AL Willow Physical Therapy, LTD
1919 Lathrop St., Suite 222 Fairbanks, AK 99701
o || * Ph: (907) 456-5990 * Fax (907) 456-7418

PATIENT'S HISTORY (for Female Conditions)

Name: Today’s Date:
Age: Date of Birth: Sex: Marital Status # Children Ages
Occupation: R-handed L-handed Ht. Wt.

Please describe your main problem:

When did it begin? Can you identify a cause?

Pain rating: Indicate your average level of pain by circling the appropriate number on the scale below:

0 1 2 3 4 5 6 7 8 9 10
Pain free Unconscious Pain

Please describe your pain (sharp, dull, aching, burning, etc):

What activities/positions make your problem worse?

What activities/positions make your problem better?

Do you have numbness, tingling, or weakness? If yes please describe.

Do you feel your problem is getting better, worse, or staying the same?

When was your last pelvic examination?

Have you had any special tests to evaluate you current problem? (MR, urinalysis, etc)

If yes, please describe and state results:

Have you had previous pelvic/abdominal surgery? Please describe and provide dates.

Do you have a history of bladder infections? If so, how many per year?
Have you gone through menopause?

Have you ever been pregnant? How many pregnancies have you had?
How many vaginal deliveries? Did you have any tearing, episiotomies?

How many cesarean sections?
Did you have any complications during pregnancy or childbirth?
Are you currently pregnant or attempting to get pregnant?

Do you leak urine? How often: times per day times per week times per month
How severe (circle one): Few drops Wet underwear Wet outerwear

Do you ever have pain when you urinate?
Is it ever difficult to begin urinating? Bowel Movements?

Are you sexually active? Have you ever had pain or leakage during intercourse?

Have you ever had a sexually transmitted disease?

Have you ever been taught to do Pelvic Floor or Kegel exercises?
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R Willow Physical Therapy, LTD
* Ph: (907) 456-5990 * Fax (907) 456-7418

PATIENT’'S HISTORY for FEMALE CONDITIONS

Patient’s Name: Date:

Medication Record:

Please list all current medications, with dosages (Include prescription, over-the-counter, herbals, vitamin/mineral/dietary
[nutritional] supplements).

If you already have a list (including dosage amounts) please check here and provide a copy of the list to your therapist at the
time of your evaluation (Patient initials)

Medication Dosaae Reason for Taking

Use additional sheet if more space is needed

Where do you currently live (or intend to live) at the conclusion of your episode of therapy?

___Private Home __ Private Apartment _ Rented Room __ Group Home __ Assisted Living __ Skilled Facility __ Other
Who do you live with (or intend to live with) at the conclusion of your episode of therapy?

__Live Alone __Spouse/Significant Other __Child/Children __Other Relative __ Personal Care Attendant __ Other

Job Description/Social Activities: (physical tasks, amount of sitting, lifting, computer work etc.):

What are your goals for your course of physical therapy?

At the present time, would you say your health is excellent, very good, fair, or poor?

Patient Signature Date

Evaluating Physical Therapist Signature Date
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