CJAnemia

[(IBack Pain
CIBronchitis
[CIDizziness/faintness
CJEpilepsy/Seizures
[IHeart attack
[IKidney disease

[JSevere/freq. headache

[CIStroke/TA
CvVision difficulties

CJWomen’s health issues

OJAnkles, both
CJElbows, both
[(IHips, both
[JKnees, both
[CLegs, both
[COShoulders, both
COWrist, both

[Joint replacement

Located where:

[Jcomplex regional pain syndrome

[(IDiabetes, type 2
[CJOther surgery

Ul live alone

I use a walker

[JOther important issues

[JI am a caregiver for someone else

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

CJA pacemaker ClAllergies

CJAngina CJAsthma

OBlood clot/Emboli [JBowel/bladder problems
[(ICoronary Heart Disease CICurrently pregnant
CIDrink Alcohol CJEmphysema

Gout [Hearing difficulties
[(JHernia [IHigh blood pressure
CIParkinson’s CIPneumonia

[ISleeping problems [ISmoke cigarettes
CThyroid problems [Jvaricose veins
[JWeakness CJWeight loss/energy loss

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

CJAnkle, left CJAnkle, right
CIElbow, left CIEIbow, right
(IHip, left (IHip, right
OKnees, left [Knees, right
CLeg, left (Leg, right
OShoulder, left [IShoulder, right
CWrist, left CIWrist, right

Medical History — Check each of the topics that relate to your medical history
CJArthritis [JPins or metal implant CINumbness/Tingling

Located where:

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

[JcCancer [IDiabetes, type 1
[(Vertigo/balance [infectious disease
OIncontinence (Pelvic floor issues
[l use a cane (I use a wheelchair
[OMy home has stairs

]I have received PT at home

[OCheck this box if you don’t have any medical history to report
[JcCheck this box if you prefer not to report your medical history

11 am retired
[JI can only work part time

1 can work, with minor difficulty

Does your diagnosis impact your ability to do your job?

[The diagnosis prevents me from working
1 can work, but with great difficulty

[(The diagnosis does not impact my ability to work

[INot applicable

Does your diagnosis impact your ability to attend school?

[CIThe diagnosis prevents me from attending school
J1am in school, but the diagnosis has a big impact
I 'am in school and the diagnosis has a minor impact
[dSchool is normal, but | cannot participate in sports

[JSchool is normal, no impact
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[CINot applicable

How often do you exercise?
CINever

[Usually once per week
CJUsually twice per week
(Usually 3 times per week

[(J4 or more times per week

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

CINo

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

My routine/work usually impacts my injury 1 day per week

My routine/work aggravates my injury about 2 days per week
My routine/work aggravates my injury 3 or more days per week
LIMy routine/work aggravates my injury every day, but | try to cope

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

[1Toes [llLeft [IRight [1Both
CJAnkle ClLeft  [JRight [IBoth
Clcalf [CllLeft [Right [IBoth
[IKnee [lLeft [Right [IBoth
OThigh ClLeft  [Right [IBoth
OHip  OLeft [Right [IBoth

LIFingers [Left
CIWrist CLeft
CJArm CLeft

CIShoulder CLeft
[CINeck/Spine ClLeft

[IRight [1Both
[IRight [1Both
[IRight [1Both
[IRight [1Both
[IRight ClCenter

If you had previously checked the box that you have numbness/tingling-Where is it located?

[1Toes [llLeft [IRight [1Both
[JAnkle ClLeft [IRight [1Both
[lcalf [lleft [IRight [1Both
[IKnee [lLeft [Right [IBoth
OThigh ClLeft [Right [IBoth
OHip  OLeft [Right [IBoth

LIFingers [Left
ClWrist ClLeft
ClArm ClLeft

CIShoulder CLeft
[CINeck/Spine ClLeft

Please list any medications you are currently taking:

1 1 am not taking any medications

[IRight [1Both
[IRight [1Both
[IRight [1Both
[IRight [1Both
[IRight ClCenter

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

CJAnkle, left
CJAnkle, right
CJArm, left
CIArm, right
CIButtock, left
[JButtock, right
CIChest, left
[IChest, right
CICRPS, left
CICRPS, right
CJElbow, left

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

[JHead, right

(IHip, left

CIHip, right
OIncontinence
CJaw, left

[lJaw, right

CKnee, left

[JKnee, right

UPelvic floor
CShin/calf, left
[JIShin/calf, right
OShoulder, left
[dShoulder, right
[ISpine

CThigh, left
CIThigh, right
CJUpper back, center
CUpper back, left
CUpper back, right
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CIEIbow, right CJLower back, center [Vertigo/balance
CIFeet/toes, left ClLower back, left ClWrist, left
[JFeet/toes, right CJLower back, right CIWrist, right
ClForearm, left CONeck, left

[JForearm, right [CINeck, right

In the box you checked above-Was this pain a reoccurrence of a prior injury? [Yes [INo
If yes, what year was the prior injury?

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

[JAching [IHeavy [1Burning [INumbness
[IConstant [1Pins and needles [ICramping [IStabbing
[1Deep [IThrobbing C1Dull [Variable [IwWeak

Describe your pain level when your symptoms began — Please circle one (10 Worst pain)

| o0 1 2 3 4 5 6 7 8 9 10

Describe your pain level when it is at its worst - Please circle one (10 Worst pain you have had)

| o0 1 2 3 4 5 6 7 8 9 10

Describe your pain level when you feel best — Please circle one

| o0 1 2 3 4 5 6 7 8 9 10

What makes your pain worse?

[JReaching back CITwisting CLying flat [Lifting anything
[1Cooking [LICarrying items [1Pulling []Getting up out of bed
LLifting heavy weights  [1Climbing stairs L1Walking [JLooking up/down
[1Raising arm overhead [lLifting light weights [1Dressing/Grooming

What relieves your pain?
Olce [JHeat [IStretching [1Exercise
[JPain medication CLying flat CJAvoiding activity CINothing

Please enter height and weight:

Feet: Inches: Weight:

Falls- How many times have you fallen in the past year?
10 times 11 time 12 times 13 times 14 times
[I5times 6 or more times

Were you injured: [ Yes ] No

Tobacco Use:
About tobacco usage, Do you



[ISmoke tobacco CIChew tobacco [ISnuff tobacco [JAll of the above [ None of the above

Have you ever received advice or counseling to help you stop using tobacco?
[Yes, | have received advice and/or counseling
[INo, | have not received advice and/or counseling

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



