
PATIENT DATA	                                                  Date:  ____________
Identification number: __________________________________________
Name:  ___________________________________________________
Address: __________________________________________________
Postal code: _______________________Mobile: __________________________
Email: _______________________________________
Occupation? ______________________________________________________
Married/partner? _____________________Any children?________________

I have read Region Skåne's cancellation policy and understand that I am liable for payment in the event of a missed visit or late cancellation: YES 

What kind of pain/problem are you seeking treatment for? ___________________________________________________________

Mark the number that best describes your pain during the last week
0           1            2            3            4            5             6            7            8             9            10
No pain				      	            worst imaginable pain 

Underline the words below that you feel fits your pain:

Stabbing             Pulsating            Dull            Splitting            Pricking

Burning               Cramps             Radiating             Numbness

Carefully fill in (shade) on the person below where your pain is located: ////

[image: ]

Turn the page


1. For how long have you been experiencing your pain? ______________________                                                                                                 	
2. How are you experiencing your pain?
Constant		    __________________________________
Periodic		    __________________________________
Varied intensity                                  ___________________________________

3. What provokes your pain? 	    __________________________________

4. What eases your pain?	    __________________________________
5.  Do you take any medication? Which ones? ____________________________

6.  Have you seen a doctor? Who and where?  ____________________________     

7.  X-ray? MRI? If yes, when and where?           ______________________________

8.  Are you on sick leave? If yes, since when?    ______________________________

9.  Is your sleep affected?     	                    ______________________________

10. Do you have any other illnesses/pain?          ______________________________

11. Have you been through any physical therapy in the past?  ____________________
 How long ago was that?	  	_____________________________
 Any other type of treatment?	                     ______________________________

        12. Are you exercising regularly?                           ______________________________
 If yes, how and how often?	                     ______________________________

13. Other leisure activities?	                     ______________________________

14. Do you smoke?		                     ______________________________

15. What are your expectations regarding the treatment?  ______________________

___________________________________________________________________

16. Who recommended you to seek treatment at Fysio Center?

     ___________________________________________________________________

FYI! At Fysio Center we use a data journal. You can read about Patientdatalagen at our webpage or on the pin board at the clinic.

I accept that note in this case is available for all authorized personal according to 6 Chapter §§ 1-3. Patientdatalagen.    □ Yes     □  No
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