Medical History

Name: _____________________________ Date of Birth:________________________ 

Address:________________________________________________________________

Phone: (home)________________________ (alternate)__________________________

E-mail: _________________________ Referred by:____________________________

Emergency Contact:_________________________ Phone:______________________

Physician:_______________________________ Phone:_________________________

Work/Play/volunteer status:  Regular  / modified  / unable

Main complaint/condition that requires physical therapy: _____________________________ _________________________________________________ Date of Onset:______________
What Health Care Providers have you seen for this condition? __________________________

________________________________________________________________________

Have you had tests to diagnose your problem? Yes / No      What tests? _______________________ ____________________________________________________________________________________
List previous surgeries and major accidents/illness by date, include bone fractures and dislocations: ________________________________________________________________________

____________________________________________________________________________________

Please list current medications._________________________________________________________
____________________________________________________________________________________
Do you have, or have you had (circle all that apply):

Cancer
Diabetes
TB
Hepatitis
Heart Disease

High Blood Pressure
PVD
Asthma
Depression

Chemical Dependency
Seizures
Skin Allergies

Leakage of Urine

Other medical conditions: ______________

________________________________________________________

Health Habits: Do you Smoke?  YES / NO    packs per day ______


Alcohol Consumption? None / Light / Moderate / Heavy


 Diet: poor / fair / good       Exercise: None / Occasional / Regular

Any other pertinent information: ___________________________________________

________________________________________________________________________

I do hereby consent to the evaluation and initiation of treatment of physical therapy treatment by Molly A. Miller, MS, PT

Patient/Responsible Party: (Please Print) _________________________________________________

_________________________________________ 

__________________________________

Patient Signature





Date
