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D.

MARK AN “X” TO GRADE YOUR PAIN LEVEL
No pain Pain totally controls - ER

Still able to do
everything

OTC Pain
medication

Prescription
medication
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There are many words that describe pain. Some of these words are grouped below. If you are experiencing any pain, circle
any word(s) that describe your pain.

If you have pain or numbness, please shade or circle  areas on chart showing where it is.
KEY

xxxxxx Numbness
////////// Pins/needles

niap gnitoohSooooo
rehtO+++++

_________ebircseD

_________________

_________________

_________________

Tender
Throbbing
Shooting
Stabbing

Sharp
Pinching
Pulling
Burning

Dull
Cramping
Intense
Tingling

Aching
Sore

Heavy
Tiring

Sickening
Terrifying
Grueling
Annoying

Unbearable
Numb
Cold

Other________

ACCOMPANYING
SYMPTOMS:

Nausea
Headache
Dizziness

Drowsiness
Constipation

Diarrhea

SLEEP:
Good

Restless
Can’t Sleep

FOOD INTAKE :
Good
Some
Little
None

[][][][][]      Achy

F.
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G. PAST MEDICAL HISTORY 

In the past, have you had any serious injuries?  Yes  No If yes, please list and give dates ______________

________________________________________________________________________________________________

Please describe below any vehicle accidents or personal injuries in which you have been involved.

AGE (OR APPROXIMATE YEAR)
0 - 10 ____________________________________________________________________________________________________________________
11 - 20 ___________________________________________________________________________________________________________________
21 - 30 ___________________________________________________________________________________________________________________
31 - 40 ___________________________________________________________________________________________________________________
41 - 50 ___________________________________________________________________________________________________________________
50 - 60 ___________________________________________________________________________________________________________________
61 & over _________________________________________________________________________________________________________________

Have you had any operations or surgery?  Yes  No __________________ If yes, list type of surgeries and dates

________________________________________________________________________________________________

Do you currently have or have you previously had any of the diseases listed below?
Yes No If yes, when diagnosed
  High blood pressure ________________________________________________
  Diabetes Mellitus ________________________________________________
  Heart Disease ________________________________________________
  Lung Disease ________________________________________________
  Stomach Disorders (ulcer, etc.) ________________________________________________
  Liver Disorders (hepatitis, etc.) ________________________________________________
  HIV Positive ________________________________________________
  Kidney and Bladder Control ________________________________________________
  Glands (thyroid, etc.) ________________________________________________
  Skin Disease ________________________________________________
  Cancer ________________________________________________
  Fainting Spells ________________________________________________
  Vision Problems (not glasses) ________________________________________________
  Hearing Problems ________________________________________________
  Depression ________________________________________________
  Other Physical or Mental Health Diagnosis ________________________________________________

Do you have any allergies?  Yes  No If  yes, please  list ________________________________________

Have you taken cortisone (steroids) by pill within the last 5 years?  Yes  No

Are you currently taking any  medications?  Yes  No If  yes, please list  Prescriptions __________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Non-Prescription medications & Supplements ____________________________________________________________
________________________________________________________________________________________________

Do  you smoke?  Yes  No If  yes, how much? ________________________________________________

If you are female, is there any  possiblity  that you are pregnant:  Yes  No

Signature of patient _____________________________________ Therapist signature____________________________
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Health Goals Questionnaire 
 

Prairie Rehabilitation is committed to assisting each individual improve his/her 
overall health.  Please fill out this health goals questionnaire to assist us with 

meeting your potential needs. 
 
Goals for my current therapy program:
☐ Pain Relief 
☐ Improve Mobility 
☐ Improve Strength 
☐ Ongoing exercise program for current condition 
☐ Other: _______________________________________________
 
I’m currently interested in the following areas: 
☐ Losing weight and/or exercising more 
☐ Decreasing need for medication 
☐ Improving the quality of my sleep 
☐ Increasing my energy levels 
☐ Adding more muscle, strength and flexibility 
☐ Improving my nutrition balance/food quality 
☐ Learning techniques to develop healthy habits 
☐ Understanding my health numbers (blood pressure, cholesterol, BMI, etc.) 
 

☐ Yes! I am interested in a complimentary meeting with a personal health coach to 
discuss my goals and help develop a personalized action plan. 
 
If yes, what day and time would work best for you to meet?  (Select all that apply.) 
☐ Monday    ☐ Tuesday         ☐ Wednesday          ☐ Thursday           ☐ Friday 
☐ 7am – 10am  ☐ 10am – 1pm            ☐ 1pm – 4pm   ☐ 4pm – 7pm 
 
Contact Information: 
 
Name:  ________________________________________________________________________________________ 

 
Phone: ________________________________________________________________________________________ 

 
Email: _________________________________________________________________________________________ 


