
MEDICAL HISTORY: Have you or a family member ever been diagnosed with any of the fol-
lowing problems?

 PATIENT FAMILY THERAPIST COMMENT

Heart Disease/Pace Maker Yes or No Yes or No                                                           
High Blood Pressure Yes or No Yes or No                                                           
Poor Circulation Yes or No Yes or No                                                           

                                                           oN ro seY oN ro seY setebaiD
Osteoarthritis Yes or No Yes or No                                                           
Osteoporosis Yes or No Yes or No                                                           
Rheumatoid Arthritis Yes or No Yes or No                                                           

                                                           oN ro seY oN ro seY amhtsA
Emphysema Yes or No Yes or No                                                           
Kidney Disease Yes or No Yes or No                                                           
Liver Disease Yes or No Yes or No                                                           

                                                         oN ro seY oN ro seY recnaC
Epilepsy/Seizures Yes or No Yes or No                                                           
Depression Yes or No Yes or No                                                           

EXERCISE  WORK ACTIVITY  STRESS LEVEL  HABITS 
 None   Sitting   Low   Smoking Packs a Day   
 1-2 x Week   Standing   Medium   Alcohol Drinks a Week   
 3-4 x Week   Light Labor   High   Coffee/Soda Cups a Week   
 5+  x Week  Heavy Labor      

 
What types of exercise do you perform? :   
What things cause stress in your life? :   

      
Are you taking any seizure medication? YES NO If yes list name:   
 
Are you taking any medications that might affect your lungs, heart, consciousness or general well-being while participating in therapy? 
 

YES NO If yes list name:   

 
List all medications you are currently 
taking:   
  
List all surgeries in the past two years (Including dates):   
  
Are you 
pregnant?  YES  NO 

What 
week?:   

 
Have you had any injuries related to work?  YES  NO If yes list body part and date.:   
  
Have you had any Auto Accidents  YES  NO If yes list body part and date.:   
  
Have you had Physical Therapy or Massage Therapy before?  YES  NO Where:   

  
   

Signature of Patient, Parent, Guardian, Personal Representative  Date 
 


