
BODY IN BALANCE PHYSICAL THERAPY MEDICAL QUESTIONNAIRE 

Name:__________________________________________________                              Date:_____________________________ 
DOB:_________________   Date of injury:____________________      Occupation:____________________________________ 
Physicians: ______________________________________________________________________________________________ 
Reason you are here:_______________________________________________________________________________________ 
Previous surgeries, hospitalizations and major injuries:____________________________________________________________ 
________________________________________________________________________________________________________ 
Past medical history/ Has doctor ever said that you have had any of the following? (Please circle):  

Other :___________________________________________________________________________________________________
________________________________________________________________________________________________________ 
Family history of the above conditions: ________________________________________________________________________ 
________________________________________________________________________________________________________ 
Please list medications with dosages: __________________________________________________________________________ 
________________________________________________________________________________________________________ 
Do you suffer from any on the following? (please circle): 

Other:___________________________________________________________________________________________________ 
How would you rate the stress in your life? (please circle):  High      Medium      Low 
Have you had any falls during the past 12 months? ___________ Injuries from fall? ________ Height: ________ Weight:_______ 
Describe pain or other symptoms that brought you to physical therapy:_______________________________________________ 
________________________________________________________________________________________________________
What makes symptoms better?_______________________________________________________________________________ 
What makes symptoms worse? _______________________________________________________________________________ 
Goal for Physical Therapy:___________________________________________________________________________________ 
________________________________________________________________________________________________________ 

• Cancer • High blood pressure • Lung problems • Kidney disease • Depression
• Heart trouble • Poor circulation • Asthma emphysema • Liver disease • Anxiety
• Heart attack • Diabetes • COPD • Gastrointestinal disease • Neurological problems
• Stroke • Osteoporosis • Thyroid problems • Arthritis • Seizures

• Shortness of breath • Night sweats • Severe night pain • Urinary leakage • Headache
• Dizziness • Pain in chest • Black outs • Decreased appetite • Joint pain
• Frequent falls • Seizures • Bladder or bowel problems • Fatigue

Pain at worst: ______  
Pain at least:   ______  
Pain today:     ______  



Body in Balance Physical Therapy, Inc.


Patient Name _________________________________________________________


Agreement for the Use of Texting and Email Methods of Communication  

I have been notified that email and texting are not secure methods of communication. I agree to the use of email and/or 
texting with Body in Balance Physical Therapy, Inc. for scheduling appointments and other physical therapy needs. Staff 
may also communicate with my family and/or household members using the method checked below:


Email ______

Texting _____


Email Address _________________________________________________________

Cell Phone _____________________________


I understand that it is my responsibility to notify Body in Balance Physical Therapy, Inc. when:


- The cell phone numbers or email addresses listed above change

- I not longer want to use these methods for communication with Body in Balance Physical Therapy, Inc.


I understand that Body in Balance Physical Therapy, Inc. will not charge me for the text or email messages and that I am 
responsible for any charges that I may incur under my current service plan.


Patient’s signature ________________________________________________ Date __________________


Or Authorized Representative’s Printed Name ________________________________________________


Address ______________________________________________ Phone _____________________


Authority under ME/NH law (e.g., guardian, health care power of atty.)


Authorized Rep’s Signature _________________________________ Date ___________________


If signed by Authorized Representative, the person’s authority to act as such has been verified by the clinician.


Clinician’s Signature ______________________________________________ Date ___________________ 


