! ‘\ TRIANGLE PHYSIOTHERAPY & REHABILITATION

PATIENTREG ISTIRATION FO RM

Iast Name: First Name :

Date of Birth: Gender [ IM[]F

Ap t/Suite / Unit No : Stre e t:

City: PostalCode:

Home Tel #: Work Rl #: Cell #:
Email Occupation:

Re fe ming Physician: Telephone:

HOW DID YOU HEAR ABO UTUS? (MARK AILTHATA PPLY)

[ lIhave beenhere before [ |DoctorsRefemal [ ]Yelow PagesBook Dyp.ca L] Google search
DFIiend/Famﬂy/Co-Worker(please name) |:|Sign Board

[] Just Walked In |:|Eyer [ ] VennGo [ ] Other

MEDIC AL HISTO RY

DHeartDisease |:|Osteopomsis |:|Pace Maker |:|Doub1e Visio n |:|Nausea

[ I Diabetes [ ] Arthritis [ ] Hearing Aid [ I Night pain [] Dizzine ss
[JcCancer [ ] Skin Condition DMetalImplants [ |Headaches DRecentweightloss
[ 1H Blood Pressure [ | Intra-Uterine Device[ | Kidney Ailme nts [] Touble with speaking/swallowing

L] Are youpregnant?DAHergiesIfY]B,please specify Others:

Have youhad any majorsurgery? Ly O N KFYES, please specify.

List any medicationsyou are presently taking.

Investigations: | | X-Ray [ | MRI [ ] Utrmsound [ ]CTScan
[l Other FYES, when & where?

Iocation/ symptomsyou are presently experiencing (indicate on diagram):

Pain Scale: Indic ate the severity of yoursymptoms on the following scale.

0 ] 2 3 4 5 6 7 8 9 10
No pain Severe pairn

Pain Behaviour: syourpain: Dhnpmving |:|W01sening [ ] The same
Isyourpain: []Constant [ ] ltemittent

Descrbe yourpain (dull, ache, sharmp etc.):

What activities make yourpain: Worse:

Better:

Since when are you experiencing the above symptoms?

Cause of above symptoms (if known)

KFyou wake up tomomow & have no symptoms, what are the things/ activities you would like to do?

1. 2. 3.

4. 5. 6.

Sig na ture Date



