Smithson Valley Physical Therapy Medical History
Name:__________________________​​​​​​__________​​​​​__  Age: ______Date of birth:___________  Occupation:______________
Address: ________________________________________________________________ Phone : ________________________
Emergency Contact (name and number): _______________________________________________________________
Have you or any immediate family member ever been told you have:
Do you have a history of:

     Self

   Family


Allergies / Asthma? ………………..
Yes
No

Cancer?...........................
Yes
No
Yes
No


Headaches? ………………………….
Yes
No

Diabetes? …………………....
Yes
No
Yes
No


Bronchitis? ……………………………
Yes
No
High Blood Pressure? …….
Yes
No
Yes 
No


Kidney disease?
……………………..
Yes
No
Heart Disease? ……………...Yes
No
Yes
No


Rheumatic fever? …………………..
Yes
No
Angina / Chest Pain? ……..
Yes
No
Yes
No


Ulcers?
…………………………………
Yes
No
Stroke? ………………………...Yes
No
Yes 
No


HIV?........................................
Yes
No










Seizures? ………………………………
Yes
No
In the past 3 months have you had or do you experience?










Are you currently?

A change in your health? ………..
Yes
No


Pregnant? ………Yes
No

Nausea / vomiting? ………………..
Yes
No


Depressed? …….Yes
No

Fever/ chills / sweats? ……………
Yes
No


Under stress? …
Yes
No

Unexplained weight change? …..
Yes
No

Numbness / tingling? ……………..Yes
No


Are your symptoms: (check one)

Changes in appetite? ……………..
Yes
No


___ Getting worse  ___ Same  ___ Improving

Difficulty swallowing? …………….
Yes
No

Changes in bowel or 





How are you able to sleep at night? (check one)


bladder function? ……….
Yes
No


___ Fine ___ Moderate difficulty ___ Only w/ medication

Shortness of breath? ………………
Yes
No

Dizziness? ……………………………..
Yes
No


Do you have a problem with: (check all that apply)

Upper respiratory infection? ……
Yes
No


___ Vision  ___ Hearing

Urinary tract infection? …………..
Yes
No


___ Speech ___ Communication

Change in balance (falls)? ……….Yes
No

Do / have you in the past smoked tobacco?  Yes      No

My symptoms are worse in the: (check one)


If yes, _____ packs per day x ____ years.



___ Morning ___ Afternoon ___ Evening ___ Night
Last tobacco use ___________________.




My symptoms are best in the: (check one)
Do you drink alcoholic beverages?   Yes      No


___ Morning ___ Afternoon ___ Evening ___ Night

If yes, _______ drinks per week.








Surgeries: ____________________________________________.
Date of last physical examination ____________.

Medications: ___________________________________________








_____________________________________________________.
CURRENT SYMPTOMS:

What date (estimate) did your present pain start? ___________________________________________________________

Did your pain start: _____ Gradually? _____ Suddenly? _____ By Injury? Explain _______________________________​​​______

Have you ever had this problem before? ____ Yes ____ No. If yes, when: _________________________________________

What aggravates your pain? Please circle all that apply.

Sitting
Rise from sit
Standing
Lying down
Overhead activity 
Lifting 
Bending
Push-ups 
Sit-ups
Walking 
Running 
Stairs 
Squatting 
Kneeling 
Jumping 
Getting dressed 
Cough/sneeze
What eases your pain? ___Ice   ___Heat  ___Rest   ___ Elevation   ___ Changing positions   ___ Other. Explain ____________
My goal for therapy is: ____________________________________________________________________________________

Are you aware of your diagnosis? ____ Yes ____ No.                  Are you aware of your prognosis (outcome)? ____ Yes ____ No
 I acknowledge that I have seen the “Notice of Privacy Practices”. I understand that I may ask questions about the “Notice of Privacy Practices” at any time. I hereby agree and give my consent to medical treatment in treating my physical condition. I authorize release of my medical information to process my claim. I understand that I am responsible for any charges that are not covered by my insurance carrier. Furthermore, I understand that I am responsible to inform the office of any changes that occur. I authorize release of payment to Smithson Valley Physical Therapy regardless of participation in or out-of-network. Should I default on my financial responsibility and collection is necessary, I will be responsible for collection costs that are incurred.

Patient’s signature: ________________________________________ Date: ____________________________________________

