
Medical Screening J< orm 
Occupational Therapy 

NAME: _________ _ 

RANK: _____ _ 

Deployment Rel'lled: 
Current Prolilc YES 

YES 
NO 

I.) Arc you (circle one): 

Righl-I-[~lndcd Lcll J landed 

AGE: __ 

NO 

8ulh 

2.) What problem brings YOll to the clinic today? 

3.) When did you r problem start? 

4.) Check (IllY orlhe following that apply to your problem: 

o 11m! surgery 0 Taking 1l1cdicinc 0 Received an injection 
o (ijvl!11 n ~plinll() We,lf 0 Had priur ol:cup,llionalthcrapy 

5.) Are your symptoms?: 

o Constant o Intermittent 0 Infrequent 

6.) Prior to onset of your current problem, were you 
symptom-free in this area? 0 Yes 0 No 

7.) Since onset, has yOllr problem become: 
o Worse 0 Belter 0 Same 

S.) Circle the current intensity OrYOllr discomfort: 

u - / . '}. 3 - -I - 5 - 6 - 7· 8 - 9 - 10 

tNo discumrort) (Most severe) 

9.) Describe your discomfort: 

o Aching pain o Sharp pain 0 Shooting pain 
o Burning o Numbness 0 Tingling 
o Weakness Other (Please describe): 

10.) What do you wish to accomplish in Occupational 
Therapy? (i.e. Wh,1l aeliviliC!; uo yoo want to get bad: to uoing?): 

11.) What is your job title? 

Work Slalus: 
o Working! l'uU duty 0 Working! Light Duty 
o Working! Lilllited Duty 0 NO( WQrking 
o Ilnlllclll~kcr I SlUdcnl 

12.) Do yOLl have IIny dHliculty with: 
o lk~rin!; 
OSp.....:o;h 

13.) I learn best by: 
o Seeing 
o Doinlt 

o Vision 
o COIl1Il1\1niC~lion 

o Hearing 
o Combination 

15.) Please list any medical conditions or precautions tbat 
we should know about: 

16.) What is yo ur primary leisure activity? (S\Ulc if your 
injuryl illness affects your ability to pl'lnicipmc): 

Back 

Mark problem areas on the 
diagram below 

Front Front 

Please check the activity 
that is difficult for you to 
perform 

Dressing 0 
Bathi ng 0 
Grooming 0 
Eating 0 
Driving 0 
Typing 0 

Writing 0 
Lifting 0 
Carrying 0 
Exercise 0 
Housework 0 
Hobbies 0 
Ch ildcare 
Cold 
Hem 
Medication 

o 
o 
Cl 
Cl 


