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Medical History Information
Date: ________________________

NAME OF PATIENT: ________________________________________________AGE: __________________
REFERRING DOCTOR/PA/NP/PT:______________________FAMILY DOCTOR:______________________
OCCUPATION:____________________________________________________Hand Dominance: R L
PRESENT HISTORY:
What is your chief complaint for this visit? ______________________________________________________
Date of accident or onset of symptoms: ________________________ Are you currently working? ________
What medications have you used for this problem? ________________________________________________
Have you seen a physical therapist for this condition? Yes No Name: ______________________________
Have you seen another doctor? Yes No Name: ________________________________________________
What tests/treatments have you had? X-rays CT scan MRI Bone Scan Injections
PAST MEDICAL HISTORY (“I have had or have the following problem(s)”)
(Please circle any and all that apply)

Diabetes Gout Bleeding Disorders Thyroid Heart Disease Phlebitis
Ulcers Asthma High Blood Pressure Hepatitis Kidney Problems HIV
Arthritis Seizures Sickle Cell Disease Stroke Osteoporosis
Lung Disease Tuberculosis Mental Illness Rheumatoid Arthritis
Cancer (List Type): __________________________________________________________________________
Other: ____________________________________________________________________________________
LIST ALL ALLERGIES TO MEDICINES AND FOODS AND REACTION: (If none write NKDA)
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING:
(Include all over the counter drugs and alternative/herbal preparations)

Medication Dosage Medication Dosage

LIST ANY PRIOR SURGERY (Include Dates):

Physician Initials Date Physician Initials Date Physician Initials Date
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