Medical History Form
|'ty PT S

Y PHYSICAL THERAFY, P

NameX4: Referring Doctor#f /% fifi: Date H fif:
Current Injury/Condition. BLFED 7 4 /-
Please check any of the following who you have seen related to this injury/condition:
ROFNG ZO7H/FEFICEE L TR EZ T ZEMICT =y 7 LT ZE W

__ Primary Care Physician iR

__ Orthopedist AL

__Acupuncturist #+2Hfi

__ Chiropractor A v 75 7 % —
__ Physiatrist (PMR) U "t 77— = U [E(PMR)
__ Osteopath %8 [x

__Massage Therapist ~ v ¥ — Uik L

_ Other = DAt

Did you receive previous Physical Therapy for this Condition?
ZOFBITH LTLRNC 7 4 Y IV - BT E—EZITE LI2n?
_Yes {F\» __No Wiz

Did you have surgery Related to this injury/Condition? Z &% 77 /IR 2B L 7= Fifi &2 521 & L7272
_Yes {F\» __No Wiz

If yes, Type/Date (I L& 2 7205, FfrofAH L B AL

Was this injury/condition the result of a work related or motor vehicle accident?
ZOT T/ FREAE R IT BB EREIIEE L2 b O T ?
_Yes {F\» __No Wiz

General Medical History. — xR &
Please check any conditions you currently have, or have been diagnosed with in the past.

BUE, HDVTRBEITBE SNTIIFICT = v 7 220 TSRS,

__Heart Problems/Surgery. L& /F4#7  Please specifyififi:
___High Blood Pressure. i+,

If so, controlled with Medications# 9 THAUFTIETHZ TWET 222?21 _ Yes 1TV __No Wiz
__Diabetes. ¥ R

If so, controlled with# 5 THIUZ ED L H T L TWETH 2

__Medications # _ Diet &% _ Exercise JE#) _ Uncontrolled 722 % L TV 720




___Cancer. )&

If so, please specify type and date % 9 THIITFIH & WS 7z B AL
__ Stroke/TTA. Jl#5H1/— s M ik iz i & 1

If so, please specify date % 9 THIVULZWr S 7= BT
__Infectious Disease =445

If so, please specify % 9 THhiIIHHH:
__Doyou have a pacemaker? ~—ZXA—B—Z 2 FTWETH? __YesiFv __NowWx
___Allergies7 L /L% —

If so, please specify % 95 ToHhiUXEDOFHEM -
__Joint Replacement. [ i & #uffr

If so, please specify type and date % 5 ToH VX OFIE & 2Wr S 47z AT

__Kidney Problems " i 5 __Liver Problems JH &3

__ Chemical Dependency (i.e., alcoholism) FEMEA7(7 /L H1 %) __Thyroid Problems AR RFEE
__Arthritis (osteoarthritis) B %< (5 BRI 45 __Rheumatoid Arthritis BIffi V) 7~ F
__Depression 9 ¥ __Hernia ~1=7
__Osteoporosis/Osteopenia ‘B L X 9 i /B i __ Asthma i 8.

__Vision Difficulties #i 5 &= __Hearing Difficulties i [

__High Cholesterol Hj = L 27 1 —/L __Epilepsy/Seizure Disorder TA2>A /FVEME R

Other surgeries % Dt F1f:
Other medical conditions & Ot Dk
Are you Pregnant? #TARL CWETH,? _ YesiIvy  _ Nowwzx N/ATREE
__Areyou trying to become pregnant? #Hi L X 9 & LCTWET 2 _ Yesivy Now bz N/AAREG
Do you smoke? 72X Z Z# W\ E47°? _ Yes iy _ Nownnx

If yes, how many packs/day? (W& %707, LAMFERET D2
Do your drink alcohol? Bl & A £ 37?2  _ YesiIv»  _ Nownz

If yes, how many drinks/week? 13\ E& X 7207, BITAIIR S B WA E T 932

Medication. ¥4 :
Please List Type and Dosage of any Medications/Vitamins/Herbs/Supplements you take regularly.
TEHENARA L TW DA/ v 2 I HI/ERE/ 77 ) A ol E HBEEZTRA LTI ZS N,

Typefdii Dosage H & Typefifa Dosage H &
Typefda Dosage f & Typefda Dosage f &
Typefdita Dosage ] & Typefdita Dosage ] &
Activities 758

Work: Are you currently working? — fE5 BIfEW T ET 2?2 YesiEvy _ Nowvnx
If yes, what type of work do you do? 1T\ e & x 7207, EO LS ftFTTn?

TR R/ SRR RAR

Medical History Form / Attendance Policy




Leisure: Please List any Sports/Recreational/Leisure/Fitness Activities you participate in:
RIR: B IRTZHAT 9 AR =Y /I R/ 7 4 PR ADIEE 25T T ES 0

Activity {5H) Frequency/Week i {if[=]
Patient SignaturefB& D E 4 Date B £
Please provide us with an Emergency Contact —BX2UE#& 5%

NameX4:: Relation/£5 & D Rf%:

Phone Number(s) & 5% 5

Attendance Policy Bz

We at City Physical Therapy, P.C. strive to provide the highest level of patient care. In order to provide hands-on time
with each patient we reserve time slots for each appointment. Consistent attendance is the key to recovery. Physicians
generally prescribe 2-3 P.T. visits per week for the best results. Our attendance policy is made to ensure patients receive
quality care and the optimal benefits from treatment.

* Please be ready to receive treatment at your scheduled time. If you are late for your appointment, we will
need to shorten your session or reschedule your appointment all together.
* We ask that patients give us a minimum of 24hours notice when canceling an appointment. We will work
with you to reschedule your appointment in the same business week.
* Ifyou are unable to reschedule in the same business week, and fail to give us 24 hours notice when canceling,
we will charge you a $50 late cancel fee, payable at your next appointment.
* If you have 2 late-cancels or no-shows, we reserve the right to remove any future appointments from our
schedule.
VTA— s TP v T E—EMFIENTIE, K& VUV ORI RS S -0 AT ES, FEE
ST U CHEBIBRFMZ IR T 5720, ENENO TRISK L TR Z R L TV E S, BIE ORI,
BEEZRBORNIETY, MEOMRLFFLIZOIT, ENEBIZHE2~3E, 74 PhL - BT E—2%2T %
LEBDET, ZORBEBKNIT, BESANEOENT T EZT . BRICK DR A BKRIRICT 5 72 Ic#k
JFonFE LI,
o THRIFMIZIERZZ T b L HEiZ L TRV TS Za Vv, TREHICENLD &, By a v 2mEMEL
2O TPRIERY ETZ LIS T,
o THIZF v EAINDGAEIL, 24FFHILL ERIC ZHEHAE S E 3V, PEDOEHIL, TEX L2 THE
WZHEDE, FCEOEERICIRD L OICHLET,
o FUHEOEXRICTELZELE TS D olcyh, 24RHLL LR v 2V OGN D > 7256
T, F v oaklE LT50 RAZREIO FRIRICTEE £7,
o 24WFLL BRI v BV O 2 TH TS TR IOR DR N 2 & 2MH - 25813, £ D%
TRZRVETZLRHY EF DT, TTHAIZSIVY,

I agree to the terms above. EFRICFEIE L E T,
Patient Signature B &4 : Date H f:




