PATIENT MEDICAL HISTORY
Name:___________________________________
   


Date:_____________

Do you have problems with your:    FORMCHECKBOX 
 eyesight
 FORMCHECKBOX 
 hearing   FORMCHECKBOX 
ability to read   FORMCHECKBOX 
ability to write
Check if you have or have had any of the following:

 FORMCHECKBOX 
 rheumatic fever

        FORMCHECKBOX 
 lung disease

 FORMCHECKBOX 
 cancer

 FORMCHECKBOX 
 heart murmur

        FORMCHECKBOX 
 varicose veins

 FORMCHECKBOX 
 arthritis

 FORMCHECKBOX 
 high blood pressure
 
        FORMCHECKBOX 
 metal implants

 FORMCHECKBOX 
 osteoporosis

 FORMCHECKBOX 
 high cholesterol 
 
        FORMCHECKBOX 
 diabetes


 FORMCHECKBOX 
 stroke




 FORMCHECKBOX 
 heart disease


        FORMCHECKBOX 
 migraine headaches
 FORMCHECKBOX 
 kidney disease

 FORMCHECKBOX 
 chest pain


        FORMCHECKBOX 
 epilepsy/seizures

 FORMCHECKBOX 
 liver disease


 FORMCHECKBOX 
 circulatory problems

        FORMCHECKBOX 
 blood relative under 55
 FORMCHECKBOX 
 broken bones (fractures)





             who suffered a stroke or





             heart attack

List any hospitalizations / reasons / dates: _________________________________________________________

_____________________________________________________________________________________________
List any  surgeries and dates: ____________________________________________________________________

_____________________________________________________________________________________________

List all medications you are presently on: _________________________________________________________

_____________________________________________________________________________________________

Are you allergic to any medications? 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No        If yes, please list: __________________
_____________________________________________________________________________________________

Do you have any allergies?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
    If yes, please list: __________________

_____________________________________________________________________________________________

Do you have a pacemaker? 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


What is your height? ___________________


    What is your weight? _______________

Has your weight changed by more than 10 pounds in the past year? 
 FORMCHECKBOX 
 Yes
          FORMCHECKBOX 
 No

Females: Is there a chance you may be pregnant? 



 FORMCHECKBOX 
 Yes
           FORMCHECKBOX 
 No

What is your occupation? _______________________________________________________________________

Is your occupation 
1

2

3

4

5


                        Active


        Average


        Inactive

Is your life-style

1

2

3

4

5



          Active


        Average


        Inactive

OVER
What type of exercise do you do?
 FORMCHECKBOX 
 Walk
   FORMCHECKBOX 
 Jog

    FORMCHECKBOX 
 Bike
         FORMCHECKBOX 
 Swim
Do you have chest pain or discomfort with exercise?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Do you have shortness of breath with exercise? 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Do you have any hobbies? 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
If yes, please list ____________________________
_____________________________________________________________________________________________

Do you smoke?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Cigar/Cigarettes/Pipe               How much?______________

When did you quit? __________________________
Number of years you smoked _________________

Do you drink alcohol? 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes:
 FORMCHECKBOX 
 1-2 days per week
 FORMCHECKBOX 
 3-5 days per week
 FORMCHECKBOX 
 6-7 days per week

Do you drink caffeine? 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes:
 FORMCHECKBOX 
 1-2 drinks per day
 FORMCHECKBOX 
 3 or more drinks per day

What is your primary language?
 FORMCHECKBOX 
 English
 FORMCHECKBOX 
 Other: _________________________________________

How do you learn best? 
 FORMCHECKBOX 
 Seeing
 FORMCHECKBOX 
 Hearing
 FORMCHECKBOX 
 Reading
 FORMCHECKBOX 
 Doing

Have you received Physical, Occupational or Speech Therapy or any other treatment for this condition?



 FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
 No
If yes, please describe _______________________________
_____________________________________________________________________________________________

Other comments: ______________________________________________________________________________
_____________________________________________________________________________________________

Patient Signature: _____________________________________________________________________________

Parent Signature (if patient is a minor):___________________________________________________________

Physical Therapist: ____________________________________________________________________________






