
Baker To Bay Physical Therapy and Wellness P.S. 
Bell ingham, WA 

360-318-5478 
 

Welcome to Baker To Bay! Please help us serve you better by taking a few 
minutes to provide the following information. 
 
Name___________________________________ Today’s Date________________ 
Address_______________________________________________________________ 
City/State/Zip_________________________________________________________ 
Phone Number__________________________ DOB/Age____________/______ 
Email:_________________________________________________________________ 
Emergency Contact (Name/Phone Number)_______________________________ 
Primary Care Physician (Name)___________________________________________ 
 
What is the primary issue/problem that you are having today? 
_______________________________________________________________________ 
 
Secondary concern/problem? 
_______________________________________________________________________	  
 
As a result, I am now having difficulty with: 
________________________________________________________________________	  
 
Are you currently experiencing pain as a result of these symptoms? If so, what is 
it like?_________________________________________________________________ 
 
When did your symptom(s) begin? (Date):_________________________________ 
 
Please rate your pain in the last 24-72 hours : 
(Using the “0-10” scale where 0 is no pain and 10 is the worst possible pain) 
At its best:_______ At its worst:_______  At present:_______  
Night sleeping:_______ 
 



What activities increase your pain?_________________________________________ 
________________________________________________________________________	  
 
What activities decrease your pain?________________________________________ 
_______________________________________________________________________	  
 
What other types of treatment have you had for this problem? 
________________________________________________________________________	  
 
Please “x” if you have had any of the following medical conditions: 
____Diabetes                          ____Lung Disease             
____Cancer        ____Pulmonary/Breathing        
____Tuberculosis        ____Arthritis 
 ____Heart Disease /Pacemaker     ____Liver Disorder/Disease  
____Chest Pain                      ____Kidney/Bladder Disease  
____Rheumatism       ____Fainting 
____High Blood Pressure      ____Thyroid disorder            
____Dizziness       ____HIV/AIDS 
____Arrhythmia or pacemaker     ____Intestinal disorder           
____Weight Loss       ____Epilepsy/Seizures         
____Smoking        ____Severe night pain 
____Bladder or bowel control problems     ____Open sore/Wound           
____Steroid or blood thinner use    ____Hepatitis             
____Weakness      ____Stroke 
____Allergies to latex      ____Neurological Problems       
____Osteoporosis       ____Migraine Headaches          
____Other______________________________________________________________ 
____Are you pregnant or is there any chance that you may be pregnant           
 
Please list any surgeries or recent hospitalizations (with date): 
________________________________________________________________________
________________________________________________________________________	  
 



Current or recent medications:____________________________________________ 
________________________________________________________________________	  
 
Is your condition a result of a work related accident:    Yes:  _____    No:  _____ 
 
I  have completed this questionnaire and have had any questions 
regarding its content answered fully. I  understand that if 
information has been left out for confidential ity reasons, I  may be 
putting the therapist’s safety and myself at risk. I  understand that if 
I  choose not to disclose information in writ ing I  may verbally 
communicate conditions to my therapist.    
 

Signature        Date 
 
 
Signature of Person Authorized to Provide Informed Consent (if patient is under 
18 years of age or otherwise incompetent) 
 
___  Appointed Guardian 
 
___  Holder of Durable Power of Attorney 
 
___  Patient’s Spouse or State Registered Domestic Partner 
 
___  Children of Patient At Least 18 years of age 
 
___  Parent of Patient 
 
___  Brother or Sister At Least 18 years of age 
 
 

Authorized Signor’s Name 
	  


