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Name:

Date: Gender: DOB:

Email:

Cell Phone:

CURRENT INJURY:

Please rate your current pain (0 = no pain)

01 2 3 4 5 6 7 8 9 10

Date started?

Over the past 6 months, have you been
diagnosed with or are you currently
experiencing any of the following
symptoms?

Describe the onset and history of current condition

Occupation?

o Full Time o Retired o Not employed
o Part Time o Disabled

o Modified o Full or Part Time Student

o Abnormal Bleeding

o DVT/ blood clot

o Multiple Sclerosis

o Abuse o Neglect o Falls to the ground o Muscle Cramps

o Angina (chest pain) o Fibromyalgia o Heart Attack o Heart Disease
o Anxiety o Frequent UTI o Numbness

o Arrythmia o Gastroesophageal reflux dis. | o Osteoarthritis

o Asthma o Glaucoma o Osteoporosis

o Bipolar Disorder o Gout o Psoriatic Arthritis

o Blood Clotting Disorder

o Hard of hearing oHearing aid

o PVD(Peripheral Vascular Dis)

o Bowel Incontinence

o Hepatitis o B o C

o Rheumatoid Arthritis

o Cancer Type: o Hiatal Hernia o Scoliosis

o Cellulitis o High Blood Pressure o Low | o Seizure Disorder

o Closed Head Injury o High Cholesterol o Shortness of Breath
o Colitis o HIV/AIDS o Sleeping Disorder

o Congestive Heart Failure

o Hypothyroidism o Hyper

o Tuberculosis oCurrent o Past

o COPD

o Irritable Bowel Syndrome

o Urinary Incontinence

o Chron’s Disease

o Kidney Stones

o Allergies:

o CVA (stroke)

o Liver or gallbladder issues

FEMALE:

o Depression

o Lymphedema

o Currently Pregnant

o Diabetes Type1 o Diabetes 2

o Migraine Headaches

o Regular Menstrual Cycle

o Dizziness oClumsiness

o MRSA

o Menopausal symptoms

Please list any other symptoms or conditions not listed:

Have you had any of the following procedures?

0 Bypass Surgery
o Cardiac Ablation

o Pacemaker
o Stent Placement

o Joint Replacement
o Metal Implants
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Please list your current medications, vitamins or supplements. (If your medications are written
down, please allow us to scan into your chart) Please specify blood thinners and NSAID’s

Please list any major surgeries (past 5 years) or pertinent to current condition

Please list any diagnostic tests you’ve had performed specific to current condition

0 Biopsy o EMG o Swallow Study

o Blood work/Lab Tests o Lower GI Study o Upper Endoscopy

o Bone Density Scan o Motility Study o Ultrasound

o CT Scan o MRI o X-Ray

o EEG o Nerve Conduction Study o Other
Living Situation

o Single Story Home o Ground Floor Apartment o Assisted Living Facility
o 2 Story Home o Upper Level Apartment o Skilled Nursing Facility
Are there stairs at home? o Yes o No Is there a handrail present? o Yes o No

o Other situation Comment:

Who do you live with?
O Spouse o Child(ren) o Alone
o Spouse + Children o Other Family Member o Other
Are those checked available to help if needed? o Yes o No Comment:

What is your primary role at home?
o Caregiver for others o Housework o Yard Maintenance
o Financial Provider o Home Maintenance o Other
Is the patient currently able to perform these roles? o Yes o No Comment:

Social Habits:
Smoker/Tobacco Use? o Yes oNo | oFrequently oOccasionally Past Smoker? o Yes o No
Packs/day: o Rarely oNever Year stopped?
Do you consume alcohol? oFrequently ~ oOccasionally Drinks/week?
o Rarely oNever Drinks/time?
Do you consume caffeine? o Coffee o Soda o Energy drinks Drinks/day__ Days/wk
Current or Prior Exercise Program? Frequency/Duration?
Signed Date

Relationship to Patient:

Witnessed By:
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