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                                                          Day One Physical Therapy and Wellness 

                                                                                   MEDICAL  HISTORY 
 
Patient Name: _________________________________________   Date: __________________ 
Have you ever had any of the following:  

 YES        NO  YES         NO 
High Blood Pressure                      Kidney Problems              
Cardiac Conditions             Liver Problems              
Heart Attack             Cancer              
Circulation Problems             Claustrophobia              
Pacemaker             Nervous Disorders              
Seizures             Vision Problems              
Dizzy Spells             Sensitivity to Heat              
Diabetes             Sensitivity to Cold              
Allergies             Speech Problems              
Fractures             Metal Implants              
Stroke             Are you pregnant?              
Arthritis                
Any other illness?              Please explain:  
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Have you ever had surgery? _____________________________________________________________ 
____________________________________________________________________________________ 
List any medications you are currently taking: ______________________________________________ 
____________________________________________________________________________________ 

Have you ever had physical therapy?    YES          NO  
Date: Location:  Condition:  

 
Date: Location:  Condition:  

 
Date: Location:  Condition:  

 
(Use back, if necessary)  

Date of injury of onset of symptoms: ______________________________________________________ 
____________________________________________________________________________________ 
 

Describe briefly the history of your present illness or injury: ___________________________________ 
____________________________________________________________________________________                                          
 


