Tim Dreher Physical Therapy
Orthopedics, Geriatrics, Neurology and Rheumatology

www.timdreherpt.com

206 Waltham Street 




                                                     Phone (617) 527-9267 

West Newton, MA  02465


                                                                    Fax (617) 467-6030

Date:___________________
Name:____________________________________________________      Birthdate:__________________________________                                                      
Reason for care: ________________________________________________________________________________________

___________________________________________________________________________________________________________

When and How did the symptoms start _____________________________________________________________________

____________________________________________________________________________________________________________

Pain/Quality of symptoms:  check all that apply

(  ) achy  (  ) dull  (  ) stiff  (  ) sharp  (  ) constant  (  ) off/on  (  ) throbbing (  ) shooting  (  ) burning  (  ) stabbing  

(  ) numb  (  ) tingling  (  ) burning   (  ) other__________________________________________________________________

What makes the symptoms worse:___________________________________________________________________________

What makes the symptoms better:__________________________________________________________________________

Does the problem radiate to other parts of your body?_____________________________________________________

Any functional problems experienced on a daily basis? (dressing, chores)___________________________________

​​​​​​​​​​​____________________________________________________________________________________________________________

What were you able to do before this injury that you can’t do now? ________________________________________

____________________________________________________________________________________________________________
PRIOR TREATMENT, INJECTIONS? ____________________________________________________________________________
What is your pain level from 0-10 (0=none, 10=severe)? Best__________ Worse_________ USUAL____________
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using the diagram below, circle or shade in the areas of pain

                                                                                 Front               back

Please list any falls, car accidents, fractures, sprains, strains ____________________________________________

___________________________________________________________________________________________________________

Xray, MRI, etc: ___________________________________________________________________________________________
Please list all exercises, recreational activities and hobbies: _____________________________________________ 
___________________________________________________________________________________________________________
GOALS:  
What do you hope to achieve with care?___________________________________________________________________
​​​​Review of Systems  please check all of conditions that you have had or are currently experiencing.
Musculoskeletal:

(  ) neck pain  (  ) back pain  (  ) shoulder pain  (  ) elbow/hand pain  (  ) hip pain  (  ) knee/ankle pain

(  ) arthritis  (  ) scoliosis (  ) osteoporosis   LAST BONE SCAN DATE:__________________________
Neurological

(  ) headaches  (  ) migraines  (  ) anxiety  (  ) depression  (  ) sleep problems

Cardiovascular

(  ) high blood pressure  (  ) low blood pressure  (  ) angina  (  ) heart attack  (  ) stroke  (  ) poor circulation

Respiratory

(  ) asthma  (  ) pneumonia  (  ) emphysema  (  ) sleep apnea  (  ) allergies

Sensory

(  )  blurred vision  (  ) ringing/buzzing in ears  (  ) hearing loss  (  )  loss of touch

Endocrine

(  ) immune disorders  (  )  diabetes  (  ) fatigue

Surgeries _______________________________________________________________________________________________

__________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________
please list any medications you are currently taking: _______________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

vitamins and supplements __________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
Other_____________________________________________________________________________________________________
