Patient Medical Intake Information
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Name: _________________________





Date:_________________

Was this a result of an injury?  Yes / No
Auto or Work Injury?   Yes / No


Gradual Onset?   Yes / No

When it started            /            /           
When it became worse?            /          /            .

Do YOU have or have ever had any of the following?   Y=YES  N=NO

Back/Neck Problems
Y / N

Rheumatoid Arthritis
Y / N

Osteoarthritis

Y / N

Osteoporosis

Y / N

Kidney Problems

Y / N

Respiratory Problems
Y / N

High Blood Pressure
Y / N

Thyroid Problems
Y / N

Diabetes


Y / N

Migraines

Y / N

Heart Disease

Y / N

Cancer


Y / N

Pacemaker

Y / N

Allergies

Y / N

Fibromyalgia

Y / N Parkinson’s

Y / N

Stroke/TIA

Y / N

Seizures


Y / N

Multiple Sclerosis
Y / N

Head Injury

Y / N

Heart Attack

Y / N

Other:













Do YOU have any of the following NOW?   Y=YES    N=NO

Dizziness

Y / N

Vision Problems

Y / N

Pregnancy

Y / N

Hearing Problems
Y / N

Latex Sensitivity

Y / N

Numbness/Tingling
Y / N

Bowel/Bladder Changes
 Y / N

Balance Change (#falls) 
 Y / N

Night Pain

 Y / N

Unexplained weight loss ( > 10 pounds)    Y / N 




Tendency to Bleed/Bruise Easily
  Y / N

Alcohol Consumption?  Y / N    How much? 

     


Smoker?  Y / N   
___   pack per day

Significant Medical History (back/neck/ankle/knee problems, surgeries, pregnancies, etc)

1. 








 Date: 




2. 








 Date: 




Present Medication


Reason for Medication



Have you had any imaging performed?  (X-rays, MRI, CT scan, Nerve Conduction Velocities, Other)  Yes ___   No____

Are you currently receiving any home health therapy or any therapy anywhere else?     YES ___  NO ____

What are your expectations/goals for therapy? 



















                                                                        .
During the past month, have you often been bothered by feeling down, depressed, or hopeless? Yes___ No ___

During the past month, have you often been bothered by little interest or pleasure in doing things? Yes __ No __

(FLIP OVER)
On the body diagram below, please indicate where your pain is located at the present time with a solid line or shade the area. If you feel numbness or tingling (pins and needles) use a series of small “X”s to indicate where you feel it.
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Please circle a pain value for each of the following:

How much pain do you have RIGHT NOW?

0      1      2      3      4      5      6      7      8      9       10

In the past 24 hours (AVERAGE)?

0      1      2      3      4      5      6      7      8      9       10

What is your pain AT WORST?

0      1      2      3      4      5      6      7      8      9       10

What is your pain AT BEST?

0      1      2      3      4      5      6      7      8      9       10





If you are a former patient of Foothills PT, please review your previous medical history, make updates as necessary (initial by the changes), and then sign and date below.





_____________________________	_________


(Signature)				(Date)








I confirm that my medical history is accurate and current to my best knowledge.











______________________   	    ___________


(Signature)			    (Date)








