
   
  KAH Premium Physical Therapy 

Medical History Questionnaire 
 
Name:______________________________  Date of last health check-up: __/__/__ 

 Have you had surgery for this injury? Yes / No Emergency Contact Name/Relation:_____________ 
Surgery Date:__/__/__    Emergency Contact Phone:____________________    
Occupation:_________________   FT /  PT  

 
Do you now, or have you ever had, any of the following? 
 
          YES     NO           YES    NO 
Asthma, Bronchitis, or Emphysema     ___    ___     Severe or Frequent Headache     ___    ___ 
Shortness of Breath / Chest Pain     ___    ___     Vision or Hearing Difficulty      ___    ___     
Coronary Heart Disease or Angina     ___    ___     Numbness or Tingling      ___    ___ 
Do you have a pacemaker?      ___    ___     Dizziness or Fainting      ___    ___ 
High Blood Pressure       ___    ___     Weakness        ___    ___ 
Heart Attack / Heart Surgery      ___    ___     Weight Loss / Energy Loss      ___    ___ 
Blood Clot / Emboli       ___    ___     Epilepsy / Seizures       ___    ___ 
Stroke / TIA        ___    ___     Neck Injury / Surgery      ___    ___ 
Allergies        ___    ___     Shoulder Injury / Surgery      ___    ___ 
Pins or Metal Implants       ___    ___     Elbow / Hand Injury / Surgery     ___    ___ 
Cancer         ___    ___     Back Injury / Surgery      ___    ___ 
Osteoporosis        ___    ___     Knee Injury /Surgery      ___    ___ 
Sleeping Problems / Difficulty      ___    ___     Leg / Ankle Injury/Surgery      ___    ___ 
Latex Sensitivity / Allergy      ___    ___     Arthritis        ___    ___ 
Infectious Disease       ___    ___     Joint Replacement       ___    ___     
 
Please provide more detail if you have answered yes to any of the above:_____________________________ 
 
_______________________________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

              Turn Over   → 



 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
During the past 4 weeks:  
 a. Referring to the pain scale below please indicate the intensity of your symptoms, on a scale of 1-10 for each of the 
following: 
  
  At Worst:   
 
  At Best: 
 
  Currently: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
               
 
 
 
 
 
 
 
 
 
 
Patient Signature: ________________________________     Date:_________________ 


