OCCUPATIONAL THERAPY COMPANY

The following information is very important to us in taking care of your health.

Please take the time to completely and accurately fill out all of this information.

Please also make sure you update this information as charges occur.

	1. Name_____________________________

2. Age______

3. Are you now under the care of physician therapist or physiatrist?       Yes  □  No  □

4. Please list the dates of:

· Hospitalizations____________________

· Surgeries__________________________


	5. Height__________ Weight____________

6. Medications:___________________________________________________________________________________________

__________________________________

______________________________________________________________________________________________________


PAST MEDICAL HISTORY & REVIEW OF SYSTEMS

Please circle if you have ever had or presently have any of the following:
	1.  High blood pressure

2.  Diabetes

3.  Cancer

4.  Heart disease/ heart attack

5.  Chest discomfort
6.  Heart murmur/ valve disease

7.  Shortness of breath

8.  Swollen ankles

9.  Palpitations

10.  Lightheadedness / Dizziness
11.  Rheumatic fever

12.  Asthma

13.  Persistent swollen glands

14.  Hearing problems 
15.  Bone fractures
16.  Depression
	17.  History of fall. How many episodes did you have in past 12 month____? 
18.  Bronchitis 

19.  Pneumonia

20.  Persistent cough

21.  Tuberculosis

22.  Hay fever

23.  Sinusitis

24.  Abdominal discomfort

25.  Indigestion/heartburn

26.  Nausea

27.  Vomiting

28.  Diarrhea

29.  Blood in stool

30.  Constipation

31.  Vision problems


Patient Signature_____________________________________ Date____________
For Office Use Only:

BMI ____________
Blood Pressure______/______

Heart Rate________
