
Name:________________________________
Date:_____________

MEDICAL HISTORY

Existing or Relevant Previous Conditions

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 past year? 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? _______________________________________________


