Mercy Clinics, Inc.
Physical Therapy

PATIENT SUBJECTIVE REPORT
NAME:
When did problem start (DATE):

How did problem start:

Tests or treatments received for this problem (including therapy)

Work: [ ] Employed [ | Unemployed [ ] Retired[ | Homemaker
If employed give occupation and describe physical demands:

Social History: Lives alone Lives with
Live in: [] Apartment [ ]House [] Stairs # [] Railing yes no
Recreation/hobbies:
Current Exercise routine: How often:

Home Exercise Equipment: [ ] treadmill [ ] exercise bike [_] weights [ ] other

What are your goals/expectations of this treatment?

SUBJECTIVE:

Complaint:

PAIN:
Time of Day: Better [ |am. [ ]p.m. [ ] night
Worse [ ]am. [] p-m. [] night

What do you do to make it feel better?
OBJECTIVE:

Therapist Signature Date



