Name:

Date:

MEDICAL HISTORY

Existing or Relevant Previous Conditions

Allergies () Yes ()No | Dizzy Spells () Yes (O No MRSA () Yes (OHNo
Anemia () Yes ()No | Emphysema/Bronchitis () Yes (O No Multiple Sclerosis {Yes (OHNo
Anxiety () Yes () No | Fibromyalgia () Yes (O No Muscular Disease () Yes (ONo
Arthritis () Yes () No | Fractures () Yes (O No Osteoporosis () Yes (ONo
Asthma () Yes (H)No | Gallbladder Problems () Yes (O No Parkinsons () Yes (HNo
Autoimmune Disorder () Yes () No | Headaches (O Yes () No Rheumatoid Arthritis () Yes (O No
Cancer ()Yes () No | Hearing Impairment () Yes (O No Seizures () Yes (ONo
Cardiac Conditions () Yes ()No | Hepatitis ()Yes (O No Smoking (HYes (ONo
Cardiac Pacemaker () Yes ()No | High/Low blood pressure () Yes (O No Speech Problems () Yes (OHNo
Chemical Dependency ()Yes ()No | High Cholesterol ()Yes (O No Strokes () Yes (HNo
Circulation Problems (OYes (ONo | HIV/AIDS () Yes (O No Thyroid Disease () Yes (HNo
Currently Pregnant (O Yes ()No | Incontinence () Yes () No Tuberculosis () Yes (ONo
Depression (O Yes ()No | Kidney Problems () Yes () No Vision Problems () Yes (OHNo
Diabetes ()Yes ()No | Metal Implants ()Yes () No

Have you had Covid-19? Y /N
Have you recently been hospitalized? Y /N

If yes, when and why :

Fall History:

Have you had an injury as a result of a fall in the past year? Y /N
Have you had two or more falls in the pastyear? Y /N

Surgical History:

Body Region/Type: Date:
Body Region/Type: Date:
Body Region/Type: Date:

Current Medications:

Drug: Reason Taking:
Drug: Reason Taking:
Drug: Reason Taking:

Final Questions:
What is your occupation?

In what physical activities/hobbies do you participate and how often?

What is your goal for coming to therapy?

How did you hear about Brookside?




