
Patient Medical History

do you now have or have you ever had any of the following?

	YE S_	NO

shortness of breath / chest pain	 ____ 	 ____

coronary heart disease or angina	 ____ 	 ____

do you have a pacemaker?	 ____ 	 ____

high blood pressure	 ____ 	 ____

heart attack or surgery	 ____ 	 ____

stroke / tia	 ____ 	 ____

congestive heart disease	 ____ 	 ____

blood clot / emboli	 ____ 	 ____

infectious diseases	 ____ 	 ____

diabetes	 ____ 	 ____

cancer or chemotherapy / radiation	 ____ 	 ____

arthritis	 ____ 	 ____

gout	 ____ 	 ____

sleeping problems / difficulties	 ____ 	 ____

allergies	 ____ 	 ____

have you had surgery for this injury?   yes  no	 number of surgeries  ______________	

type of surgery:___________________________________________

surgery date___________________________

list current medications:___________________________________________________________________________________________

are you allergic to any medications?  yes  no

	YE S_	NO

emotional / psychological problems	 ____ 	 ____

severe or frequent headaches	 ____ 	 ____

numbness or tingling	 ____ 	 ____

dizziness or fainting	 ____ 	 ____

any pins or metal implants	 ____ 	 ____

joint replacement therapy	 ____ 	 ____

neck injury / surgery	 ____ 	 ____

shoulder injury / surgery	 ____ 	 ____

elbow injury / surgery	 ____ 	 ____

back injury / surgery	 ____ 	 ____

knee injury / surgery	 ____ 	 ____

leg / ankle / foot injury / surgery	 ____ 	 ____

are you pregnant?	 ____ 	 ____

do you use tobacco?	 ____ 	 ____

brief injury description:____________________________________________________________________________________________

On the scale below circle your worst pain level in the past couple of days:

	M ild	D istressing	 Severe

	 0 . .  .  1. .  .  .  2. .  .  . 3. .  .  . 4 . .  .  5. .  .  .  6. .  .  . 7 . .  .  8. .  .  .  9. .  .  . 10

have you had any of the following medical or rehabilitative services for this injury / episode?

Applicable for workman’s comp or auto claims
Date of injury__________________________

Last date worked due to this injury________________________

is an attorney involved in this case?  Yes  No	D ate returned to work after this injury_______________

/      /
/      /

/      /

/      /

We Listen       We Care       We Get Results

T H E  
Physical Therapy 

C E N T E R

	 yes    no

neurologist	 ____ 	 ____

orthopedist	 ____ 	 ____

podiatrist	 ____ 	 ____

general practitioner	 ____ 	 ____

chiropractor	 ____ 	 ____

massage therapy	 ____ 	 ____

	YE S_	NO

Physical therapy	 ____ 	 ____

emergency room care	 ____ 	 ____

ct scan	 ____ 	 ____

mri	 ____ 	 ____

x-rays	 ____ 	 ____


