NATURAL PAIN MANAGEMENT

AND WELLNESS

PATIENT QUESTIONNAIRE OCCUPATIONAL
THERAPY SERVICES
Please return as soon as possible. The info you give us will help
us to better plan for your visit.

Diagnosis (if any):

Name:

Date:
DOB:. Gender:
Insurance:

Address:

Phone:

Email:

Occupation:

Who referred you for this evaluation?

Patient’s Primary Care Provider Contact Info

What are your main concerns/What daily activities are challenging due to your

diagnosis/condition?

What are your goals for therapy?

List any medications currently taken:

Does you have any allergies? Yes No

If yes, please list:

Please list any relevant past surgical or medical history that the therapist should be aware of:




NATURAL PAIN MANAGEMENT
AND WELLNESS

Any other comments or questions you have for the therapist:




