Medical Hhistory Survey date:  /_/

Last name: IFirst name:

Renson lor relerrl:

Current Condition

Helght: n. in.

Weight: Ibs

Pregnont?  (Y/N) List allergles:
Currently on medieation?  (Y/N)

List medications:
Describe your general health: (choose one)

___Excellent _ Good __ Fair __ Poor
o you use nny nssislive devicea? __~ (Y/N) Cardiovascular {itness: (choose one)
List devices: (l.e.. crulches, cane, elc.) ___Aerobic acllvitles 3-5 days/ week for at
least _ minules

_ Occasional recreational aclivilies al least 4
times a month

__ Sedentary lile-style
History
» llave you ever had any ol the followlng? (choose all that apply)
__Anemin __Headaches ___Kidney problems ___Shortness of brenth
__Asthmn __ Heart allack ___Low back pain ___ Stroke
__ Cancer __leart disease __Low blood pressure ___Swollen ankles
__ Chest pain ___lleart palpitations __ Melal implants __ Other
__Dinbetes __llepalitis ___Osleo arthrilis List other:
__Dizziness/[ainting __ Hemia ___Pacemaker
__Emphysema ___Highblood press. _ Rheumatoid arthritis
__Tointing __Hv __ Tuberculosis
__Frnelures ___Insomnia ___Seizures

« Lisl any surgeriées wilh dales:

Objectives (optionnl)
» Primary renson for allending therapy: (choose all lhnt apply)

__Pain __Aclvily reduction
__ Limited motion __Loss of independence
__ Weakness __Unable to work
__Injury __Unable to do household tasks
__ Surgery Unable to play sports or recreational aclivities
»  What ate your pmsnual goals for therapy: (choose -4 that are most Iinportant) (optionnl)
__Decrense pain __Increase strength
__Lenrn sel(=care lechniques __Increase silling lolerance
__ Resume/ improve sell-care aclivities (dressing, fixing hair) _ Increase standing lolerance
__ Resume/ improve household chores __Increase walking distance and speed
__ Resume/ improve gardening __Improve posture
__ Return to work aclivilies __Improve sleep
__ Return to sporls | __Improve body mechanics

__ Regain mobility and increase (lexibility



