MEDICAL HISTORY
Patient Mame:

Please circle correct response and explain below if yes:

Blood Pressure Problems Yes No Diabetes Yes No
Cardiac Digease Yezs  No Gl Symiptoms Yez  No
Seizures Yes  No Sirokes Yes  No
Dizziness Yezs Mo Pulmaonary Dx. Yes Mo
Liver Diseasa Yes Mo Kidrey Dix. Yes Mo
Cancer Yes  No Infectious Dx. Yes  No
Hernia Yes Mo Depression Yes Mo
Fractures Yes  No Arthritis Yes  No
Pregnancy Yes Mo Traumai|mjury Yes Mo
Drug Allergies Yes  No Other Yes  No
Explanations for any of the above:

Medications: Please list any medications you are currently taking:

Past Surgical History: Please list any surgeries you have had and when:

Speclal Tests: Please list any tests you have had along with where and when, le. X-rays,
CT scan, EMG, MR, efc.

Comments or Concems:

Patient Signature
Physical Therapist's comments, if applicable;

Physical ‘T‘huap'mt’s Signature




