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Rehabilitation Medicine Clinic  
Follow-Up Patient Questionnaire 

 

Please fill out this form with any relevant changes since the last time you were seen.   
You may leave blank any items that have not significantly changed.   
 
Appt. Date____________ 

 

Name___________________________________________ 
Primary Care Doctor_____________________________ 

 

 
Reason for clinic visit?  List the 4 most important things that you would like us to help you with during your visit.  
This might include questions, concerns, or symptoms that need treatment. 
1._______________________________________________________________________________________________________ 
2._______________________________________________________________________________________________________ 
3._______________________________________________________________________________________________________ 
4._______________________________________________________________________________________________________ 

3.  Instrumental Activities of Daily Living   Because of a health or physical problem, do you have any difficulty with: 

Activity Yes No 

Using a telephone?   
Doing light housework (like washing dishes, straightening up, dusting)?   
Doing heavy housework (like scrubbing floors, washing windows)?   
Preparing your own meals?   
Shopping for personal items (like groceries, medicines, toiletries)?   
Managing money (like keeping track of money, paying bills)?   
 

 
Allergies (medications & others): _____________________ 
 
List new medical problems and surgeries: Medication Changes since you were last seen:  

_____________________________________________ _____________________________________________ 

_____________________________________________ _____________________________________________ 

_____________________________________________ _____________________________________________ 

_____________________________________________ _____________________________________________ 

_____________________________________________ _____________________________________________ 
     

1. Are you currently experiencing any pain?   Yes       No       
 If yes, list the area and complete the scale below. 
 Area of pain ________________________________________________________ 
 

Please rate your pain on a scale of 0 to 10.  Zero = no pain   10 = worst pain you have ever had. 
                   No pain                                                                                              Worst pain 
  0          1          2          3          4          5          6          7          8          9          10 
 

      What do you do to relieve your pain? ____________________________________ 
 

2.  Have you fallen recently?   Yes       No       
 If yes, why did you fall? _________________________________________ 

 Were you injured?    Yes       No       

 Are you concerned that you could fall again?    Yes       No     
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4. Please describe your current functional abilities with the following:  
 
                       Level of assistance needed: 

No help 
needed 

1-25% 
assistance 

 

26-50% 
assistance 

51-75% 
assistance 

76-99% 
assistance 

100% 
assistance 

Moving around in bed       

Getting from laying down to sitting       

Getting from sitting to standing       

Walking indoors       

Walking outdoors       

Going up and down stairs       

Using a wheelchair                             N/A       

Putting on your shirt       

Putting on your pants       

Putting on your shoes/socks/ankle brace       

Grooming (brush teeth/hair, shave, etc)       

Showering/Bathing       

Using the toilet or commode       

 

  When performing the above activities does someone need to be standing by you for safety or balance?  Yes       No 

 
5.  Adaptive Equipment (such as cane, walker, wheelchair, commode, shower bench/chair, reacher, adapted utensils, AFO, etc).   
     Please list items you currently use: __________________________________________________________________ 
    

6.  Do you have trouble swallowing?  No       Yes  If yes, please circle:            Solids      Liquids    Both 

           Do you currently have any restrictions with what you can eat or drink?  No       Yes  If yes, please describe: 

 

7.  Are you currently driving?   Yes       No     

     Have there been any concerns raised by family members about your driving safety?    Yes       No 

 

8.  Are you having a difficult time dealing emotionally with your current level of function?      Yes       No   

 

9.  Do you currently use Tobacco Products?  Yes       No  Are you interested in quitting?  Yes       No   

 
10.  Are you currently receiving any of these services?  (circle all that apply) 
     Home Health            Outpatient Therapies         Rehab Without Walls    Psychology      
     Physical Therapy       Occupational therapy         Speech Therapy           Recreational Therapy           
     Visiting Nurse            Bath Aide                           Paid Caregivers        Vocational counseling  
     Massage Therapy      Chiropractic Services         Acupuncture                 Case Management/Social Work 
  
Signature (Patient or Person Authorized to Sign) 
 
 

Print Name Date 

 
If signed by person other than patient, please define your relationship to patient: 

 Guardian              Health Care Power of Attorney  Parent  

 Spouse/Registered Domestic Partner  Adult child      Other __________________________ 

 
I have reviewed this information. 

Physician Signature 
 
 

Print Name Date 

 


