Medical History and Systems Review

Please provide us with you medical history and pertinent background information. This information will assist your physical therapist in providing a complete and thorough evaluation. 

Date: __________________________ 

Name: ___________________________________ Age: ______DOB:  ____________ Gender: F / M 

Address:_____________________________________________________Town:_________________  
Zip Code:  _________________________________________________________________________
Phone: ___________________________________Email:____________________________________
Occupation: ______________________________ Leisure Activities:__________________________
Referring physician:__________________________________________________________________
Describe your reason for today’s visit: ___________________________________________________________________________________
Date of Injury/Onset of Problem: ______________________________________________________
Was the onset (place a check ): Gradual _____ Sudden _____ 

How did the problem occur?___________________________________________________________

___________________________________________________________________________________

Have you had any previous or similar problems? YES  NO 

If yes, please explain: _________________________________________________________________

____________________________________________________________________________________

My symptoms are: ___Getting better ___ Staying the Same ___ Getting Worse

Please mark your current level of pain:

NO PAIN   0     1      2      3      4      5      6     7     8      9     10    WORST PAIN IMAGINABLE

How well are you able to sleep at night?  ____Fine___ Some Difficulty___ Only with Medication

Please place a check mark if you are under the care of any of the following: 

_____Medical Doctor (MD) _____Physical Therapist _____Psychiatrist/Psychologist 

_____Doctor of Osteopathy (DO) _____Chiropractor _____Other _____________________ 

What type of treatment do you believe will help improve your condition?

1.  Hands on care____
2.  Exercise____
  3.  Spinal alignments/manipulations____

4.  Other ______________________________

If you have seen any of the above during the past three months, please describe the reason (illness, medical condition, physical exam): ___________________________________________________________

_________________________________________________________________________________

Please list previous surgeries or any other conditions for which you have been hospitalized: 

Date (approximate)                                   Surgery/Reason for Hospitalization 

_______________                                    ________________________________________________

_______________                                    ________________________________________________

_______________                                    ________________________________________________

Please describe any injuries for which you have been treated: 

Date (approximate)                                   Injury 

_______________                                    ________________________________________________

_______________                                    ________________________________________________

_______________                                    ________________________________________________

