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Please use the diagram below to indicate the symptoms you have experienced over the past
24 houss. Use the key to indicate the type of symptoms.
Stabbing =/////

Key: Pins and Needles = 00000
Buming = XXXXX Deep Ache =ZZZZZ
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Please rate your current level of pain on the following scale (check one):
0 O 0 o 0 0 ] 0 O O 0

0 1 2 3 4 5 6 7 8 9 10
{no pain) (worst imaginable pain)

Please rate your worst level of pain in the last 24 hours on the following scale (check one):
0 O D O g O 0 O O 0 O

0 1 2 3 4 5 6 7 8 9 10
(no pain) (worst imaginable pain)

Please rate your best level of pain in the last 24 hours on the following scale (check one):
O O ] 0 0 O O O O

O O
0 1 2 3 4 5 6 7 8 9 10
(no pain) (worst imaginable pain)
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MEDICAL HISTORY SCREENING FORM
PHYSICAL THERAPY

Circle YES or NO...

Have you or any immediate family members ever been told
you have:

Self Family
Cancer? Yes No Yes....No
Diabetes? Yes MNo Yes....No
High blood pressure?r  Yes No Yes....No
Heart problems? Yes No Yes....No
Angina/chest pain? Yes Mo Yes... No
Stroke? Yes No Yes...No
Osteoporosis? Yes No Yes...No
Osteoarthritis? Yes MNo Yes...No
Rheumatoid arthritis?  Yes No Yes....No
Pacemaker? Yes Mo
Are you Pregnant? Yes No

In the past 3 months have you had or do you experience?
TN U R LTI T L4 T R ———————— { = PP o[-
Nausea/ VOmitingr......ooruievsrssessmssmmssssmsssssssssssssssssssssssasssssssen Yes....No
chcrfchjﬂsfsmating? ............................................................... Yes....No
Unexplained weight changer......ccccoinneinnsnconsnncn Y€5.. MNo
Mumbness or tmghng:‘ Yes,...No
Changes in APPEHLER ..cvwvrmeemimssmimisssssimssssssssnissssmtssssssass Yes....No
Difficulty swalloWingP... o eeersmsssmssssnsssssssmsssssssissssssssnss Yes....No
Changes in bowel or bladder function?. .. csnrcssrssseness Yes....No
Shortness of Breath? e Yes....No
D I RS .ot rees e e vnsrnsrenssrssrss e e nsbnbn s e e st st sas st st smsnasmrsa s Yes,...No
Upper respiratory infection?. ... ¥ €500 NO
U:inar}r EEACE IO TR verreerersresessraesessssressersnssesssssnsreesssenssessseesne L E8 0020 N O

Do you have a history of:
Alletgies/ASthmar.....mrmssssmmmsssnsssssassssrsssmmsssisasesssmsssssssosssess Yes....No
Headaehes? . rnrssssssssresssssssessmsssssresssssssensssemssmsraneassesrascaserenes § 800 oo JNG
Bt ISP e re s eeemseresssssesssssssssssnsiasrasasssnsessassnsssmssrnssssenen & E5 0000 1O
Kidney diseaser... s senisns msssssesssessessessseass Yes....No
R tmatie FEmerr s n e sessesses s snessssssssssss nsrmssms e smssmssmssssnnns Yes,...MNo
T e vevuesvemessssmsresessessanessssases assasisns nssassnssnssms bassvmsbnn sbnasessasssensns Yes....No
Sexually transmitted diseaser......ooiinninnnn. Yes....No
SEIELEEE P veeseee st sesessmssmsesssssssss s bes s sasessnass sssessassssenssmssassensenss LES 00 JNO
Sensitivity to heat/coldP.......cmnicsmimsmnsnnn: Y80 NO

Patient Information:




