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Circle YES or NO…

Have you or any immediate family member ever been told you have:
     Self
 Family

Angina/chest pain 
Yes
No
Yes
No Cancer
Yes
No
Yes
No Diabetes
Yes 
No
Yes
No


High blood pressure
Yes 
No
Yes
No


Heart disease
Yes
No
Yes
No


Multiple Sclerosis………Yes….No
Yes…..No 


Osteoporosis
Yes 
No
Yes
No


Osteoarthritis
Yes
No
Yes
No


Rheumatoid arthritis
Yes
No
Yes
No


Stroke
Yes
No
Yes
No


Thyroid problems………Yes….No
Yes…..No


Tuberculosis……………Yes….No
Yes…..No

In the past 3 months have you had or are you currently experiencing:
     A change in your health
Yes
No


Changes in appetite
Yes
No Changes in bowel or bladder
Yes
No Depression 
Yes
No Difficulty sleeping
Yes
No


Dizziness
Yes
No 


Fever/chills/sweats
Yes
No


Nausea/Vomiting 
Yes
No 


Numbness or tingling
Yes
No


Shortness of breath
Yes 
No


Under stress
Yes
No Unexplained weight change
Yes
No Upper respiratory infection
Yes
No


Urinary tract infection
Yes
No


Unsafe at home
Yes
No


Circle YES or NO…

Do you have a history of:


Allergies/Asthma
Yes
No


Anemia ………………………. Yes…….No


Blood thinning medication
Yes
No


Bronchitis 
Yes
No


Domestic violence
Yes
No Headaches
Yes
No


Hepatitis……………………… Yes…….No   


Kidney disease
Yes
No Rheumatic fever 
Yes
No


Recreational drug use ………... Yes…… No 


Skin ulcers
Yes
No


Stomach ulcers
Yes
No


Sexually transmitted disease
Yes
No


Seizures
Yes
No


Surgeries
Yes
No


Steroid medication
Yes
No


Unexplained falls
Yes
No

Do you have a problem with ... (check all that apply)

 FORMCHECKBOX 

Hearing       FORMCHECKBOX 
 Vision
 FORMCHECKBOX 
 Communication 
 FORMCHECKBOX 
 Speech         FORMCHECKBOX 
Swallowing       FORMCHECKBOX 
 Balance 
Are you currently Pregnant?

 FORMCHECKBOX 
 
Yes 
  FORMCHECKBOX 
  No         _____  # of pregnancies?

Have you smoked or chewed tobacco in the past? 

 FORMCHECKBOX 

No  

 FORMCHECKBOX 

Yes,  _________Packs per day. ________Years. 

Do you drink alcoholic beverages?
  
 FORMCHECKBOX 

No  


 FORMCHECKBOX 

Yes,  __________Drinks per week.
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Patient Signature ������������������������____________________________





Date _______________________




















Therapist Signature ��������___����������������_______________________





Date ________________________
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