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[image: image1.jpg]Family/Personal History L

Glients name: 00s: Age
Racefethricity: [ American Indan/Alaska Native 0 Asian
(1BlaciAfrican Amorican [ Cavcasianiwhite
0 HispanielLatino O Native Hawalian/Paciis Isiander
T Muliracial O Otherfunknown
Language: [ English understood 7 Intrpreter needsd 0 Primary language:
Mecical diagnosis: Date of onset
Physician Date of surgery (i any): Therapist

Have you or any immediate family member (parent,sibing, chi) ever been told you have:

(Do NOT complete) For the therapist:

Gircle one: Relation tolent | Date ofonsel | Current siatus
+ Allergies Yes  No
+ Angina or chest pain Y5 No
+ Anxiety/panic atacks Yes N
« Arthits Y No
« Asthma, hay fever, or
other breathing problems. Yes  No Therapists: Use this space 1 record

baseline information. Ths

e s o is importan in case something
+ Chemical dependency changos inthe clients status.
(alcohollcrugs) Y No You are advised to record the
dato and sign or il tis
+ Cirthosis/iver disease Yes No o o oo hrd
+ Deprossion Yes  No Jiabilty purposes, indicating
+ Diabetes, Yes  No that you have reviewed tis

form with the cien. You may

* Eating disorder wan 1o have the clent sign

(bulimia, anorexia) Yos  No 2nd date 1 a5 el
+ Headaches Yes  No
+ Heart atack Yo No
+ Hemophilia/siow healing Yos  No
+ High choesterol Yes  No
+ Hypertension or

high blood pressure Yes  No
+ Kidney dissasestones Yes  No
* Multle sclerosis Y No
+ Osteoporosis Yos  No
+ Stroke Yos  No
+ Tubercuioss Yes  No
+ Other (please desoribe) Yes  No

T




[image: image2.jpg]Personal History
Have you ever had.

+ Anomia
Epiepsylseizures
Fbromyaigiaimyofascial
pain syndrome
Hepatis/jaundice

Joint replacement
Pardinson's dsease
Poiofpostpolio
‘Shortness of breath
Sk problems.

Urinary incontinence
(dribbing, leaking)

+ Urinary tract infection

ForWomer

History of endometriosis
History of peivic inflammatory disease
Are youlcould you be pregrent?

Any trout with leaking or crbbing urine?
Number of pregnancies.

Yos
Yes

Yes
Yes
Yes
Yes

Numbor of ve births

Have you ever had a miscarriageiabortion? Yes

General Health

1. 1 would rate my health as (cicle one):

No
No

No
No
No
No.
No
No
No

No
No

No
No
No
No

No

Chronic bronchits
Emphysema

GERD

Gout

Guilin-Baré syndrome
Hypoglycemia

Poriphoral vascular diseaso
Pheumonia

Prostate probiems
Rheuaticiscariet fever
Thyroid problems.
Uceristomach problems
Varicose veins.

Good Fair

2. Are you taking any prescription or over-ihe-counter medications? Ifyes, please lst

3. Are youtaking any nutrional supplements (any kind,inciuding vitamins)

Ifyes, have you had this before in the last 3 months?

Do you smoke or chew tobacco?

1fyes, how many packs/pipes/pouches/sticks a day?

9. 1 used to smokelchew but | quit
Ifyes: pack or amountiday.

10. 1 would i to quit smoking/using tobacco,

1. How mueh aleonoldo you drink i the course of 2 week? (One drink s equal t 1 baer, 1 glass of wine,

or 1 shot of hard iquor).

Year quit

Have you had any lnesses wihin the last 3 weeks (e.g, colds, nfluenza, biadder or kidney inection)?
Have you noticed any lumps or thickening of skin o muscle anywhere on your body?
Do you have any sores that have not healed or any changes in size, shape, o Goor of a wart of mole?

Have you had any unexplained weight gain ol n the last month?

How many months or years?

12. Do you use recreatonal or sireet drugs (marfana, cocaine, crack, meth, amphelamines, or others)?

Ifyes, what, how much, how ofien?

13 How much cafeine do you consume daly (inclucing softcrini, coffee, tea, or chocolate)?.

12. Are you on any special ciet?

Yes
Yes
Yos

Yes

Yes
Yes

Yes

Yos
Yes

Yes

Yes
Yes
Yes
Yes
Yes

Yes

Yos

Yes

Yes

No
No
No
No
No
No
No
No
No
No
No
No
No

Poor
No

No.
No

No.
No
No.
No
No.

No

No

No

No

T



[image: image3.jpg]15. Do you have (o have you rocent had) any o theso problers:

C18ood i urne,stool, vor, mucus £ Cough, eysprea 1 Difcuty swalouingsasaiing
3 Diziness, intng, ickouts DDrbbing orleaking e (1 Memory oss
1 Faver, chit,swests (day oright) Heart paptatons or futeing - Confusion
Nausea, voing,lss o appette Numbness ortnging 1 Sucdon woaknoss
1 Granges n bowelorbader Swoling o lumps anywhere L) Trouse sieeping
D) Trvoboing sensatonpain i boly o anywhero olso ) Proboms soong orhearing  CIOther
1SKinrasn or thr sin changes Unusual figue, drowsiness (1 None o fhese

Medical/Surgical History

1. Have you aver besn eated withchermotherapy, radiaton therapy,bctherasy, o brachyheragy
(asaton implantsy? Yo Mo
1 yes,pease doscribe:

2. Havo you had any x1ays, sonograms,compute omography (CT) scans, of magnete asonance

imaging (M) o other imaging done recenty? s N
ityes, what? winen? Rosuts?

3. Havo you nad any aboratory wore done rocesly (urinalyss o blood te5ts)? Yo o
ityes, what winon? Rosuts (1 nawn)?

4. Ary oor ciialtsts? Y Mo

Ploaso doscrto
5. Plase Istany operalons inatyou have sve had and e dat(s)
Operaton. Date
5. Do you have a pacemakr,ransplanted organ ot eplacemens, breast mpian', or any oher implans?  Yes  No.
1 yes,please doscribe:

WorkiLving Environment

1 Wt is your o orocsupation?.
2. Mitary senic: (When and whor):
3. Does your work ol Prolonged siting (o, cesk,compuer, drving)
- Prolonged sancing eg. ecuipment opersor, sales cer)
Prolonged walking (0., it worker,delhery senice)

Uso offargo o smai aquipment (o, tlephons, i, compuer, ol press,
casn regs

Liting bonding, wistng, g, tursng
Exposure o chemicais, pesiices, takns,or gases.
7 Other pioaso doscrtn
5 Not appicabi; o of these
2. Do you use any spocal supports: T Back cushon, neck ustion
£ Back brace corse-
Other kinofbrace o support forany bocy part
Nons; ot soplcabe
it past your | have had no fas
| v st sarac o fose my basencafal
il cecasionaly
18l frecuenty (ore than wo fmes curing he past & morths)
7 Cortain factors make mo cautious (0., cutbs, o, stis, goting n and out of e )
ive: Aone - Wi farmiy, spouse, pariner
Nursighome (| Asssted g 1Omer

History of

For the physicaltherapit:
Exorcis nistory: dotrmin level of iy, sxarcis, finess 9o, requoncy,intonsy uraton)

Vit signs (aso complet Pain Assessment Recor Form, Appencix C-7)

Resing puie rate: Boy temperaue. Respiraions: Oxygen satraton

Blood pressur: 17 reacing 2% reacing
Fowtor Sy Sang Bty R Len
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