
Swedish Outpatient Rehabilitation
Patient Intake Questionnaire
Patient name: __________________________________________  

Gender pronouns:  She/Her     He/Him     They/Them     Other: _________________________________________

What is the current problem or injury that brings you to therapy? ___________________________________________

_____________________________________________________________________________________________

Date the problem or injury began: ___________________________

Describe your symptoms: _________________________________________________________________________

Circle the number below to indicate your pain or symptoms level now: 
0 1 2 3 4 5 6 7 8 9 10
None                                            Minimal                                            Moderate                                            Severe

Pain range:  Best __/10   Worst __/10          Circle all that apply:  Constant    Intermittent    Ache    Sharp    Burn  

Pain or symptoms eased by: ______________________________________

____________________________________________________________

Pain or symptoms worsened by: ___________________________________

____________________________________________________________

Number of hours of sleep in 24 hours: _______________________________

 Mark location of symptoms on diagram 

Describe your daily activity level/exercise routine:  ______________________________________________________

_____________________________________________________________________________________________

Please identify three activities you are having difficulty performing (related to the injury or problem you are here for). 
Write the name of the activity and rate each of these problems on the 0-10 scale below. 0 = unable to perform activity 
(cannot perform), 10 = able to perform activity at the same level as before injury or problem (no issues).

Patient-specific activity scoring scheme (circle one number or provide a range)

1.  Activity: ___________________________________________________________________________________
 0 1 2 3 4 5 6 7 8 9 10
 Cannot perform No issues

2.  Activity: ___________________________________________________________________________________
 0 1 2 3 4 5 6 7 8 9 10
 Cannot perform No issues

3.  Activity: ___________________________________________________________________________________
 0 1 2 3 4 5 6 7 8 9 10
 Cannot perform No issues

Do you feel safe in your current relationship at home?  yes    no

Is anyone in your life misusing your money or property?  yes    no

Have you been hit, slapped, physically hurt or threatened by your partner?  yes    no

What is your preferred learning style?

 Listening    Reading    Observation    Performance of task

Turn over and complete back side.                                                                                           

FOR OFFICE USE ONLY

LABEL HERE OR MRN:

FRONT BACK



Fill out if the information is not already in EPIC (our electronic medical record) or if provider is not a Swedish provider.

Please check the health conditions that apply to you now or in the past, briefly explain and provide dates:                   

Yes Explain Yes Explain
Alcohol/Drug abuse Heart disease
Anemia Hepatitis
Arthritis HIV/AIDS
Asthma Kidney/Liver
Bleeding Memory/Cognition
Blood clots Mental health
Blood pressure Nervous system
Bowel or bladder Osteoporosis
Broken bones Pregnant
Cancer Pacemaker 
Depression Seizures
Diabetes Skin reactions
Dizziness/Balance Sleep/Snoring
Emphysema Stomach/Digestion
Endocrine/Thyroid Stroke
Eye disease Swelling
Gout Tobacco use
Head injury Tuberculosis
Hearing Weight issue
Heartburn/Ulcer Other:

Current prescription, over-the-counter or herbal medications: ______________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Adverse or allergic reactions to products (i.e., latex, tape, etc.) or drugs: _______________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Prior injuries, major illness, surgical history and dates: ____________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Patient signature: _______________________________________

Date and time:__________________________________________

Therapist signature: _____________________________________  

Date and time:__________________________________________  
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LABEL HERE OR 
PATIENT NAME AND MRN:
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We do not discriminate on the basis of race, color, national origin, 
sex, age, or disability in our health programs and activities.

ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia 
lingüística. Llame al 888-311-9127 (Swedish Edmonds 888-311-9178) (TTY:711)

  888-311-9127 
(Swedish Edmonds 888-311-9178) (TTY:711)


