
 
 

 
 

 

Rehabilitation Services Evaluation Questionnaire 

1.  TO HELP YOUR THERAPIST UNDERSTAND YOUR PAST MEDICAL HISTORY, PLEASE CHECK EITHER “YES” OR 

“NO” FOR THE ITEMS LISTED BELOW.  PLEASE COMMENT ON THE SPACE BELOW FOR CHECKED ITEMS.  

YES NO  YES NO  

  HEARING/VISION PROBLEMS   PSYCHOLOGICAL TREATMENT 

  HIGH BLOOD PRESSURE   SENSATION PROBLEMS 

  HEART PROBLEMS   OPEN SORES 

  LUNG DISEASES   PREGNANCY 

  DIABETES   MEDICATION USE 

  SURGERY   MRI, CT SCAN, X-RAY 

  CANCER   ALLERGIES 

  CAR ACCIDENTS   OTHER:_____________________________ 

  BROKEN BONES   OTHER:_____________________________ 

  TRAUMATIC INJURY   OTHER:_____________________________ 

COMMENTS:      

      

2.  PLEASE  CHECK BELOW YOUR CURRENT LIVING SITUATION:  

 I LIVE ALONE  I HAVE STAIRS AT HOME WITH A RAILING 

 I LIVE WITH FAMILY MEMBERS  I HAVE STAIRS AT HOME WITHOUT A RAILING 

 I LIVE WITH FRIENDS  I PRESENTLY DO NOT HAVE A HOME 

3.  BECAUSE DOMESTIC VIOLENCE IS COMMON IN MANY PEOPLE’S LIVES WE ASK ALL OF OUR PATIENTS ABOUT 

IT.  ARE YOU CONCERNED FOR YOUR SAFETY AT HOME? 

  YES   NO  

4.  TO ASSIST YOUR CLINICIAN IN UNDERSTANDING HOW YOU LEARN BEST CAN YOU CHECK OFF WHAT BEST 

DESCRIBES YOUR LEARNING STYLE:        DEMONSTRATION 

  VERBAL INSTRUCTION   WRITTEN INSTRUCTION   OTHER:  

5.  WHAT HOBBIES DO YOU HAVE THAT ARE POTENTIALLY IMPACTED BY YOUR CURRENT CONDITION? 

 

 



6.  ARE YOU PRESENTLY WORKING? 

  YES   NO NAME OF CURRENT JOB:  

  NUMBER OF HOURS PER WEEK:  

7.  DOES YOUR CURRENT PROBLEM WAKE YOU UP ON A REGULAR BASIS? 

  YES   NO  

8.  DOES YOUR CURRENT PROBLEM MAKE GETTING DRESSED DIFFICULT FOR YOU? 

  YES   NO  
9.  ON A SCALE OF 0 TO 10, CAN YOU PICK A NUMBER THAT BEST DESCRIBES THE YOUR PAIN ON AVERAGE?   
0 IS NO PAIN AND 10 IS THE WORST PAIN YOU COULD EVER IMAGINE.  PLEASE CIRCLE YOUR ANSWER: 

0          1         2          3          4          5          6          7          8          9          10 

10.  WHERE IS YOUR PAIN?  PLEASE USE THE  PICTURE TO DRAW PAIN LOCATION. 

 

 

11.  WHAT MAKES YOUR PAIN WORSE?                                                                                          

 

 

12.  WHAT CAN YOU DO TO MAKE YOUR PAIN BETTER? 

 

 
WE WANT YOU TO BENEFIT FROM YOUR THERAPY AS MUCH AS POSSIBLE.  YOUR CLINICIAN WILL PROVIDE 

EDUCATION AND TREATMENTS THAT WILL HELP YOU RECOVER, BUT WITHOUT YOUR ACTIVE PARTICIPATION 

THERAPY ALONE MAY NOT BE ENOUGH.  IT IS IMPORTANT THAT YOU UNDERSTAND HOW IMPORTANT YOUR 

INVOLVEMENT IS IN YOUR RECOVERY.  PLEASE TAKE A MOMENT TO REVIEW THE ITEMS AND SIGN BELOW. 

☑  CONTACT THE REHAB DEPARTMENT IF YOU ARE GOING TO BE LATE OR MISS AN APPOINTMENT. 

☑  IF YOU DO NOT SHOW UP FOR TWO APPOINTMENTS WITHOUT CANCELING YOUR THERAPIST MAY 

DISHARGE YOUR CHART AND NOTIFY THE REFERRING DOCTOR. 

☑  YOUR THERAPIST WILL CONDUCT A RE-EVALUATION AFTER EACH 30 DAYS OF TREATMENT. 

☑  YOU AGREE THAT YOUR HOME EXERCISE PROGRAM IS AN IMPORTANT COMPONENT OF YOUR 

REHABILITATION AND AGREE TO PERFORM IT AS REQUESTED BY YOUR THERAPIST. 

 

NAME:  DATE:  

 

CLINICIAN:  DATE:  

 


