
 
 
 
 
 

 
 
  
  
 
 

 
 
 
 
                                 
                                 
 
 
 
 

Address: D.O.B: Tel Number: Email: 

Medication: Occupation: GP: 

Past Medical History (previous operations, accidents, illness, other health problems):  
 
 
 
 
 
Sport / Exercise (type, level, position, competition, training (intensity, frequency, duration)): 
 
 
 

Main Problem: 

History of the present condition (when, activity, mechanism): 
 
 
 
 
 
 
 
 
 
Aggravating: Easing: 

Sleep: Behaviour of Symptoms: SIN: 

Name: 

Initial Assessment Date: 
 
Therapist: 

Special Questions:  
   
 



Observation: 
 
 
 
 
 
 
 
 

Touch: 

ROM: A P R                      ACCESSORY 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

    

Muscles: 
 
 
 
 
 
 

Palpation: 
 
 
 
 
 
 
 

Ligaments: 
 
 
 
 
 
 

Joints above and below: 
 
 
 
 
 
 

Functional: 
 
 
 
 
 
 

Other tests: 
 
 
 
 
 
 

Clients Name & DOB: 
 

 

Date: 
 

Sports Therapist: 
 

Date: 



 
 
 
 
 

 

 

Aims: Date Achieved: 

Long term goal (LTG): 
 
 
 

 

Short term goals (STG): 
1: 
 
 
2: 
 
 
3: 
 
 
4: 
 
 

 

Objective Markers: 
 
 

Date: Treatment: Outcome: Signature: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
 
 
 
 
 
 

 
 
 
 
 
 
 

Patient Name & DOB: 


