Marina ...

Patient History

Physical Therapy
Name: Date of Birth:
Referring Physician: Date of Injury:
Occupation:

Injury Description:

Past Medical History:
UAllergy/Asthma
USeizures/Epilepsy
WHeart problems
WStroke/TIA
USkin Problems
WThyroid Problems
UFibromyalgia

UEmphysema/COPD
WMitral Valve Prolapse
UBlood Clots/Phlebitis
UEssential Tremor

W Osteoporosis
WOsteopenia
UOsteoarthritis

Other:

UAngina
UCancer
UMigraine
UDepression
UAnxiety
UDiabetes
UHead Injury

UReflex Sympathetic Dystrophy
Uinfectious Disease (TB, hep, HIV)
UHigh/low blood pressure
UPsychiatric Disorders
QUrinary/kidney problems
URheumatoid Arthritis
UWomen: Are you Pregnant

Past Orthopedic Injuries, Surgeries Dates:

Current Medications:

Physical Activity/Exercise Routine: Type:

How often: Time Spent:

Goal: What would you like to gain from physical therapy?

Currently able to continue?

Current Symptoms:
UShortness of breath

UFever/Night sweats Symptoms:
UFatigue/Weakness X Sharp Pain
UDizziness ooo Numbness, Tingling
WBalance/Coordination Changes /Il Ache
UNumbness/Tingling AAA Burning

USwelling of Ankles/Hands
UBowel Bladder Problems
QVision Problems
UHeadaches
Uweight Loss/Gain
UNausea/Vomiting
Rate the intensity of your pain (Best and Worst).
AtRest 0 1 2 3 4 5 6 7 8 9 10

Minimal Moderate Severe
Activty 0 1 2 3 4 5 6 7 8 9 10
Minimal Moderate Severe

Please mark using symbols







