[image: image1.png]$8844444¢

Performing Arts Physical Therapy




Patient Personal and Medical History
Name:


                         first


         Middle initial


          Last
Permanent address:

CITY:

sTATE:

ZIP: 

Phone # (home):

(work):

(cell):

Email:

Social Security NO:

Date of Birth:

age:

sex:

WEIGHT:

height:

Professional History:

Occupation:

Employer:

Employer’s address:

Employer’s contact person:


Employer’s phone:

fax:


Insurance information: 

Primary insurance company:

Policy NO:

Group NO:


Secondary insurance company:

Policy NO:

Group NO:


NAME of POLICYHOLDER (if not self):


date of birth:

Tel

Permanent address: (if different than self)


emergency contact information: 

NAME / Relationship:

Tel


INJURY HISTORY:
Date of injury/onset: 

Referring physician:

Diagnosis:


Are you currently under a prescription for therapy elsewhere for this injury? ​​​​​​​​​​​​​​​

Medical History

Do you smoke?

Amount?:

Do you drink Alcohol?:

Amount?:


Eating habits (vegetarian, etc.):



​​​​​​​​​​​​​​​

Do you have, or have you had any of the following?

	
	Yes
	No
	
	
	Yes
	No

	Diabetes
	□
	□
	
	Osteoporosis
	□
	□

	Stroke/ CVA
	□
	□
	
	Asthma/Breathing Difficulties
	□
	□

	High Blood Pressure
	□
	□
	
	Allergies
	□
	□

	Chest Pain/ Angina
	□
	□
	
	Skin Abnormalities
	□
	□

	Heart Disease
	□
	□
	
	Headaches
	□
	□

	Pacemaker
	□
	□
	
	Seizures/Neurological Disorder
	□
	□

	Cancer
	□
	□
	
	Dizziness/ Fainting
	□
	□

	Night Pain
	□
	□
	
	Nausea/ Vomiting
	□
	□

	Are you currently pregnant?
	□
	□
	
	Ringing in your ears
	□
	□

	Metal Implants
	□
	□
	
	Osteoarthritis
	□
	□

	Poor tolerance to Heat/Cold
	□
	□
	
	Rheumatoid Arthritis
	□
	□

	Menstrual Irregularities
	□
	□
	
	Motor Vehicle Accident(s)
	□
	□

	Bowel/ Bladder Abnormalities
	□
	□
	
	Surgeries
	□
	□

	Sexual Dysfunction
	□
	□
	
	Recent Fractures
	□
	□

	Kidney Problems
	□
	□
	
	Joint Sprains
	□
	□

	Hernia
	□
	□
	
	Other
	□
	□


If yes on any of the above, please briefly explain and give approximated date:

Is there any other information regarding your past medical history that we should know about?

Are you presently taking Medication?  If yes, please list what medications and for what condition: 

If you are using Medicare insurance for Physical Therapy, are you currently receiving home care services of any kind?  (Ex. Home Health Aid, Wound Care, etc) 

…………………………………………………            

…………………………………………..
Signature





    

Date
12/11/2009
