WELLPOINT PHYSICAL THERAPY

MEDICAL HISTORY FORM

Name:_________________________________________________Age:_____________

Allergies:________________________________________________________________

Current Medications:______________________________________________________

______________________________________________________________________

Prior surgeries____________________________________________________________

_______________________________________________________________________

Do you have/had:

Diabetes

yes/no


Cancer/tumor

yes/no

Heart Disease

yes/no


High Blood Pressure
yes/no

Asthma


yes/no


Low Blood Pressure
yes/no

Seizures

yes/no


Dizziness

yes/no

Night Sweats

yes/no


Fever


yes/no

Shortness of Breath
yes/no




Have you ever had or been exposed to Tuberculosis?
Yes/no

If yes, when?______________________________

Have you ever been diagnosed with HIV/AIDS?

Yes/no

Have you ever had a heart attack?


Yes/no

If so, when?_______________________________

Do you smoke?





Yes/no

Do you use alcohol currently?



Yes/no

Do you have a pacemaker?



Yes/no

Religion__________________________________________________________________

Do you have any religious or cultural preferences you would like us to be aware of?

________________________________________________________________________

Date of next visit to the doctor__________________________________________________








Medical Record#__________________

