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[bookmark: _GoBack]HISTORY FORM
Today’s Date: ____________________________________            	                Patient’s current     Height:  _____________________   Weight ______________________
Completed by _______________________________________________________    Relationship to patient: _______________________________________________
Patient’s Name: _________________________________________________________   Birthdate: ________________________________  Age: __________________
Primary Physician ______________________________________________________Physician’s Phone # __________________________________________________
Does patient have any allergies?  _____ yes   _____no     If so, to what?   ____________________________________________________________________________ 
Reason for today’s visit: ___________________________________________________________________________________________________________________
If patient was injured, how did it occur?  ______________________________________________________________________________________________________ What other specialists has patient seen (Orthopedics, Neurology, Cardiology, etc) ?          _______________________________________________________________
_______________________________________________________________________________________________________________________________________
Medical Diagnosis(es):  ____________________________________________________________________________________________________________________
Therapies:  List type, location and duration:  ___________________________________________________________________________________________________
Please list any current medications and reason for use: __________________________________________________________________________________________ Brief Medical History:  Please list all illness, conditions patient has experienced:  ______________________________________________________________________
_______________________________________________________________________________________________________________________________________
Surgical procedures (non-orthopedic): _______________________________________________________________________________________________________
Orthopedic surgery/type/date:  _____________________________________________________________________________________________________________
Athletic activities (level, days per week) ______________________________________________________________________________________________________ 
What types of brace/splint/orthosis has patient worn in the past?  _________________________________________________________________________________ _______________________________________________________________________________________________________________________________________
What did you like or dislike about the design/function of the orthosis? _____________________________________________________________________________
What function would you like the new device to perform or assist with? ____________________________________________________________________________
What are your concerns related to the new device?_____________________________________________________________________________________________
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