@5 [J ,ﬁggs?gg‘l'%’he,apy Patient Medical History

A Fitmass, Sports & $0eliness Center

Last Name First Name Date

1) Inyour own words, what has prompted you to seek physical therapy?

2) When was the date of onset for this issue?

3) How did this issue occur?

4) Are you experiencing pain? [1YEs LINO If yes, please rate your pain on the following scale:
Q0 gg 4
0 1 2 3 4 5 6 7 8 9 10 :§

No Pain/Symptoms Moderate Pain/Symptoms Severe Pain/Symptoms

On the Diagram below, please shade in the areas where you feel pain/symptoms. Put an X on the area that hurts
the most.

FRONT BACK
RIGHT LEFT LEFT RIGHT

Please mark the symptoms you are
experiencing:

OSharp
OCrushing
OShooting
ONumbness
O Dull
OAching
OlIntermittent
OTingling
JRadiation
OContinuous
CO0Burning
OTightness
OThrobbing
OOTHER:

What makes you feel better?

What makes you feel worse?




5) Have you ever received physical therapy for this issue before?  [1ves LINO

6) Are you currently receiving treatment from any other health care professional for this problem (not
including the provider who referred you)? [1ves [INO If YES, who?

7) Do you smoke? LIves LINO  If YES, how many packs per day?
If PAST SMOKER, when did you quit?

8) Do you use alcohol? LIyes LINO  If YES, how many drinks per day?

9) Are you pregnant? [IYES [INO Isthere a possibility that you may be pregnant? [1YEs LINO

10) Do you have a past or present medical history of the following?

O Cancer O Arthritis O Osteoporosis O High Blood Pressure [ Pacemaker
[0 Heart Disease [ Asthma [0 Kidney Disease [ Circulation Problems [ Epilepsy/Seizures
O Fractures O Diabetes O Metal Implants O Other

11) Please list any prior surgeries and dates:

12) Please list any ALLERGIES to Medications, LATEX, Food, Chemicals, or Other:

PRESENT MEDICATIONS FOR WHAT?

(Please write additional medications on additional paper or have office copy card)




