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Medical History Form 

Patient Name: ____________________ Account Number: ___________________ 

Height: __ft __in Weight: _____lbs Date of Injury: ______________________ 

Diagnosis as stated to you by your physician. _________________________________ 

How did this injury/exacerbation occur? ______________________________________ 

Have you been hospitalized for the present condition?       Circle:      Yes  No 

 If Yes, Date: ______________________ 

Have you had surgery for this present condition?          Circle:  Yes  No 

 If Yes, Surgery Type: _______________ Date: __________ 

Have you received previous treatment for this condition?  Circle:   Yes   No 

 If yes, please summarize: ________________________________________________ 

Have you had any falls this past year?           Circle:  Yes  No 

 If so, how many? __________________ 

Have you ever had any of the following?  EMG CT SCAN MYELOGRAM MRI 

X-RAY 

To help us understand your symptoms, please circle all that apply: 

 My pain is worse: in the morning/during the day/at night/constant/when active/during rest 

On a scale of 0 to 10 (0 being no pain and 10 being unbearable pain requiring hospitalization) 

 Please rate your pain at its best_______ and at its worst____________ 

What is your goal for therapy at this time? 

__________________________________________________________________________________________

__________________________________________________________________________________________ 
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Patient Name: ___________________________ Account Number:__________________ 

 

Have you ever, or are you presently being treated for any of the following conditions? 

 

 

Are you on any medications? If so, please list.  

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Signature of Patient or Guardian (if patient is minor): ______________________________________________ 

Signature of Clinician: _______________________________________________________ 

Date: ____________________ 


