
 

 

 

 
 

NEURO HISTORY INTAKE FORM 

 

Evaluations Ordered: OT  PT  ST  NP  Evaluation Date:________________________ 

 
Name:           Age/DOB:      Diagnosis:      
 
Family Doctor:          Referring Doctor:        
 
 HISTORY: 

1. Reason for referral:               

2. When did your problem begin:              

3. How did your problem start:              

4. Please circle appropriate answer: 

 
a) Do you have high blood pressure? Yes    No b) Do you currently have an infection? Yes    No 

      c) Do you have diabetes? Yes    No d) Do you currently have heart trouble? Yes    No 

      e) Do you have asthma? Yes    No f) Do you currently have osteoporosis? Yes    No 

      g) Do you currently have active cancer? Yes    No h) Are you pregnant? Yes    No 

      i) Do you have numb areas? Yes    No j) Are you allergic to any medication? Yes    No 

      

 

If yes, where? 

________________________________________________  

If yes, where? 

________________________________________________ 

      
      
k) Do you have any other medical issues? Yes    No  ________________________________________________ 

      
 If yes, please list: __________________________________ l) Are you currently taking any   

       ________________________________________________  prescription or over-the-counter medication? Yes    No 
     
m) Have you had any surgeries?   Yes    No 

 If yes, please list: 

_________________________________ 

 If yes, please list: _________________________________  
________________________________________________ 

 ________________________________________________  ________________________________________________ 

      
 ________________________________________________ 

n) Are you currently taking any herbal 

preparations / vitamins? 
Yes    No 

      
o) Have you had any other forms of  Yes    No 

 If yes, please list: 

_______________________________________________ 
       therapy previously?  _____________________________________________ 
      If yes, please list: __________________________________  _____________________________________________ 

 _____________________________________________   
     p) Have you been hospitalized? 

 
If yes, dates? : ___________________________________________________ 

Yes    No 

  

q) Does anyone come to your home to provide health care services (nursing, social work, physical/ occupational/ 

respiratory needs)? 
 
If yes, please list Agency Name & Phone Number: ___________________________________________________ 

Yes    No 

  

  
r) Do you have any metallic implants (i.e. pacemaker)? Yes    No    If yes, please list?: ___________________ 

5.  Has your doctor restricted you/recommended precautions for any of the following activities: 

           Swallowing  Lifting  Driving  Activity Level Other: __________________________________________________ 

          
CURRENT ABILITIES: 

1.  Were you working prior to this incident?  Yes  No If yes, what type of work: ______________________________________ 

      
2.  Are you working now?  Yes  No If yes, what type of work: ________________________________________________________ 

      
PRIOR ABILITIES: 

1.  Were you independent prior to this incident?  Yes  No 

      
 If no, list activities you needed help with (i.e. dressing, walking):_________________________________________________________________ 

  

2. What are your goals in attending therapy?  Please list:          

                
 
 

 

Therapist 
Comments 
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Neurorehabilitation Center 

912 Third Street, Suite 102 

Greensboro, NC 27405 

Phone  336-271-2054 

Fax  336-271-2058 



 

 

 

 

 

NEURO HISTORY INTAKE FORM 

 

PAIN: 
1. Do you have pain now?    No   Yes, Location/Type:         

 

What makes it better?               

 

What makes it worse?               

 

Does the pain interfere with your daily life/sleep?   No  Yes, Describe:         

RATE YOUR PAIN ON A SCALE OF 0-10  ( 0 BEING NO PAIN AND 10 BEING THE WORST ) 
 

________/10  Today 

(see scale below) 

 

 

 

 

 

 

 

 

BALANCE: 
 

1. Have you fallen in the last 6 months?    Yes   No     How many times? _____________ 

 

2.  Have you had a decrease in your activity level because of a fear of falling?   Yes   No      

 

3. Are you reluctant to leave your home because of a fear of falling?     Yes   No      

 

TO BE COMPLETED BY THERAPIST 

LIFE ROLES IMPACTED  
 

 Caregiver / Parent / Grandparent  Homemaker  Employee / Employer  Friend / Companion 

         Spouse  Volunteer  Student  Other: _________ 

        
Comments:               

               

TYPE OF HOUSING: 

 House  Apartment  Mobile Home  Retirement Center  Other: _____________  One Level  Two Level 
 
Number of steps inside: __________ Railing:  R  L  B 
 
Does the main level have a bedroom?  Yes  No Does the main level have a bathroom?  Yes  No 
 
Number of steps to enter: ________ Railing Present?  No  Yes  R  L  Both 
 
Entrance used most:  Front  Back  Side 
 
Type of surface from car to entrance:  concrete  grass  gravel  sand  incline 

  Prescription Received:  Yes  No – Front Office to call ______________________________________________ 
 

Primary Caregiver/Medical Contact:         Phone Number:      
 

Therapist Signature:          Date:      
 

                   Date:      
 

                   Date:      

 

0 1-2 3-4 5-6 7-8 9-10 

NONE MILD MODERATE SEVERE 
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Neurorehabilitation Center 

912 Third Street, Suite 102 

Greensboro, NC 27405 

Phone  336-271-2054 

Fax  336-271-2058 


