PATIENT MEDICAL HISTORY

Tell Us About You:

Name:____________________________________________________________________________________

Why were you referred to physical therapy?  Please describe how and when your injury occurred.

__________________________________________________________________________________________

__________________________________________________________________________________________

What do you want to accomplish from therapy? ___________________________________________________

In the last year, have you undergone any surgical procedures?    □ YES   □ NO
In the last year, have you been admitted to a hospital?    □ YES   □ NO
What was the condition/surgery? _______________________________________________________________

Have you received any physical therapy treatment during the past year?    □ YES   □ NO
If yes, for what condition? ______________________________  Where? ______________________________

Tell Us About Your Activities at Work and Home…

Occupation: _______________________________________________________________________________

Is the majority of your day spent (check one) □ SITTING   □ STANDING   □ WALKING
At the present time, what are the most difficult tasks for you to perform?

At WORK ________________________________________________________________________________

At HOME _________________________________________________________________________________

What is the heaviest object you lift at WORK? ____________________________________________________

Average # of hours per week:
  Computer ______
 Reading _____
TV _____

Have you been unable to work?  □ YES   □ NO    Last day worked: _______________________________

If you have been unable to work at your regular job, do you expect to return to work? □ YES   □ NO
Hobbies/Sports & Exercise: ___________________________________________________________________

SLEEP:  ___ Avg. # of hours per night
___ # of pillows
_____ Disturbed by pain      _____ Position

Do You Have a History Of:




  YES      NO


         YES       NO



     YES       NO
	High Blood Pressure
	
	
	
	
	
	Pacemaker
	
	
	
	
	Exposure/Treatment TB
	
	
	

	Heart Condition
	
	
	
	
	
	Seizures
	
	
	
	
	Cough for > 2 weeks
	
	
	

	Numbness
	
	
	
	
	
	Cancer
	
	
	
	
	Fever for > 2 weeks
	
	
	

	Stroke
	
	
	
	
	
	Falls
	
	
	
	
	Unexplained Weight Loss
	
	
	

	Diabetes
	
	
	
	
	
	Other ________
	
	
	
	
	Ankle Sprains
	
	
	

	Dizziness
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Are you pregnant now or is there a chance you may be pregnant?  □ YES   □ NO

Circle any special tests related to your injury/condition:

CT-scan,  EMG,  ECG,  MRI,  X-Rays,  Tilt Table,  VNG,  Bone Scan 

Please list your medications: __________________________________________________________________

_________________________________________________________________________________________

Patient/Guardian Signature:  _______________________________________
Date: ___________________

Reviewed with Patient:         _______________________________________
Date: ___________________






Therapist Signature
