Smithson Valley Physical Therapy
 Vestibular Medical History

Name: ________________________________​​​​​​_________________​​​​​___________________________________________ 
Age: ___________  Occupation: _____​​​​​​​​​​​​​​​​​​​​​__________________________________________________________________
Address: ____________________________________________ Phone : _______________________________________
City: ______________________________________________  State: ________________________  Zip: _____________

Emergency Contact (Name and Number):_________________________________________________________________
Have you or any immediate family member ever been told you have:
Social History:



Allergies / Asthma? ……………
Yes
No
Diabetes? ………………….......
Yes
No



Do you live alone? ………..Yes
No
Cancer?.......................................
Yes
No



If no, who lives with you?_______________
Arthritis? ………………………
Yes
No




Kidney disease?………………
Yes
No



Do you have stairs at home? …..Yes   No 

Heart Disease? …………………
Yes
No



If yes, how many? ____________________

High Blood Pressure? …………
Yes
No
Angina / Chest Pain? …………
Yes
No



Do you have trouble sleeping? ….Yes   No

Stroke? ………………………..
Yes
No



Shortness of breath? ……………
Yes
No



Are you currently driving? ……. Yes    No
Emphysema/ Lung problems?......
Yes
No



Bronchitis? …………………
Yes
No
Neck/back pain? ………………
Yes
No

Migraines/ Headaches…………
Yes
No

Weakness or paralysis? ………
Yes
No

Seizures? ………………………
Yes
No
HIV?..........................................
Yes
No

Do you have a problem with?
___ Vision  ___ Hearing

___ Speech ___ Communication
Do you wear glasses?  Yes      No
If yes, any change in the last year? ____________________________________


If yes: Bifocals: _____ Trifocals:_____ Other: ___________

My symptoms are best in the: (check one)

            My symptoms are worse in the (check one):


___ Morning ___ Afternoon ___ Evening ___ Night

___ Morning ___ Afternoon ___ Evening ___ Night
Medications (for this condition): ___________________________________________________________________________________________________
Describe the major problem or reason you are seeing us: __________________________________________________

When did this problem begin: ________________________________________________________________________
Are you aware of your diagnosis? ____ Yes ____ No. Are you aware of your prognosis? ____ Yes ____ No
Next physician visit (the Dr. that referred you here): _____________________________________________________

My goal for therapy is: ______________________________________________________________________________________________________________________________________________________________________________________________________
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 (parent company of Vestibular Rehab Specialists) 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: ________________

