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MEDICAL HISTORY QUESTIONNAIRE

Name:  _____________________________________  Date of injury/Onset of pain:______________________

Occupation:  _______________________________________________________________________________

Brief Description of Job Duties: ________________________________________________________________

__________________________________________________________________________________________
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Is injury job related?        Yes        No

1. What problem brings you to therapy? _________________________________________________________

2. When and how did this problem start?  ________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________

3.   What would you like to accomplish by coming to therapy?          Pain Relief          Improved Motion 

           Increased Strength        Walk Better        Improved Function/Return to Work       Decrease Swelling  
           Decrease Muscle Spasms        Improve Posture/Body Mechanics        Improve Balance 

           Other ___________________________

4. Have you had any previous treatment for your condition? If yes, please list:  __________________________

_______________________________________________________________________________________

5. Please list all medications you are taking:  _____________________________________________________

_______________________________________________________________________________________

6.   Please list any allergies you may have:        Latex allergies        Environmental       Other:  _______________

      _______________________________________________________________________________________

7. Next scheduled doctor’s appointment:  _______________________________________________________

8.   Please list any medical/health problems, as well as previous surgeries:      Heart Problems         Cancer

           Diabetes       Other (Please list): __________________________________________________________

      _______________________________________________________________________________________

      _______________________________________________________________________________________

9. Please shade in any painful areas on the diagram below.
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