
   Disorientation   
       _____

Night Sweats 
_____ 
  Racing Heart 

  _____
    Impotence 

_____
   Ringing in Ears 
       _____

Muscle Weakness
_____ 
  Difficulty Breathing 

  _____
    Fatigue 


_____
   Feeling Warm Often       _____

Skin Rashes 
_____ 
  Coughing


  _____
    Depressed Mood 

_____
   Feeling Cold Often 
       _____

Itching

_____ 
  Sensory Problems

  _____
    Dry Skin

_____
   Indigestion
       _____


Dizziness 

_____
  Headaches

  _____ 
    Numbness

_____
   Anxiety

       _____

Sore Throat 
_____
  Diarrhea


  _____
    Difficulty Sleeping

_____
   Excessive Sleeping
       _____   


Pacemaker
_____
  Open Wounds

  _____
  



OVER

Do you exercise regularly? □ Yes □ No   If so, how often and what type: ____________________________________________________

How would you rate your current physical health? □ Poor 
□ Unsatisfactory 
□ Satisfactory 
□ Good 
□ Very Good

Have you experienced any: Numbness in one or both hands and/or feet? □ Yes □ No

Numbness on your backside where you sit? □ Yes □ No   Problems with coordination or weakness while walking? □ Yes □ No

Loss of balance or taken a fall recently? □ Yes □ No   Unexplained weight loss/gain of 10 lbs. in the last month? □ Yes □ No

Changes in your bladder or bowel habits? □ Yes □ No

                                                Please mark all of the areas where you are experiencing pain     
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Pain Level:     0   1   2   3   4   5   6   7   8   9   10   Describe Symptoms: ______________________________________________________________________________
Nature of Symptoms:   □Sharp     □Dull Ache    □Numb    □Shooting    □Burning    □Tingling

How often:   □Constantly 76 – 100%     □Frequently 51 – 75%       □Occasionally 26 – 50%      □Intermittently 0 – 25%
