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MEDICAL HISTORY FORM
Name: _____________________________



Date: ______________________________

Is your illness/injury related to:   Auto Accident?

 Work Injury?

Other Accident?
 

Current Medications:

Do you take any prescription medications?  □ Yes   □ No
If yes, Please list












Are you currently taking any non-prescription medications?  □ Yes   □ No
If yes, Please list:












Medical History: (Please check all that apply)
□ Arthritis
□ Osteoporosis
□ High Blood Pressure
□ Diabetes
□ Cancer 
□ Depression

□ Heart Disease
□ Stroke
□ Dizziness
□ Anemia
□ Head Injury
□ Headaches
□ Pacemaker
□ Seizures
□Recent weight loss/gain
□Shoulder Pain
□ Back Pain
□Neck Pain
□Knee Pain
□ Fracture
□Other: _________________
Have you ever had surgery? □ Yes   □ No
If yes,  Please list:




   Date: 






   Date: 



Current Conditions/ Chief Complaints:
Describe the current problem(s) for which you seek physical therapy: 

















When did the problem(s) begin (date)? 









What are your goals for physical therapy






















Have you ever had physical therapy before?  □ Yes     □ No

If yes, please describe: ___________________________________________________________
Where? 










Employment:
Are you currently employed?  □ Yes   □ No
If yes, please list occupation: 








Does your condition affect your ability to work?  □ Yes     □ No
If yes, in what way? 











