
 

Medical Questionnaire 

 

Name:______________________________________  Date:__________________________ 

Date of Birth: _________________Age:________           Height:__________ Weight:_______________ 

Describe your current problem? ___________________________________________________________ 
 
________________________________________________________________________________________________ 
 
When did this start (Month/Year):_________________________________________________________ 

If this is related to any type of surgery, please list surgeries and approximate month/year:  
_________________________________________________________________________________ 

 
What treatments or medications have you tried to address this problem so far? 
_________________________________________________________________________________________________ 
 
Diagnostic tests for your current problem:________________________________________________ 
Please indicate number of: 
Pregnancies:  Vaginal Births:    C-sections:  Episiotomy: 
Please briefly describe if you had a difficult or traumatic childbirth:____________________ 
_________________________________________________________________________________________________ 
 
History of Physical Abuse or Sexual Abuse/Assault: Yes or No.  
 
Do you have Pain? If so, please describe and color on the body chart location(s) of pain:  

Location #1:_____________________________________________________________________________ 

Pain description-please circle: burning/ aching/ shooting/ dull/ sharp/ radiating/ 
throbbing/worse in the AM/ worse in the PM/ Other please describe:  

_______________________________________________________________________________ 

Do your symptoms fluctuate: 

What activities or postures aggravates your symptoms:  

 

What gives you relief: 

 

Current pain level 0-10: _________  Pain at its worse 0-10:________ 

Pain at its best 0-10: __________ 
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Location #2:__________________________________________________________________________ 

Pain description-please circle: burning/ aching/ shooting/ dull/ sharp/ radiating/ 
throbbing/ worse in the AM/ worse in the PM/ other please describe:  

 

Do your symptoms fluctuate: 

 

What activities or postures aggravates your symptoms:  

 

What gives you relief:  

 

Current pain level 0-10: ________Pain at its worse 0-10:_________ 

Pain at its best 0-10: _________ 

 

What is your living situation: (Living alone/Married/Living with Partner/Assisted Living/ 
Living with Family/Widowed/Receiving home heath/ Other:  

Occupation:________________________(Full time/ Part Time/ Retired/ Disability/Student) 

Amount and type of exercise per week: ___________________________________________________ 

Medical History- Please circle all that applies:  

Smoking/tobacco TMJ/Headaches Diabetes Type I or II      Fibromyalgia 
Cauda Equina  Stroke                Cancer:____________________      Lupus 
Multiple Sclerosis Arthritis               Osteoporosis        IBS        
Chronic Fatigue Syndrome   Joint Replacement:_______________________ 
Fracture:__________________________________ IBS       Frequent UTI’s 
Childhood Bladder Problems  Depression/Anxiety      STD:______________ 
Latex Allergy  Menopause age of onset:_________________     Endometriosis Fibroids                         
Pelvic Inflammatory Disease                   Pelvic Pain Dysmenorrhea(painful periods) 
 Infertility 
Other: ____________________________________________________________________________________ 
 

 

Have you experienced any recent changes in (Please circle):  

Bladder/Bowel function/ Night sweats/ Unexplained weight loss/Dizziness or 
fainting/Fever/chills/Night pain/Unexplained Fatigue or weakness  



 

Please List Prescription medications and what each Rx is treating:  

Name of Rx:     Reason for Rx: 

____________________________________        __________________________________________________ 

____________________________________        __________________________________________________ 

____________________________________        __________________________________________________ 

____________________________________        __________________________________________________ 

____________________________________        __________________________________________________ 

 

Please list additional vitamins/supplements:_______________________________________ 

___________________________________________________________________________________________ 

What are your goals with treatment:  

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Is there anything very important to remember about you so that I may best 
accommodate you in the treatment space? (allergies/hot cold preferences, etc) 

_________________________________________________________________________________________________ 

Pelvic Questions:  

Bladder 

How much water do you drink daily: ____________________ Coffee/Tea:________________ 

Number of times you urinate during the day:____________  During the night:____________ 

Do you have urgency to urinate?  Circle: None/ Some /Moderate/Get out of my way! 

How many minutes can you wait when you feel the need to pee? _______________________ 

How much urine do you feel you pass:  Small/ Medium / I can overflow a coffee cup  

Do you leak urine when you (circle all that apply): 

Laugh/cough/sneeze walking/running/hiking lifting or carrying objects 

Jump/exercise                 hear running water  during intercourse 

on the way to the toilet Other: _______________________________________________________ 

If you leak urine, how often? Per day: _________________________Per night:_________________ 

How much urine do you leak? Circle: A few drops, Wets underwear, soaked pants 

What type of protection do you use? Circle: 

Liner, Mini pad, medium pad, thick pad, adult diaper 

How many times in 24 hours do you change pads or liners:__________________________ 

Please circle if any of the following applies to you:  

Recurrent UTI’s         Burning with urination               Dribbling after urination  

Strain to empty bladder      Incomplete bladder emptying    Painful urination 

Falling out Feeling or Prolapse       Difficulty starting urine stream      Blood in urine 



 

 

Bowel 

Frequency of bowel movements/day________________ number during the night_________ 

Bowel movements are usually:  Liquid/ Soft/ Firm/ Pellets/ Other:____________________ 

Do you supplement with fiber? Yes/No  If so what kind: _________________________________ 

Do you notice you fluctuate from constipation to diarrhea?     Yes or No 

Do you experience (circle): Straining with bowel movements/ frequent diarrhea/ 

Pain with bowel movements/ Blood in Stool / Laxative use: ____________________________ 

Do you ever have trouble feeling the urge for your bowel movement? _________________ 

If you have constipation, how much ____________% of the time.  

If you leak stool, how much?  

Staining underwear/ small amount/ complete emptying   

 

 

 

Sexual Activity 

Are you currently sexually active? Yes or No 

Are you experiencing any of the following (circle): Pain with oral sex/  

Unable to tolerate manual sex/ Vaginal dryness / Unable to Orgasm / Decreased Sensation 
during intercourse  

Pain with penetration?  Circle: Yes or No.  Initial Penetration or Deep Penetration 

Pain after intercourse?  Yes or No.  If so, how long does it last?_____________________ 

Do you have a history of pain free intercourse in the past? ________________________ 

 

 

 

In General: 

Do you have other concerns (mind/body/soul) to write now so you don’t forget to mention 
it during our session together? 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 


