Health History Questionnaire

Name: _____________________________________
Drug/Other Allergies: _____________________________  
Are you allergic or sensitive to latex?    □Yes  □No
             Do you have a Pacemaker? □Yes  □No                     
Yes   No

 □     □  Are you or could you be pregnant at this time?

 □     □  Do you ever feel unsafe in your home?

 □     □  Has anyone ever hit you or tried to harm you in any way?

 □     □   In the past month, have you had feelings of being down, depressed, or hopeless?

 □     □   In the past month, have you had little interest or pleasure in doing things?

Have you EVER been diagnosed with any of the following? (check all that apply)
□ Cancer. Type? ____________

□ Multiple Sclerosis


□ Drug/Alcohol Dependency
□ Diabetes (Type 1 or Type 2)

□ Circulation Problems

□ Stroke
□ Heart Problems



□ Asthma 
      


□ Thyroid Problems

          
  □ High / Low Blood Pressure


□ Fracture Where __________
□ Depression
□ Epilepsy/ Seizures



□ Kidney Disease


□ Ankylosing Spondylitis
□ Heart Arrhythmia



□ Liver Problems


□ Hepatitis Type: ____________
□ Pneumonia




□ Anemia or Blood Clots

□ Osteoporosis/ Osteopenia
□ Emphysema / Bronchitis   


□ Rheumatoid Arthritis

□ Bone/ Joint Infection
□ Osteoarthritis



□ Upper Respiratory Infection
□ Urinary Tract Infection


Other (please include any serious injuries): _____________________________________________________________
________________________________________________________________________________________________
Do you smoke or use other tobacco products?  □ Yes      □ No     How Much? _________________________________
Have any of your immediate family been diagnosed with any of the following? (check all that apply) 
□ Cancer              
     
□ Heart Problems

□ Diabetes


□ Blood Clots
□ Tuberculosis     

□ Depression    

□ High Blood Pressure
□ Stroke       
     
    
Surgical History: Please list any surgeries or hospitalizations

1.) _________________________ 2.) ____________________________ 3.)  __________________________________
Medications: Please list ALL medications you are taking, including pills, injections, and over-the-counter meds

1.) ____________________


2.) ____________________


3.)____________________  

4.) ____________________


5.) ____________________


6.) ____________________
Please check any symptoms you have had RECENTLY:

□ Fatigue


□ Skin Rash


□ Stress 


□ Falls
□ Weight Loss/Gain

□ Nausea/Vomiting

□ Fever/Chills/Night Sweats
□ Headaches
□ Numbness/Tingling

□ Weakness


□ Dizziness


□ Heartburn/Indigestion
□ Difficulty Swallowing
□ Shortness of Breath

□ Cough


□ Blood in Urine/Stool
□ Diarrhea


□ Change in Appetite

□ Constipation


□ Fainting
□ Hearing Problems

□ Incontinence

□ Double Vision

□ Chest Pain/Pressure
□ Tremors


□ Seizures


□ Heart Racing

□ Bowel/Bladder Changes
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Why are you coming to therapy? 
____________________________________________________________________________________________

Please describe your pain and mark its location on the figure: ________________________________________
______________________________________________

Have you had this problem before? _______________
How long did it take to feel better? _______________
Treatment received so far (injections, etc): 
______________________________________________
Please list any tests regarding your current problem (i.e.: MRI, X- ray, etc.): _________________________
Using the 0 to 10 scale, with 0 being no pain, 10 being “worst pain imaginable”, answer the following:

Your current level of pain while completing this survey: _______
The best your pain has been during the past 24 hours:    _______
The worst your pain has been during the past 24 hours:  _______
My pain increases with: 
1) __________________________________________________________
2) __________________________________________________________

3) __________________________________________________________
My pain decreases with: 
1) _________________________________________________________
2) _________________________________________________________
3) _________________________________________________________
When are symptoms the worst?  □ Morning  □ Afternoon  □ Evening  □ Night  □ After exercise

When are symptoms the best?     □ Morning  □ Afternoon  □ Evening  □ Night  □ After exercise

Pain medication give me: □ Complete Relief □ Some Relief  □ Little Relief  □ No Relief  □ I don’t take pain meds
What are your goals with therapy? 
1)  __________________________________________________________

2) __________________________________________________________


