Page2 Active Physical Therapy and Wellness--Patient Medical History Screening

Do you have a history of:

ARAESI SN, . . .oc scisngiiinnisesisisnssnsiis danmnnsas . No
Headaches. ..o ecrcracrcnceasonae L. 1 FO— No
2310311011113 - SO . TRAP— No
Kidney Disease....coeeeiuiaieoiecioiiiiacisioacrcacncnns Yes........... No
Rheumatic Fever......o.ooiiireiiiciiiiaiaraaeneccenns Yes........... No
8] (V7S + SO YeS.ceiiven No
Sexually transmitted disease.............ccceivenennen... Yes.......... No
BRTRIES. . o 55 s o B S e R R A, (- N XNo
Are your symptoms: (check one)

Getting worse , The same ' Improving

How are you able to sleep at night? (check one)
Fine Moderate difficulty Only with Medication

Do you have a problem with.... (check all that apply)
Hearing Vision Speech Communication

How do you learn best?

Seeing Doing Hearing.

Do you or have you in the past smoked tobacco?...................... L '{ - P—— No
If yes, packs x years.
Last tobacco use

Do you drink alcoholic beverages? Yes........ No
If yes, number of drinks per week:

Date of last physical examination:

List any _cui'rent medications:

Is your visit te physical therapy today due to an mjurylsurgery" ......... b ¢ S— No
If yes, date of injury/surgery

Please explain

Signature of Patient : Date:

Medical history reviewed by:




