Lawrence Rehabilitation Specialists, Inc.

  Today’s Date__________________NAME:___________________________________________________________________
Family Doctor:______________________________ Referring Doctor:____________________________________________
What is your problem area?_______________________________________________________________________________
What is your main complaint regarding your problem area? (PAIN, WEAKNESS, DIFFICULTY WALKING, ETC…)__________________________________________________________________________________________________
How long have you had your current symptoms/surgery date?_______________________________________________
Have you ever received Physical Therapy for this problem in the past?______________________________________
If so, when and where?____________________________________________________________________________________
Is your problem due to:   ILLNESS OR ACCIDENT (Please Circle One)
Please describe your problem:_____________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________

At the present time, would you say that your health is: (Please Circle One)
EXCELLENT
VERY GOOD

FAIR

POOR      

Do you have or have you ever had:  (Please Circle All That Apply)
DRUG ALLERGY

HEART TROUBLE

HIGH BLOOD PRESSURE

SHORTNESS OF BREATH
CIRCULATORY PROBLEMS

STROKE


ASTHMA

SEIZURE/EPILEPSY

CANCER
DIABETES

Please list all current medications 
and/or vitamins:
____________________________________________
____________________________________________

____________________________________________

____________________________________________ 

Please circle your problem area 
on the body picture below:
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