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Confidential Medical History
Name (Printed): _____________________________    
Referring MD: ______________________________      

Diagnosis/Complaint: __________________________________________________________________________
When did you start having a problem? ____________________________________________________________
Have you had surgery for this problem?     Yes      No
Date of Surgery: ____________________________
Have you had any Diagnostic Tests for this Injury?   MRI   Xrays     EMG   Other: _________________________
Have you had other treatments or therapy for this problem?  List: _____________________________________
_____________________________________________________________________________________________

Does this problem limit your daily or leisure activities?  Which ones? _________________________________

_____________________________________________________________________________________________
List any medications you are currently taking: _____________________________________________________

_____________________________________________________________________________________________
Do you have any of the following?






YES

NO
Please list any surgeries 
Asthma, Bronchitis or Emphysema

_____

_____

          you have had in the past:
Shortness of Breath/Chest Pain

_____

_____

         
Coronary Heart Disease


_____

_____

         ________________________
Do you have a Pacemaker


_____

_____

High Blood Pressure


_____

_____

         ________________________
Heart Attack/Surgery


_____

_____

Stroke/TIA



_____

_____

         ________________________
Blood Clot/Emboli



_____

_____

Epilepsy/Seizures



_____

_____

         ________________________
Thyroid Trouble/Goiter


_____

_____

Anemia




_____

_____

         ________________________
Infectious Disease


_____

_____

Diabetes




_____

_____

         Other Medical Conditions: 
Cancer or Chemo/Radiation

_____

_____

Arthritis/Swollen Joints


_____

_____

         ________________________
Osteoporosis



_____

_____

Varicose Veins



_____

_____

         ________________________
Gout




_____

_____

Sleeping Difficulties


_____

_____

         ________________________
Emotional/Psychological Problems

_____

_____

Bowel or Bladder Problem


_____

_____

         ________________________
Severe/Frequent Headaches

_____

_____

Vision/Hearing Difficulties


_____

_____

         ________________________
Dizziness or Faintness


_____

_____

Are you pregnant



_____

_____

Smoking


Daily _________
      Weekly __________
Alcohol Consumption
Daily _________
      Weekly __________

Patient/Parent/Guardian Signature:​__________________________________    Date: ______________________

