
 

 
 

Case History Sheet 
 
Name:        D.O.B. 
 
Best contact Number: 
 
Registered GP and Practice: 
 
Occupation:      Red Flags: 
 
 
Areas affected: 
 
 
Onset: 
 
 
Mode of Onset: 
 
Previous Presentations: 
 
 
Nature of Pain: 
 
Parasthesia/Decreased Sensation/Numbness: 
 
Noticeable loss of power: 
 
Aggravating Factors: 
 
Relieving Factors: 
 
Diurnal Variation:    
 
Sleep Disturbed: 
 
Pain Relief used: 
 
GP/Consultant seen: 
 
Scans/Xrays/Other investigations: 
 
Other Physical Therapy/Acupuncture: 
 
Current Medications: 
 



 
 
Observations and Testing 
 
Posture 

 
 
 

 
 
Reflexes:    B.P 
 
     Power: 
SLRT: 
     Sensory: 
 
Femoral Nerve Stretch:  Babinsky: 
             
Slump test:    Other: 

Observations 



Differential Diagnosis 
 
 
 
 
 
 
 

 
 
Working Diagnosis 
 
 
 
 
 
 
 

 
Treatment Plan and Advice 
 
 
 
 
 
 
 
 
 
 
 
Further Referrals and Action Taken 
 
 
 
 
 
 
 
 
 
 
 
 
Signed:       Date: 
 
 


