Medical History Questionnaire

Name: Referring Physician

Family Physician Reason you are here today:

Have you had surgery due to this injury J Yes 1 No Number of Surgeries

Type of Surgery

EMERGENCY CONTACT PHONE RELATIONSHIP

Are you currently taking any prescription or non-pre n medications? dYes 1 No

If yes, please list them

** If you need more spact
Have you had any of the fo

ck of this page.
Services for thi

Please answer
Do you Smoke?
Do you have Sleeping Pro
Do you have any Emoti
(Women): Are you Pregnant?
Have you ever had to take any st
Have you ever had to take any blood
Do you understand your diagnosis?

Please list any other information that you feel would assist us in your care:

How did you hear about [INSERT CLINIC DBA NAME HERE]?

Patient Signature: Date:

Reviewed with Patient: Date:
(Evaluating Therapist’s Initials)

Progress Rehabilitation Network, LLC
Affiliate




