> 4 THE GREEN ROOM

PHYSICAL THERAPY

New Patient History Form for Women’s Health

Name: Referred by:
Birthdate: Primary Care Physician:
Occupation:

Please fill in the answers to the best of your ability. Your therapist will review the answers with you during
your evaluation.

History of Present Condition
1. Describe your main problem:

2. When did your symptoms begin:
3. Which of the following best describes how your condition started:

Cichildbirth Cla fall

OClafter surgery Oifting

Cdegenerative process Cduring recreation/sports

Crunning Clcar accident

Ctrauma Cunknown

Clother
4. Since onset, are your symptoms getting: Coetter Clworse Cnot changing 5. Which of the
following best describes the nature of your symptoms? (check all that apply) Clconstant [J

occasional

Cistabbing Cthrobbing
Csharp Osplitting
CIshooting Clcramping
Odull Dlitching
Ctender Chot/burning
Oaching Cgnawing
On/a Clother
6. Have you had any previous treatment for this condition? (check all that apply)
Ophysical therapy Claser
Cpelvic floor exercises CITENS unit

Cdietary changes Clsurgery

Clelectrical stimulation Cinjection into the skin/muscles O
biofeedback Cultrasound

Djoint manipulation Cnone

Cother

7. Describe activities you cannot do because of your problem:

8. What are your goals for treatment?

Obstetrical/Gynecological History
1. Last pelvic exam (month/year): 2. Last Urinalysis (month/year)
Other special tests (specify date, type, results):

4. Are you sexually active? CONo CIYes
5. Pain or problems with sexual activity? (please describe)

6. Have you ever been sexually abused? [OINo [CIYes
7. Do you have vaginal dryness? OONo CYes



8. Do you have painful periods? [CNo CdYes
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9. History of/or present sexually transmitted diseases [CINo CIYes, Type: 10. Are
you currently pregnant or attempting pregnancy? CNo CIYes
11. Number of pregnancies (please include the year):

12. Number of Vaginal deliveries: Number of Cesarean deliveries: Weight of largest baby:
13. Episiotomies or Tearing? Trouble healing after childbirth?

14. Complications from childbirth?

Bladder Symptoms
1. Do you have any of the following? (check all that apply)
Cldifficulty initiating a stream of urine
Cno perception of bladder fullness
Clweak/slow/intermittent stream of urine
Cfrequent toileting to avoid problems
Cdribbling after stream ends
Opain/burning during urination
Cblood in urine
Opain with full bladder
On/a (skip to question #5)
2. Occurrence of incontinence or leakage:
a. times per day b. times during the night
C. times per week d. times per month
3. Severity of Leakage: [Ono leakage Cfew drops Cwets underwear Clwets outerwear Clwets floor 4.
Position or activity with leakage: (check all that apply)
Ono leakage Olying down [sitting

Ostanding COwalking Crunning

Djumping Oifting Clcoughing

Csneezing Claughing Csexual act

Clchanging positions CIstrong urge Clon the way to toilet

Cwhen constipated Cother: 5. Rate a

feeling of organ “falling out” / prolapse or pelvic heaviness / pressure:
Chever Coccasionally/with period Cpressure at the end of the day

Opressure with straining Cpressure with standing Cpressure all day
6. How long can you delay the need to eliminate?
Clindefinitely 01+ hours 030 minutes

15 minutes Oless than 10 minutes [J1-2 minutes

Cnot at all
7. Ability to stop urine flow:
Clcan stop completely
Clcan partially deflect urine stream
Clunable to deflect or slow the stream



Cother:
8. Do you have:
Ctrouble emptying bladder completely
Cistrain/push to empty bladder
Cdribble after urination
Clconstant urine leak
trouble feeling bladder urge/fullness
Crecurrent bladder infections
9. Fluid intake: 8 0z glasses per day Caffeinated beverages: glasses per day
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Bowel Symptoms (only complete if you are experiencing bowel symptoms)
1. Do you have any of the following? (check all that apply)

Clconstipation/strain to have a bowel movement
Oleak/stain feces
Chave diarrhea often
Cleak gas by accident
[take laxatives/enemal/stool softener regularly
Olinclude fiber in diet
Chave pain with bowel movement
On/a (skip to question #4)
2. Occurrence of bowel leakage:

a. times per day b. times per week

C. times per month d. Only with exertion or strong urge
3. Severity of bowel leakage: Ostool staining Clsmall amount in underwear Ccomplete emptying 4. How
often do you have a regular bowel movement? per day per week 5. If constipation is

present, describe management technigues:

6. Most common stool consistency: Oliquid Cisoft Cfirm Cpellets Clother 7. How long
can you delay the need to eliminate?

Clindefinitely 01+ hours 12 hour

15 minutes Oless than 10 minutes [J1-2 minutes
Onot at all

Pain (only complete if you are experiencing pain)
1. Please rate your pain 0-10 (“0” being no pain, and “10” being excruciating pain):

2. Area of pain: Oback Oleg Cgroin Clstomach Clother
3. Is the pain present when you are: Olying still Cchanging positions Choth 4. What
aggravates your symptoms? (check all that apply)

Ositting CIsquatting Clstanding
Cgoing to/from sitting Clsexual activity Cllying

Cwalking Omenstruation Osustained bending
[taking a deep breath Clcoughing/sneezing Csleeping
Clexercises including
Orepetitive activities including Clother
5. What

relieves your symptoms? (check all that apply)

(Isitting Cheat Clcold



Cistretching Crising from sitting Clrest
Ostanding Cwalking Clexercise
Olying down Omassage Cimedication

Onothing Cother 6. Does your pain
wake you at night? CONo CYes

Past Medical History
1. How would you rate your general health? Clexcellent COgood Caverage Cfair Cpoor 2. How often do you

exercise outside of normal daily activities? 3. Do you smoke? I
No LlYes
4. Are you taking any medications for your current symptoms?

CNo OYes List: 5P

lease list any other prescription or over the counter medications you are currently taking:
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6. Have you ever been diagnosed with any of the following conditions? (check all that apply)

CICancer ODepression CIStroke

CKidney Problems OThyroid Problems CDiabetes
CMultiple Sclerosis ClArthritis CHead Injury

COHigh blood pressure CLung Problems CBlood Disorders
CEpilepsy/Seizures CAllergies CORheumatoid Arthritis

COsteoporosis [Broken Bones [OStomach Problems
OParkinson’s Disease [CICirculation/Vascular Problems

COHeart Problems Oinfectious Diseases (Hepatitis, Tuberculosis)

COther

7. List any past surgeries with dates of operation
Surgery: Date:

Patient Signature: Date/Time:

Reviewed By: Date/Time:




