Medical History Form %5 5238

Nameltf 4 Referring Doctorft /& & fifi:

Current Injury/Condition. & B

Date H #:

Please check any of the following who you have seen related to this injury/condition:

s P H J AL T 7 0 ) 30 ) o T

__ Primary Care Physician B8R {6 B A
__ Orthopedist & £+ Efii

__ Acupuncturist $1 % B&fifi

__ Chiropractor # kB fifi

__ Physiatrist (PMR) 18{&£l5 (PMR)
__ Osteopath - B2 fifi

__Massage Therapist % FEFi

_ Other HAth:

Did you receive previous Physical Therapy for this Condition?
BAESL VAR A2 B2 DE a2 T H AP BIa R B fi 2
_Yes& _No &

Did you have surgery Related to this injury/Condition?& &2 75 &l I s A (508 147 2
_Yes & _No &
If yes, Type/Date W&, FH4#7 H

Was this injury/condition the result of a work related or motor vehicle accident?
LEIPIE A2 [A] T B FR A i S ) 2

_Yess& _ Nof§

General Medical History. B&3& /% 5%

Please check any conditions you currently have, or have been diagnosed with in the past.

ISR A IR B LART SBOE UNRAE, FH Il .

__Heart Problems/Surgery. Please specify- Ui 8/ 17, &5t H:

__High Blood Pressurer I8 . If so, controlled with Medications & 75 Ak F] B4 2%%:  Yes & Nofh

__Diabetes. ¥ &I .

If so, controlled with#= | 77 7i: _ MedicationsZ%%) Dietfi & _ Exercise#& B _ Uncontrolled 444 i

__Cancer. J#if If so, please specify type and date 15,2, & B #GfE H A & H 4

__ Stroke/TIA. HJil.

If so, please specify datefll /2, &f B HG4EH A& Hi:
__Infectious Disease. /3 44975

If so, please specify i1, &#atH:
__Do you have a pacemakerf& & #3470 il #5: _ YesiZ _ Nofh
__ Allergiesi®#UiE IR, If so, please specifyfil 2, FEatH:




__Joint Replacement. & E #& If so, please specify type and datefl1 542, &% H#8Fa A &% H #:

__Kidney Problems &5 i [ & __ Liver Problems/HJfi it &

__Chemical Dependency (i.e., alcoholism) 22448 (XD _ Thyroid Problems H iR i [ &
__Arthritis (osteoarthritis) B i ¢ CE B &1 4D __ Rheumatoid Arthritis (SR & %)
__Depressionfl # i __ Herniafili%
__Osteoporosis/Osteopenia‘f & i & __ AsthmaP /i

__Vision Difficulties#% & [H #f __Hearing DifficultiesH & [ #E

__High Cholesterol = s [ i __Epilepsy/Seizure Disorder i Jiifi

Other surgeriesH fth F1f7:

Other medical conditions H-fthJj i :

Are you Pregnant?f& /& %2427 Yes/t _ Nof _ N/ATEUIAR#E &
__Are you trying to become pregnant?#& IE¥EMFE M Yes/Z _ Nos _ N/AEWANTE &

Do you smoke? fEHHHEMS? _ Yes/& _ Nofh. If yes, how many packs/day? W3R &, &K AL?
Do your drink alcohol? #&M5 P15 ? _ Yes/& __Nofh.

If yes, how many drinks/week? 4152, & 2 2

Medication. Z£4/)

Please List Type and Dosage of any Medications/Vitamins/Herbs/Supplements you take regularly.
s A1) Hh 45 S P B0 AT B 0 A A i/ S B DR AR B i

Type$i Dosagei| & TypefHiZil Dosagei| &
Typef&7 Dosageil| & Typef&7 Dosageil| &

TypefHZi! Dosagelti| & TypefHZi! Dosageti| &



Activities VG H):
Work T{Ejik: Are you currently working? & Fi/EH T/EMS? _ Yes/& _ Nofs.
If yes, what type of work do you do?i 5 e, 48 1) TAERARL & A1
Leisure: Please List any Sports/Recreational/Leisure/Fitness Activities you participate in:
PRPE: A A 2 B B A TR 4 R PR A B V5 )
Activity Frequency/Week £ J& i 5 %

Patient Signaturefi B4 : Date H #:
Please provide us with an Emergency ContactzE {2t R 2B B A
Namelt: 4 Relation[#1#:

Phone Number(s) & i

Attendance Policy FH#¥iE

We at City Physical Therapy, P.C. strive to provide the highest level of patient care. In order to provide hands-on time
with each patient we reserve time slots for each appointment. Consistent attendance is the key to recovery. Physicians
generally prescribe 2-3 P.T. visits per week for the best results. Our attendance policy is made to ensure patients receive
quality care and the optimal benefits from treatment.

* Please be ready to receive treatment at your scheduled time. If you are late for your appointment, we will
need to shorten your session or reschedule your appointment all together.
* We ask that patients give us a minimum of 24hours notice when canceling an appointment. We will work
with you to reschedule your appointment in the same business week.
* If you are unable to reschedule in the same business week, and fail to give us 24 hours notice when canceling,
we will charge you a $50 late cancel fee, payable at your next appointment.
* If you have 2 late-cancels or no-shows, we reserve the right to remove any future appointments from our
schedule.
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I agree to the terms above. e ACI- %Y T
Patient Signature % L # 44 Date Hi#f:




