
In Motion Physical Therapy 
Medical History Form 

 
To ensure you receive a complete and thorough evaluation, please provide us with the important background information 
on the following form. If you do not understand a question, your therapist will assist you.  Thank you. 

 
 

Last Name: ___________________     First:________________    D.O.B:_____________  Age:________________ 
Diagnosis:  ____________________________________________________________________________________ 
Physician:  ____________________________________________________________________________________ 
 
Are you currently seeing any of the following?  Please check all that apply. 

□ Medical Doctor (MD)      □ Physical Therapist/Occupational Therapist  □ Chiropractor      

□ Osteopath        □ Psychiatrist/Psychologist        □ Oral Surgeon  
 
If you have seen any of the above during the past three months, please describe for what reason: ________________ 
______________________________________________________________________________________________ 
______________________________________________________________________________________________  
 
PERSONAL MEDICAL HISTORY: 
 
Have you ever been diagnosed as having any of the following conditions? Please check all that apply.

□ Cancer: Please, describe what kind: _____________ 

□ Circulation problems 

□ Thyroid problems 

□ Multiple Sclerosis 

□ Heart Condition/Angina 

□ Pacemaker 

□ Emphysema/Bronchitis 

□ High blood pressure 

□ Tuberculosis  

□ Kidney Disease 

□ Epilepsy 

□ Allergies 

□ Asthma 

□ Diabetes 

□ unusual reaction to heat/cold 

□ Chemical Dependency  (i.e., alcoholism) 

□ Rheumatoid Arthritis 

□ Other Arthritis conditions 

□ Depression 

□  Hepatitis 

□ Stroke 

□  Anemia 

□ Mental Illness 

□ Pregnant or planning to become pregnant

□ Headaches  

□ Visual/Hearing difficulties 
 
 
Please list any surgeries or other conditions for which you have been hospitalized for, including the approximate date and 
reason for the surgery or hospitalization in the past 10 years: 
 
Date                           Surgery/Hospitalization                                    Reason 
_________________________________________________________________________________________________   
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
                                                                                                                                                                   Continue on back � 



  Please describe any injuries for which you have been treated (including fractures, dislocations, sprains) and the 
approximate date of injury in the past 10 years:  
 
Date                                         Injury  
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________       
 
Please list any PRESCRIPTION medication you are currently taking (including pills, injections, and/or skin patches): 
_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 

_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 

 
Please indicate your level of pain:                                                  Please indicate your level of activity: 
0 = no pain, 10 = emergency room pain 

Sedentary       Active Athletic 
0     1     2     3     4     5     6     7     8     9     10                                
 

Is your injury keeping you from doing your normal or recreational activities?      □ Yes     □ No   
If yes, please list the activities: 
_______________________________                                            
_______________________________ 
 

_______________________________ 
_______________________________ 

HABITS; 
 
How much caffeinated coffee or beverages do you drink per day? __________ 
How many packs of cigarettes do you smoke a day? __________ 
How many days per week do you drink alcohol? __________ 
If one drink equals one beer or glass of wine, how much do you drink at an average sitting? __________ 

Do you use marijuana?     □ Yes     □ No   

Do you use other illegal drugs?    □ Yes     □ No   
 
CHANGES IN THE PAST MONTH: Check all that apply. 

□ Falls 

□ Weight loss/Gain 

□ Nausea/Vomiting 

□ Fatigue 

□ Weakness 

□ Fever/chills/sweats 

□ Numbness or tingling  

□ Depressed/down 

□ Difficulty falling asleep 

 
   
 

CONSENT FOR CARE AND TREATMENT 
 
I, the undersigned, do hereby agree and give consent for IN MOTION PHYSICAL THERAPY to furnish medical care 
and treatment considered necessary and proper in evaluating and treating my physical condition. I, the undersigned, will 
allow IN MOTION PHYSICAL THERAPY to receive/send medical records pertaining to my condition via fax and/or 
mail. I have read and understand the above policies. 
 
 
 
X______________________________________  
        Patient Signature                            Date 

X________________________________________  
        Therapist Signature                            Date 

 


