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PERDUEWORKS

PerdueWorks Therapy Group
2001 N Loy Lake Road Suite J Sherman, TX 75090
(903) 487-5520
426 N Grand Avenue Gainesville, TX 76240
(940) 668-0483

 RERABY, GROUE Physical Therapy Form
Last Name: First Name: Middle Initial:
Date of Birth: D Male D Female

Reason for visit:

Previous Physical Therapy
Treatment: If yes, where:

[:]Yes [:]No

Describe present problem in detail:

Has there been any significant change in the last six months?

When were problems first identified?

Does your child have any other symptoms?If yes,please explain:

How does the present problem interfere with daily function?

Has your child had any diagnostic testing completed for present issues (e.g., MRI, CT, X-ray, etc.)

Please list your goals/notes that you would like your child to achieve with the help of therapy:
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PAIN QUESTIONNAIRE: If your child does not have pain, please skip section

Problem worsens with (check all that apply):

[:] Movement C]Standing [:] Morning [:]Walking [:]As the day progresses
C]Bending C]Lying [:]Evening C]Interrupts sleep DSitting

C]Turning [:]Rest Jother (please describe):

Problem improves with (check all that apply):

D Movement [:]Standing [:]Rest [:]Medication DAS the day progresses
C]Inactivity C] Lying DHeat C] Morning C]Evening

(Jwalking Jsitting Oice (JTurning (JBending

(JExercise DOther (please describe):

On a scale of zero to ten (zero is no pain, ten is worst pain imaginable), write the number that
best describes:

Current pain: At worst: At best:

How frequently is your child bothered by pain? (] constantly (] Intermittently

How would you describe the pain (check all that applies)?

[:]Dull/Achy DBurning DSharp DShooting (JDull then sharp

[:] Numbness/Tingling DThrobbing DWorse at night C]Worse in the morning
C] Other (please describe):

Please mark the location of pain on the diagram below:
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