PATIENT MEDICAL HISTORY
NAME___________________________________________________DATE________________AGE______
1. What is the nature of your problem?___________________________________________________________ __________________________________________________________________________________________

2. When did it begin?______________How/why? (Circle one: auto or work accident/ disease/ unknown)
3. What makes it worse?______________________________________________________________________

4. What makes it better?______________________________________________________________________

5. What activities are you limited in as a result of this problem? ______________________________________

__________________________________________________________________________________________

(Circle what you have difficulty with): sitting, standing, kneeling, reaching, lifting, carrying, pushing, pulling, typing/writing, sleeping, driving, working, home chores, self-care/grooming, getting into/out of a chair or bed, walking, running, stair climbing, coughing/sneezing, work activities, recreational activities, using appliances.

6. Circle any medical tests you have had, what body part, and give the date and the results of the test:

X-ray________________ MRI________________ CATscan______________ Blood test________________ EMG________________EKG___________ Stress test____________ Other___________________________
7. Have you ever had any surgery? List the type of surgery, the date, the body part and the doctor’s name:

____________________________________________________________________________________________________________________________________________________________________________________

8. Do you have any metal or other type of implants? Pacemaker? _____________________________________

9. Have you ever had a fracture, dislocation, trauma, accident, or serious injury or disease? Describe:____________________________________________________________________________________________________________________________________________________________________________

10. What medications are you taking? _________________________________________________________________________________________

11. Do you use (circle ) alcohol  / cigarettes  /   diet pills  /   recreational drugs  /   vitamins/herbal remedies?
12. Do you exercise? Describe:________________________________________________________________

13. Are you allergic to anything?(Circle) latex / skin creams  /  other__________________________________

14. What is your goal for therapy? ______________________________________________________________

(Circle) Pain relief     Restore mobility     Improve strength     Improve walking/ stairs/ curbs     Improve balance

Improve coordination     Return ability to work as usual     Restore ability to perform home activities

Improve functional abilities: list:_______________________________________________________________

Improve athletic performance: specify:__________________________________________________________

Increase endurance for:_______________________________________________________________________
15 Has any other practitioner treated you for this problem? Who/ when? __________________________________________________________________________________________

Thank you for taking the time to complete this form thoroughly. It will help us to better assist you to health!

