Past Medical History Form
AntStrongRehab Physical Therapy
Patient Name: ____________________________________
Date of Birth: ___________
Date Completed: ___________
Phone Number: __________________
Email: ____________________________________
1. Medical Conditions (Check all that apply):
[ ] High Blood Pressure
[ ] Diabetes
[ ] Heart Disease
[ ] Stroke
[ ] Asthma
[ ] COPD / Lung Disease
[ ] Cancer (Type: _______________)
[ ] Osteoarthritis
[ ] Rheumatoid Arthritis
[ ] Osteoporosis
[ ] Depression / Anxiety
[ ] Neurological Conditions (e.g., MS, Parkinson’s)
[ ] Seizure Disorder
[ ] Kidney Disease
[ ] Liver Disease
[ ] Thyroid Problems
[ ] Blood Clots / DVT
[ ] HIV / AIDS
[ ] Other: ___________________________________________
2. Surgical History (List all surgeries and approximate dates):
	Surgery
	Date
	Comments

	
	
	

	
	
	

	
	
	


3. Hospitalizations (List reasons and dates if applicable):
	Reason
	Date
	Hospital Name

	
	
	

	
	
	


4. Current Medications (Include prescribed and over-the-counter):
	Medication
	Dosage
	Reason

	
	
	

	
	
	

	
	
	


5. Allergies (Medications, food, environmental):
	Allergen
	Reaction

	
	

	
	


6. Family Medical History (Check if a family member has had any of the following):
[ ] Heart Disease
[ ] Diabetes
[ ] Stroke
[ ] Cancer
[ ] High Blood Pressure
[ ] Other: ____________________________________
Relationship(s): ___________________________________________
7. Social History:
Occupation: ____________________________
Do you currently smoke? [ ] Yes [ ] No
If yes, how much? _______________________
Do you drink alcohol? [ ] Yes [ ] No
If yes, how often? _______________________
Exercise Habits: _________________________
8. Additional Information / Notes:
__________________________________________________
__________________________________________________
















Medical Doctor Intake Form
Please provide the following information
	Doctor's Full Name:
	

	Specialty:
	

	Practice/Hospital Name:
	

	Phone Number:
	

	Fax Number:
	

	Email Address:
	

	Office Address:
	

	City:
	

	State:
	

	ZIP Code:
	

	Primary Contact Person:
	

	Referral Source (Y/N):
	

	Notes:
	




