MOUNTAIN STATES HAND & PHYSICAL THERAPY, INC.

PATIENT MEDICAL HISTORY

Name________________________________   
Can we contact you by e-mail?    Email: ___________________

How did you hear about Mountain States Therapy? □ MD □ Friend  □ Previous Patient □ Google □ Other 
Referring Physician/Physicians involved in your care: _____________________________________________

What is the reason for your visit today?  _________________ When did your problem begin? _____________

Have you had surgery for this problem?    YES
   NO   Type of surgery: ______________________________



Are you currently taking any prescription or non-prescription medications?       YES
NO

Medications (name, dose, and frequency): ______________________________________________________

Are you allergic to any medications?
YES
NO      ____________________________________________


Height________
Weight________                             Are you a tobacco user?         YES              NO
Please list any related hospitalizations and the reason for them: _______________________________
Please list any related operations or medical procedures:  ____________________________________
Have you seen any specialists in relation to your problem? ___________________________________
What tests have you had for your problem?  ________________________________________________

Do you have a family history of similar problems?    YES   NO
Who lives in your home?  ___________________________

What is the highest level of education you achieved? _________________________________
Is an attorney involved in your care?     YES      NO

Are you currently receiving “In-Home Health Care”? 
        YES
NO
Are you pregnant?      YES      NO

Are you a tobacco user?    YES       NO
Do you have a pacemaker?    YES     NO

Do you currently have or have you ever had ANY of the following (mark all that apply)?


 




YES






YES
Alzheimer’s or Dementia             
___

Infectious Disease                              ___
Aphasia
                                                ___                  Leg or Hip Surgery                            ___

Apraxia



            ___
            Muscular Weakness or Disease          ___

Arthritis                                                   ___                  Neck or Back Surgery                        ___
Asthma or Shortness of Breath 

___

Numbness or Tingling                        ___


Blood Clot/Emboli                                  ___                  Parkinson’s Disease                           ___
Bowel/Bladder Problems                        ___

Pins or Metal Implants                                          ___

Brain Injury                                             ___

Pneumonia                     ___
Cancer or Chemo/Radiation                    ___

Psychological Problems
Coronary Heart Disease                          ___

Seizure Disorder/Epilepsy
Chronic Cough                                        ___

Sinus Problems

Diabetes                                                  ___

Sleeping Difficulty
Difficulty Speaking                                 ___

Stroke/TIA
Dizziness or Fainting                               ___                 
Dysphagia                                                ___                 Swallowing Problems
Ear Infections                                           ___

Thyroid Disease

___


Gout                                                         ___                  Vision or Hearing Difficulties                   ___               

Headaches (Severe or Frequent)              ___

 Osteoporosis                                    


High Blood Pressure


___

Thyroid Disease                                  ___
Heart Disease        


___

Weakness



___


Hernia                 



___

Weight or Energy Loss/Gain

___






List any other information that would assist us in your care: _________________________________

_________________________________________________________________________________

Based on your awareness of your problem, what are your rehabilitation expectations/goals for therapy? 

________________________________________________________________________

__________________________________________                      ____________________________

Patient/Guardian Signature







Date

