Medical History — Check each of the topics that relate to your medical history

ClAllergies

[JAngina

[(IBipolar

[ICarpal Tunnel Syndrome
JcopD

CIDrink Alcohol
CIEpstein-Barr

[IHearing Difficulties
[IHigh Blood Pressure
[ILow Blood Pressure
[ILyme Disease
[INeurological Issues
CIPacemaker
[CJRheumatoid Arthritis
[JSleeping Problems
[(JTobacco Use
[JVertigo/Balance
[CJWomen'’s Health Issue(s)

CAllergic to Latex
CJAsthma

[IBlood Clot/Emboli
CcCellulitis
[JCoronary Heart Disease
CIEmphysema
IGout

[JHeart Attack
Ointractable Pain
[JLow Blood Sugar
CILymphedema
[IOsteoarthritis
[IParkinson’s Disease
[ISciatica

[JSpinal Stenosis
CTorticollis

[Cvision Difficulties

CJAmputation

[JAtaxia

[JBowel/Bladder Problems
[ICerebral Palsy
[IDepression

[JEnergy Loss
JGuillain-Barre Syndrome
[JHeart Disease

[IKidney Disease
CLumpectomy
CIMastectomy
[JOsteoporosis
CJPneumonia

[JShortness of Breath
OStroke/TIA

[(DVaricose Veins
[OWeakness

Medical History — Check each of the topics that relate to your medical history

L1Abdomen

LJArm, Right
[IChest, Left

CICRPS, Right
[IFeet/Toes, Right
[JHands/Fingers, Right
[JHip, Right

[1Jaw, Right

CLeg, Left

CLower Back, Center
[Pelvic Floor
[IShoulder, Right

CJAnkle, Left
[JButtock, Left
[IChest, Bilateral
CJElbow, Left
[IHip, Both
CIKnee, Left
[Leg, Right
[INeck, Right
UPelvis
[JUpper Back, Right
OWrist, Left
[JAnkle, Right

[JButtock, Right
CICRPS, Bilateral
[JElbow Right
[JHands/Fingers, All
[JKnee, Right
CJLower Back, Left
CINeck, Left
JUpper Back, Left
CJWrist, Right
CJArm, Left
[JChest, Right
LICRPS, Left

Medical History — Check each of the topics that relate to your medical history

CJAnemia

[CIBell’s Palsy
[CIBronchitis
[JConcussion
[IDizziness or Faintness
CJEpilepsy/Seizures
[OHeadache, Severe
[(IHernia

[Lipedema

CLupus

[IMultiple Sclerosis
[JOxygen Dependency
[IPregnancy, Current
[ISleep Apnea
CThyroid

[(Vasculitis

[JWeight Loss

ClFeet/Toes, Left
[JHands/Fingers, Left
[IHip, Left

[lJaw, Left

[JKnee, Both
[JLower Back, Right
CONeck, Bilateral
CIShoulder, Left
[JUpper Back, Center
[INone of these

[ICancer

[IPre-Diabetes

[IDiabetes, Type 1

[IDiabetes, Type 2

U1 have received PT or OT at home

UInfectious Disease

CJMy home has stairs
[JOther important issue(s)
[1Other surgery

[l am a caregiver for someone else
Ol live alone

[l use a cane

Ol use a walker

1 use a wheelchair

Medical History — Check each of the topics that relate to your medical history

[Joint replacement(s) UlArthritis [IPins or metal implant(s) [JNumbness/Tingling

Located where: Located where:




If you had previously checked the box that you have Arthritis- Where is it located?

CLeft
CLeft
CLeft
OLeft
OLeft

OLeft
OLeft
OLeft
OLeft
OLeft

[IRight
[IRight
[IRight
CIRight
CIRight

CIRight
[CIRight
[CIRight
[CIRight
[CIRight

[JBoth
[JBoth
[JBoth
[OBoth
CICenter

[OBoth
[JBoth
[JBoth
[JBoth
CICenter

[(IToes [lLeft [JRight [1Both CIFingers
CJAnkle ClLeft [Right [1Both CIWrist
CICalf [Left [Right [1Both CIArm
CIKnee [Left [IRight [1Both CIShoulder
CIThigh ClLeft [Right [IBoth [CINeck/Spine
CHip  OLeft [Right [IBoth

If you had previously checked the box that you have numbness/tingling-Where is it located?
(OToes [lLeft [IRight [1Both CIFingers
CJAnkle ClLeft [Right [1Both CIwrist
(Icalf [Left [Right [1Both CIArm
CIKnee [Left [JRight [1Both CIShoulder
CIThigh ClLeft [Right [1Both [INeck/Spine
CHip  OLeft [Right [IBoth

COCheck this box if you don’t have any medical history to report
[(Jcheck this box if you prefer not to report your medical history

How often do you exercise?

CINever

[JUsually once per week
[JUsually twice per week
[JUsually 3 times per week
[J4 or more times per week

CINo

Does your daily routine, or work, aggravate your injury?

1l am unable to participate in my normal routines or work

1My routine/work usually impacts my injury 1 day per week
1My routine/work aggravates my injury about 2 days per week
1My routine/work aggravates my injury 3 or more days per week

[IMy routine/work aggravates my injury every day, but | try to cope

Does your diagnosis impact your ability to do your job?

11 am retired

[IThe diagnosis prevents me from working

[l can only work part time

1 can work, but with great difficulty

1 can work, with minor difficulty

[IThe diagnosis does not impact my ability to work
[INot applicable

Does your diagnosis impact your ability to attend school?

[ The diagnosis prevents me from attending school
Il am in school, but the diagnosis has a big impact
Il amin school and the diagnosis has a minor impact
[ISchool is normal, but | cannot participate in sports
[ISchool is normal, no impact

[INot applicable



Please list any medications you are currently taking (Please include dose and frequency):

[ 1 am not taking any medications
O 1 will bring a list of my medications in

Check the box below that prompted today’s visit- Please select only one-main concern for today’s visit:

CIAnkle, left
CIAnKkle, right
CIArm, left
CIArm, right
CJButtock, left
[IButtock, right
CIChest, left
[IChest, right
CICRPS, left
CICRPS, right
CJElbow, left
[CJEIbow, right
CFeet/toes, left
[IFeet/toes, right
OForearm, left
[CJForearm, right

[JHands/fingers, left
[IHands/fingers, right
[OHead, left

[JHead, right

CHip, left

[IHip, right
OIncontinence
Jaw, left

[lJaw, right

OKnee, left

CKnee, right
CJLower back, center
COLower back, left
CJLower back, right
ONeck, left

CINeck, right

CPelvic floor
OShin/calf, left
[IShin/calf, right
OShoulder, left
[IShoulder, right
[ISpine

CIThigh, left
CIThigh, right

ClUpper back, center

ClUpper back, left

CJUpper back, right

[IVertigo/balance
OWrist, left
CIWrist, right

Please describe what type of pain you feel that also prompted this visit:

[JAching

[1Deep

[JPins & Needles
LWeak

C1Burning
CIDull
[IStabbing

[IConstant [ICramping
[IHeavy CINumb
(IThrobbing [IVariable

Please rate the level of pain/discomfort you are experiencing — Please circle one (10 Worst pain)

0 1 2 3 4 5 6 7 8 9 10
What makes your pain worse?
[JReaching back CLying flat []Getting out of bed [1Dressing and grooming

[JCooking
CITwisting
[JRaising arm overhead

What relieves your pain?
Olce
[JPain medication

Is this a recurrence of a previous injury or condition?

The year of your initial injury:

[CICarrying items
ClLifting anything
[Looking up/down

[IHeat
CLying flat

CIClimbing stairs
ClLifting heavy weights
CIWalking

[IStretching
[CJAvoiding activity

OYes [INo

L1Sitting
CIPulling
[1Bending

LlExercise
[INothing

Have you had a recent surgery for the primary condition you are being seen for? OYes [INo

When was the surgery date?




Please enter height and weight:

Feet: Inches: Weight:

Falls- How many times have you fallen in the past year?
[J0 times 1 time ]2 times 13 times 14 times
5 times 6 or more times

Were you injured: [ Yes ] No

About Depression: Over the last two weeks have you been bothered by feeling down,

depressed, or hopeless?
[(IYes, | have been bothered by feeling down, depressed, or hopeless.

[CINo, I have NOT

About Depression: Over the last two weeks have you been bothered by having little interest
or pleasure in doing things?

[Yes, | have been bothered by having little interest or pleasure doing things.
[INo, | have NOT

Your time and completion of this medical history form is greatly appreciated! Thank You



