
Name (Please Print):________________________________________________  DOB:________________________ 
Today’s Date:__________________________ 
 

Please bring this filled out form to your first therapy visit to expedite your appointment 
 

Medical/Surgical History 
 

Please circle if you have or ever have had: 
 

 

Osteoarthritis 
Rheumatoid Arthritis 
Multiple sclerosis  
Osteoporosis  
Seizures/epilepsy 
Heart problems  
High Blood Pressure 
Latex allergy 

Adhesive (tape) allergy 
Asthma 
Diabetes  
Head injury  
Cancer:  Where?___________________ 
Depression Other:________________________ 
______________________________

 
Within the past year, have you had any of the following symptoms? (Circle all that apply) 
 

Stiffness or painful joints/muscles 
Chest or jaw discomfort with exertion 
Difficulty sleeping 
Swelling in the feet or ankles 
Shortness of breath  
Dizziness or blackouts  

Coordination problems  
Easy bruising  
Frequent headaches 
Pain at night 
Numbness or tingling in extremities at night 
Other:________________________ 

 
Please List any medications you are presently taking (if you carry a list, we’d be happy to make a copy): 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 

 
Have you fallen in the past year?  NO    YES--If yes, how many times have you fallen? ___________________ 
   Did you have any injuries from your fall? ______________________________________________________ 
Do you have a pacemaker?   NO     YES 
Do you have any metal implants?   NO      YES 
Are you pregnant?   NO       YES 
Do you smoke?    NO       YES (How much per day?__________________________) 
 
Have you undergone any surgical procedure (other than what you are currently being evaluated for) that will affect your 
treatment:  NO   YES  If yes, what was that procedure and what are your current restrictions (for example, you are being 
seen for carpal tunnel, but you had a rotator cuff repair 6 months ago on the same 
arm.)?_____________________________________________________________________________________________
______________________________________________________________________________ 
  
What is your current pain level at this time (on 0-10 scale with 10 meaning you have to go to the emergency room NOW 
type of pain)?   Please circle:  0   1   2   3   4   5   6   7   8   9   10 
 
What activities increase your pain?____________________________________________________________ 
________________________________________________________________________________________ 
 
Have you received an Occupational or Physical therapy services in the current calendar year at either this facility or 
another facility/location?  NO    YES  (at: _______________________________________________) 
 
 
 



Name (Please Print):________________________________________________  DOB:________________________ 
Today’s Date:__________________________ 
 

Please bring this filled out form to your first therapy visit to expedite your appointment 
 

Quick DASH  
Please rate your ability to do the following activities in the last week by circling the number below the appropriate 
response.  If it is a task you haven’t done in the past week, please estimate how you think you could do it.  Regardless of 
your dominant hand, answer the questions  
  
 NO 

DIFFICULTY 
MILD 

DIFFICULTY  
MODERATE 
DIFFICULTY 

SEVERE 
DIFFICULTY 

UNABLE 

1.  Open a tight or new jar 1 2 3 4 5 
      
2. Do heavy household chores (e.g., wash 
walls, floors). 

1 2 3 4 5 

      
3. Carry a shopping bag or briefcase. (with 
your affected side) 

1 2 3 4 5 

      
4. Wash your back. 1 2 3 4 5 
      
5. Use a knife to cut food. 1 2 3 4 5 
      
6. Recreational activities in which you take 
some force or impact through your arm, 
shoulder or hand (e.g., golf, hammering, 
tennis, etc.).  

1 2 3 4 5 

  
7.  During the past week, to what extent has 
your arm, shoulder or hand problem interfered 
with your normal social activities with family, 
friends, neighbors or groups?  

NOT AT 
ALL 

SLIGHTLY MODERATELY QUITE A 
BIT 

EXTREMELY 

      
8. During the past week, were you limited in 
your work or other regular daily activities as a 
result of your arm, shoulder or hand problem? 

NOT AT 
ALL 

SLIGHTLY MODERATELY QUITE A 
BIT 

EXTREMELY 

      
9. Arm, shoulder or hand pain. NONE MILD MODERATE SEVERE EXTREME 
      
10. Tingling (pins and needles) in your arm, 
shoulder or hand. 

NONE Mild MODERATE SEVERE EXTREME 

      
11. During the past week, how much difficulty 
have you had sleeping because of the pain in 
your arm, shoulder or hand? (circle word)) 

NO 
DIFFICULTY 

MILD 
DIFFICULTY 

MODERATE 
DIFFICULTY 

SEVERE 
DIFFICULTY 

SO MUCH 
DIFFICULTY 
THAT I 
CAN’T 
SLEEP  

 
  


