MEDICAL HISTORY INFORMATION SHEET

NAME: DATE:
BIRTHDATE: AGE: HEIGHT: WEIGHT:
FAMILY DOCTOR: REFERRING DOCTOR:

|. What are you being seen for today?

When did this problem begin?

Was there a specific injury? If yes, what happened?

What makes the problem worse?

What makes the problem better?

Are there any associated symptoms (locking, catching, giving out, numbness, etc.)?

What treatment has been done thus far?

2. MEDICAL HISTORY (indicate yes, if either current or past treatment):

Heart Disease

Hypertension (high blood pressure)
Diabetes (high sugar)

Stomach Ulcers

DVT(blood clots)

Stroke
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. Asthma/Emphysema/Lung Disease
Other (please list):

3. MEDICATIONS
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No H. Tuberculosis Yes No
No I. Cancer/Leukemia Yes No
No J. HIV Yes No
No K. Liver Disease/Hepatitis Yes No
No L. Stress Fracture/Fracture Yes No
No M. Osteoporosis Yes No
No N. Eating Disorder Yes No

4. ALLERGIES

5. SOCIAL HISTORY

a. Occupation or School/grade:

b. Do you smoke? If yes, how much?
c¢. Do you drink alcohol? ____ If yes, how much?

d. In which sports or fitness activities do you participate?
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