MEDICAL HISTORY

Name:  _______________________________________   Age:   ___________________  Date:  ________________

Diagnosis (as told to you by your physician):  _________________________________________________________

Have you ever been, or currently being treated for any of the following problems:

Heart Trouble                      Yes   No

High Blood Pressure           Yes   No

Diabetes                               Yes   No

Headaches                            Yes   No

Dizzy Spells                         Yes   No

Fainting Spells                     Yes   No

Stroke                                   Yes   No

Pregnancy (Current)             Yes   No

Asthma                                 Yes   No

Emphysema                           Yes   No

Back Injury                            Yes   No

Arthritis                                 Yes   No

Bleeding Disorder                  Yes   No

Fracture                                  Yes   No

Cancer                                    Yes   No

Pacemaker                              Yes   No

Respiratory Problems             Yes   No

Metalology (metal implants)  Yes   No
Allergies                               Yes   No
    Is so, What?  ________________________
Date of Current Injury (If no specific date put gradual symptoms): __ ________________________

How did injury occur: ______________________________________________________________

Have you been hospitalized for the present problem?                                              Yes   No

Have you had surgery for the present problem?                                                       Yes   No

Have you received previous treatment for this problem?                                         Yes   No    If yes, Please summarize the results.  _______________________________________________________

Are you currently seeing any health, medical or chiropractic provider                    Yes   No

   If yes, please explain:  _____________________________________________________________

Date last seen by Dr. Morris/Dr. Abdo/Dr. Piazza/Dr. Hughes/ Dr. Davidson:__________________

Next appointment with the physician:  __________________________________________________

Are you taking any medication?   Yes  No  Please list types: ________________________________ _________________________________________________________________________________
For the current problem, have you had any of the following:  EMG _____  CAT SCAN _____ MYELOGRAM ____ X-RAY _____ MRI _____

*****Have you received any physical, occupational, speech, chiropractic, or massage therapy within this calendar year?  Yes   No   Duration:  _______________

*****Are you currently having home therapy, home nursing care or Hospice care?   Yes   No  If yes, Beginning Date:  _______________   Ending date:  __________________ 
*****Have you had physical therapy on the area  we will be treating, under your current insurance plan?   Yes   No

*****These questions are very important due to certain insurance companies will have limits as to how much therapy a policy will cover.  THIS INCLUDES MEDICARE.
