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Balanced
Approach

Offring indoor cycling classes
and physicaltherspy sevices

1220 E Rezanof Drive Kodiak, Alaka  S12.0860




	Client Name: ____________________
Today's Date: ___________________
Referring Provider: ______________
	Age: _______

Date of Birth:_________________

	Current Condition/Chief Complaint:


	When did the problem begin?

	Have you ever had this problem before? If yes, explain:
	What happened:

	What aggravates or makes your problem worse?


	What makes your problem better?

	What are your goals for physical therapy?


	Have you undergone any diagnostic testing for this problem (X-rays, MRI, CT Scan, EMG, etc.)?    (  YES         (  NO

If yes, Results



	Please List All Medications and Supplements you are taking: ____________________________

________________________________
________________________________

________________________________
	Allergies (please list all):



	Medical History:

( Cancer           ( Diabetes

( Arthritis         ( High Blood Pressure

( Seizures         ( Lung Disorders

( Dizzy Spells  ( Heart Disorders

( Pacemaker     ( Osteoporosis
( Joint Pain
(Other _________________________

Surgical History:

( Abdominal Surgery

         Type: __________________________

(Other _________________________

(Other _________________________


	The information below helps me learn more about your symptoms:

What is your job?  How do you spend your day?
Job Title: _______________________

If not employed, what tasks or activities do you do during the day?
( Eye Level Work   ( Overhead Work

( Lifting    ( Sitting    ( Computer Work

( Standing   ( Repetitive Tasks  

( Other: _________________________________
Full duty, no limitations?   ( Yes  (  No
If no, what limitations:______________________
Do you have difficulty with work activities?

(Yes      ( No

If not working, how long have you been out of work?  _____________________________

	Are you currently experiencing any of the following:

( Fever/chills/sweats

( Nausea/vomiting

( Difficulty breathing

( Recent onset of weakness

( Syncope/dizziness

( Recent change in bowel or bladder control

( Shortness of breath
	Do you have difficulty with self-care (such as putting shirt on, combing hair and/or brushing teeth)?    ( Yes      ( No
Do you have difficulty with home management (such as shopping, care of dependents and/or chores)?  (  Yes   (  No
With whom do you live? (circle)

Alone, Spouse, Group setting, Caregiver,

Child(ren), Other:_____________________

	Please rate your pain:
At Best: 
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At Worst:
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Average: 
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At this moment: [image: image5.png]



	Location(s) and Description of pain (for example: throbbing, burning, aching, shooting, etc…):

[image: image6.png]A4






Medical History Form








