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   Manual Orthopedic Physical Therapy, Inc.


MEDICAL HISTORY

NAME: ___________________________________________________
AGE: ________

Please give an explanation in the right column if you respond with a yes to the following:

(More space provided below if needed)

Heart problems


yes
no
________________________________

Circulatory problems


yes
no
________________________________

Blood pressure

High   Normal   Low
________________________________

Metal in body



yes 
no
________________________________

Pregnant



yes
no
________________________________

Surgeries



yes
no
________________________________

Previous Injuries


yes
no
________________________________

Rheumatoid Arthritis


yes
no
________________________________

(or other systemic diseases)



Previous physical therapy

yes
no
________________________________

Asthma



yes
no
________________________________

Allergies



yes
no
________________________________
Do you smoke? If yes, how many packs a day: _________________________________________
Are you taking any medications? If yes please list: ______________________________________

_______________________________________________________________________________
Physicians or chiropractors who you are currently under care with, except with for referring physician: ______________________________________________________________________
(ADDITIONAL SPACE)
	

	

	


_____________________________________
____________________
SIGNATURE





DATE

