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4259 Old Post Road

Charlestown, RI  02813

(401) 364-0100

                                                        Fax (401) 364-0130

Medical_History

Please check any of the following that apply to you:

Orthopedic Surgery_________________________________________Date:________

___ Heart Disease                                                                              ___Pacemaker

___ Cancer                                                                                         ___Diabetes

___ Arthritis                                                                                       ___Lyme Disease

___ Fainting Spells                                                                             ___Balance Problems

___ Stroke/TIA                                                                                   ___Seizures

___ Breathing or Lung Problems                                                       ___Asthma

___ Parkinson’s Disease                                                                    ___Multiple Sclerosis

___ High/Low Blood Pressure                                                           __Numbness/Tingling

___ Epilepsy                                                                                       ___Polio

___ Gout                                                                                             ___Hepatitis

___ Other _________________________________________

Have you had physical therapy treatment for this problem in the past? __Yes __No

Do you have any other concerns that may conflict with your ability to participate in physical therapy at this time? __Yes __No  (if yes) Explain________________________

Please list current medications:

____________________                ____________________              ________________ 

____________________                ____________________               ________________

____________________                ____________________               ________________

Patient Signature ___________________________________ Date _________________                                                                                         

