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Medical History Form EE&RER

Name #4: Referring Doctor #EEEAT:

15E
Please briefly describe your current injury/condition

A EERIFIRIR:

Please check any of the following healthcare providers that you have seen related to this injury/condition
A = BRI LR 15 5 5B A BS Al:

[J Primary Care Doctor REEEEN [ ] Orthopedist B8 [ Physiatrist (PMR) FRIERIERT [ Osteopath BEERM
[] Massage Therapist & EEEfi [] Chiropractor 2&%&HA0 [] Acupuncturist & EEHM
[J Other HAth:

Have you received previous Physical Therapy for this condition?
TERERIRIBRZ R E MY IR SRR ? [1Yes 2 [(JNo &

Have you received surgery for you current injury/condition?
REERLRIBHOE M2 [JYes 2 [ONo &

If yes, please indicate the date/type of surgery
A, FIEAFM B EEFMER:

Was this injury/condition the result of a work related incident or motor vehicle accident?
THRIERS R IEHEMASIHR ? []Yes & [INo &

GENERAL MEDICAL HISTORY E#aE%

Please check any conditions you currently have, or have been diagnosed with in the past.

SHIZEREIRE S U A BRI

[J Do you have a pacemaker? K2 G ELEZR? (Yes 2 (ONo &
(] Stroke/TIA HE, Please specify date ;EzFEAHHA:
[J Infectious Disease &3% Please specify :55£88:
(] Allergies 1@8UEAR Please specify 55tHA:
[] Joint Replacement BEEnE i Please specify type and date
nﬁ ufﬁﬂiaifﬁaﬁﬁ
[J Cancer f&iE Please specify type and date diagnosed
nﬁ nEEH*EE:,\n/IgﬁEHE

(Continued next page)



[J Heart Disease [DM#f®

[J Osteoporosis/Osteopenia B EFi%
[J Thyroid Problems ERARBRERE

[ High Cholesterol SiEEEE

[] Depression #E4E

(Continued from above)

(] High Blood Pressure &

[J Rheumatoid Arthritis ERMERIET2
O Liver Problems BFigfIRE

[J Hearing Difficulties E2& H#t

[J Asthma Bl

[] Diabetes #ERIE

[] Osteoarthritis BRIHIA

[J Kidney Problems Bf#&
[] Vision Difficulties 38 K&

(] Epilepsy/Seizure Disorder F&fIfE [J Chemical Dependency (i.e. alcoholism) ZE¥{k58 (21ENE)

[ Other Surgeries: EAth 34T

[] Other Medical Conditions: EAhJREE:

Are you pregnant? IZ2&HIEEF? (] Yes & [J No& CIN/A REA
Are you trying to become pregnant? 2&EHEZ? [ Yes 2 [(ONo & (I N/A REA
Do you smoke? f&IKk#SE? (Yes 2 ONo &

If yes, how many packs/day? #&, #H¥%E?
Do you drink alcohol? f&&kEE? []Yes =2 [INo &

If yes, how many drinks/week? 212, EEEKR?

MEDICATIONS Z#
Please list any medications/vitamins/herbs/supplements you take regularly, and the dosage. &5 &R FERVEEY) /
fefhan/ B2/ REEm, REKIE.

Type 88 Dose HZ: Type 88 Dose Hl£
Type $88Y: Dose #lg: Type 88 Dose #lE:
Type 88U Dose #lI&: Type $&8L: Dose #lIE

RECREATIONAL ACTIVITIES H#EiE&h
Please indicate the type and frequency of recreational activities that you participate in.
A A B E S RA T ERSESR.

Type $88Y: Frequency $iz: Type ¥EAY: Frequency $fisE:
Type #8874 Frequency $i&: Type #8874 Frequency $i&:
EMERGENCY CONTACT 245 A

Name #4: Relation BEf&: Contact BtEA:

Patient Signature &% 4: Date HEA:




