PATIENT MEDICAL HISTORY
Name:______________________________________          Referring Physician:____________________________________________

Family Physician:_____________________________          First Doctor Visit for the Injury:__________________________________

Last Date Worked Due to This Injury:_____________          Date Returned to Work After This Injury:__________________________

Is There an Attorney Involved With This Case?  YES  NO          Date of Next Doctor Visit:___________________________________

Are You Presently Receiving Home Health Services of Any Type?   YES  NO   

If Yes, Please Explain:_______________________________________          Do You Currently Have a Home Heath Aide?   YES  NO

HAVE YOU HAD SURGERY FOR THIS INJURY?   YES   NO                           Number of Surgeries:   1     2     3     4
Type of Surgery:_______________________________   Where did your surgery take pace?:_________________________________

Date of Surgery:_______________________________    Please List Any Surgeries You Have Had in the Past:___________________                      
                                                                                            ______________________________________________________________
DO YOU HAVE ANY PAIN? 
YES ⁫
NO ⁫                       
If yes, please place an ‘X’ in the areas on the drawing below.                  
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On the following scale of 0 – 10, how would you rate your pain?
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ARE YOU TAKING ANY CURRENT PRESCRIPTION OR OVER THE COUNTER MEDICATIONS:     Yes   No

If yes, please list the medications:_________________________________________________________

____________________________________________________________________________________

PLEASE CHECK ANY OF THE FOLLOWING MEDICAL OR REHABILITATIVE SERVICES YOU HAVE RECEIVED FOR THIS CONDITION:

___  Orthopedist                              ___  Physical Therapy                ___  X-Rays                 ___  EMG

___  Chiropractor

    ___  Occupational Therapy
    ___  CT Scan               ___  NCV

___  Neurologist                              ___  Massage Therapy                ___  MRI                     ___  Injection

___  General Practitioner




    ___  Myelogram          ___  Cast or Brace

___  Emergency Room Care          Other:__________________
PLEASE CHECK ANY OF THE FOLLOWING ITEMS THAT PERTAIN TO YOUR HEALTH HISTORY:
	___ Asthma

___ Shortness of Breath

___ Coronary Heart Disease

___ Chest pain

___ Do you have a Pacemaker?   ___ High Blood Pressure

___ Low Blood Pressure

___ Heart Attack

___ Heart Surgery

___ Stroke or TIA

___ Blood Clot or Emboli

___ Epilepsy or Seizures

___ Thyroid Trouble or Goiter


	___ Sleeping Problems

___ Night Pain

___ Emotional or Psychological

___ Depression

___ Headaches

___ Numbness or Tingling

___ Dizziness or Fainting

___ Blurred Vision

___ Ringing in the Ears

___ Weakness

___ Unexpected Weight Loss

___ Night Sweats

___ Hernia
	___ Varicose Veins

___ Allergies

___ Anemia

___ Infectious Disease

___ Hepatitis

___ Tuberculosis

___ Kidney Problems

___ Neurological Problems

___ Diabetes

___ Do you have Metal Implants?

___ Cancer

___ Do you Smoke?

___ Arthritis or Swollen Joints?
	___ Are you Pregnant?

___ Osteoporosis

___ Fractures

___ Other (List below)


How did you hear about TheraMotion Physical Therapy?____________________________________________

Have you visited our website (www.theramotion.com)?    YES     NO 

**EMERGENCY CONTACT_______________________________________________     PHONE_____________________

PATIENT / GUARDIAN SIGNATURE:________________________________________    DATE:_______________________  
