
Patient History Form 
Professional Therapies, Inc. 

Name: Date:------------------------------­ 1__.1 

Current Problem or Reason for Therapy: _ 

Date of Injury or Beginning ofProblem:__I__I Is this the result ofa Work Injury or Car Wreck? 
(Circle or__No) 

Do you have a history of any of the following? 

Check, 
if yes 

Condition Check, 
if yes 

Condition 

Cancer Kidney Disease 

Diabetes Gall Bladder Disease 

Hepatitis Swallowing Problems 

Thyroid Disease Circulation Problems 

Seizures/Epilepsy Depression 

Headaches~igraines Night Pain 

High Blood Pressure Heart Disease 

Arthritis Neuropathy 

Respiratory/ Breathing Problems Fibromayalgia 

If you answered "yes" to any conditions at left, 
please explain: 

For Women only: Are you pregnant? Yes__No__ How long has it been since your last pelvic exam? _ 

Please Circle one number to indicate your current comfort level (you may add 
Please mark your area(s) of pain: other descriptors if you wish): ! 

Numeric Description
Scale 

10 Worst possible 

9 

8 
7 

6 

5 

4 

3 

2 

1 

Absolutely no discomfort o 
If you have had surgeries please list _ 

Please list any other medical professionals you are currently seeing: _ 



Are you currently working? Yes_No_ If yes, are you on restricted duty? Yes No
 

If no, when did you last work? _
 

If you are taking any medication please list: _
 

If you have any limitations to your daily activities please list _ 

This area for therapist use: 

Posture: Cervical:, - ­ _ 

Lumbar: _ 

Extremities; _ 

ROM: Cervical: _ 

Upper E:,_~ _ 

Lumbar:, _ 

LowerE:. _ 

Reflexes:, _
 

Strength: _
 

Other Tests: _ 

Evaluating Therapist: _ 

PatientHistorvFonn.mSD dvw 


