WELLPOINT PHYSICAL THERAPY

MEDICAL HISTORY FORM

Name:________________________________________________________________ Age:___________

Height:__________________ Weight:______________ BMI (for office use only):__________________
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
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Name DOB Age

Where is your pain?

Please mark on the drawings below the areas where you feel your pain.

FRONT BACK

RATE YOUR PAIN 0 - 10 Scale

Pain at best /10
Pain on average /10

Pain at worst /10




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

Have you fallen in the past 6 months? 


Yes/no
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#____________ 
Mark your pain:





Pain Intensity (0-10): ________








