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Patient Medical History

Last Name: ________________________   First Name: ________________________ MI: ___

Occupation: ________________________ Onset Date of Current Injury/Problem: ___________

Type of Work (Lifting, Bending, Standing, Sitting, etc.): __________________

Do you have any history of:

High Blood Pressure:  Y/N

Pacemaker:  
Y/N 

Arthritis:  Y/N

Heart Condition: 
Y/N

Seizures:
Y/N

Osteoporosis: Y/N

Stroke(s):

Y/N

Diabetes:
Y/N

Cancer:
Y/N

Circulatory Disorders: Y/N

Allergies:
Y/N


Other: __________________________________________________________________

· Have you been admitted to the hospital or undergone any surgical procedures in the past 5 years?  Yes ⁭    No ⁭

If yes, please list: ___________________________________________________

· Have you had any other previous medical problems of surgeries? Yes ⁭   No  ⁭

If yes, please list: ___________________________________________________

· Have you had any physical therapy treatment in the past 5 years?  Yes ⁭  No  ⁭

If yes, was the treatment effective? _____________________________________

· Did you receive any diagnostic tests (X-rays, MRI, CT Scan) for today’s problem?

⁭ Yes    ⁭  No        If yes, please list: ___________________________________

List any medications that you are currently taking:

Pain medication: ___________________________
Steroids: ____________________________

Anti inflammatories: ________________________ Muscle relaxers: ______________________



Other: ___________________________________

Are you pregnant?  Yes ⁭   No  ⁭

Patient Signature: ________________________________     Date: _____________________

