PHYSICAL THERAPY MEDICAL HISTORY|

REFERRING PHYSICIAN:

FAMILY PHYSICIAN:

Is Your visiT buE To AN MVA or WorkMAN's Comp ctamM: () YEs () No

DaTE OF INJURY: How DID IT OCCUR:

How wouLD You RATE YOUR OVERALL HEALTH? () Excetent () Gooo () Fair () Poor
Do you uive ALoNe? () Yes () No

HAVE YOU HAD ANY OF THE FOLLOWING MEDICAL OR REHABILITATIVE SERVICES FOR THIS INJURY?

() X-Ravs ( ) EMG/NCV
() PT, OT or MassAGE () ORTHOPEDIST
() ER Care () CHIROPRACTOR
() CT Scan () OTHEer:

Do YOu HAVE OR HAVE YOU EVER HAD ANY OF THE FOLLOWING

) STROKE/TIA
) CANCER

) ARTHRITIS

) DIABETES

() Toeacco Use

() ALLERGIES

() VisioN orR HEARING IssuEs
() FecAL INCONTINENCE

) EPILEPSY/SEIZURES () URINARY INCONTINENCE
) RESPIRATORY ISSUES () Hernia

) NEUROLOGICAL CONDITIONS () WEIGHT Loss orR GAIN
) DizziNESS OR FAINTING () MeTaL IN Bopy

) CARDIOVASCULAR IssuEs () ANEMIA

) OSTEOPOROSIS () INnrFecTiOUS DisEASE

) DEPRESSION/ANXIETY () SteeriNG Issues/DiFricuLTy

) SHORTNESS OF BREATH () PREGNANT, HOW MANY MONTHS?

NN NN NN NN NN

1. On A scate oF O — 10, witH O BEING NO PAIN AND 10 BEING THE WORST PAIN.
CURRENT PAIN BEST PAIN WORST PAIN

2. MARK THE LOCATION OF YOUR PAIN ON
THE BODY DIAGRAM.

3. WHAT CAUSES YOUR PAIN TO INCREASE?

4. WHAT CAUSES YOUR PAIN TO DECREASE?

PATIENT NAME: DATE:




CENTER FOR FUNCTIONAL HEALTH
|_IST ALL MEDICATION YOU ARE CURRENTLY TAKING INCLUDING PRESCRIPTIONS, OVER-THE-COUNTER, HERBAL AND VITAMIN SUPPLEMENTS.

MEDICATION NAME

START / STOP DATE

DOSAGE

FREQUENCY

X/DAY

ROUTE

ORAL, NASAL, PATCH, TOPICAL,
IV, OTHER

REASON / NOTE

PATIENT NAME:

DATE:




