
PAST MEDICAL HISTORY
Patient Name:  ____________________________________________________ Date: __________________________
What medical problems do you have? _________________________________________________________________
_________________________________________________________________________________________________
What surgeries have you had: _________________________________________________________________________________________________
_________________________________________________________________________________________________
What medications do you take: _________________________________________________________________________________________________
_________________________________________________________________________________________________
Please check below if YOU have any of the following symptoms or conditions:
	□ Weight loss, unintentional

	□ Cardiac / Heart issues

	□ Loss of appetite

	□ Neurological problems

	□ Unexplained fevers / chills

	□ Chest pain / angina

	□ Stomach issues

	□ Sleep disorders


	□ Night sweats

	□ Palpitations

	□ Low blood sugar

	□ Depression / Anxiety


	□ Night pains

	□ Hi Blood Pressure

	□ Diabetes

	□ Drug / Alcohol Addiction


	□ Numbness

	□ Lung disease
	□ Skin ulcers

	□ Hot or cold intolerance


	□ Weakness
	□ Shortness of breath

	□ Easy bleeding / bruising

	□ Morning stiffness


	□ Bowel changes

	□ Breathing issues

	□ Psoriasis 

	□ Unusual joint pain / swelling


	□ Bladder changes

	□ Chronic cough

	□ Headaches

	□ Rheumatoid arthritis


	□ Incontinences

	□ Hearing loss

	□ Dizziness/Vertigo

	□ Lupus / systemic diseases


	□ Circulatory problems

	□ Hernia

	□ Epilepsy / seizures

	□ Osteoarthritis


	□ Anemia

	□ Trouble speaking

	□ Stroke / CVA

	□ Osteoporosis / fractures


	□ Hepatitis

	□ Trouble swallowing

	□ Blurred or double vision

	□ Cancer



[image: ]

Are you HIV positive   □ No □ Yes  Are you pregnant □ No □ Yes    Do you have a LATEX ALLERGY: □ Yes  □ No
Do you use tobacco?  □ No   □ Yes       _____ packs a day.
Alcohol consumption  □ No   □ Occasional   □ Frequently      Average number of drinks a week __________
Level of physical daily activity   □ Mostly sedentary   □ Moderately active    □ Very active
Sports: __________________________________________________________________________________________
Hobbies: _________________________________________________________________________________________
If you have an exercise routine, what activities do you do and how frequently do you perform them?  _________________
_________________________________________________________________________________________________
What are your specific goals that you want to accomplish with physical therapy?  ________________________________
_________________________________________________________________________________________________

[bookmark: _GoBack]Occupation:  ______________________________________________________________________________________
Employer:  ________________________________________________________________________________________
Retired from ______________________________________________________________________________________ 
Student   School:  _____________________________________________________________ Grade:  ______________

The information provided on this form is as accurate to the best of my knowledge.
Patient Signature:  _________________________________________________________________ Date:  ___________

Legal Guardian Signature (if patient is a minor)
_________________________________________________________________________________ Date:  __________
Relationship to patient:  _________________________________________________________________________________________________
Information reviewed by: 
 _________________________________________________________________________________Date:_________
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