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Wayne Physical Therapy & Spine Center          PAST MEDICAL HISTORY 
PATIENT NAME        DATE     

To your best knowledge, do you have or have you had:     (Please "X" the appropriate box) 

Yes No  Yes No 

     Cancer/Tumor/Growths       Allergies 

     Diabetes       Rheumatoid Arthritis 

     Hypoglycemia       Osteoarthritis  

     CVA / TIA       Other arthritis (Please specify type) ________________________ 

     High Blood Pressure        Osteoporosis 

     Heart Disease        Blood Disorders/Bleeding Tendencies  

     Chest Pains/Angina       HIV Positive 

     Pacemaker       Abdominal Pain/Blood in Stool/Ulcers 

     Shortness of Breath       Fainting Episodes 

     Kidney Disease/Stones        Dizziness/Lightheadedness             

     Urinary Tract Infection                      Multiple Sclerosis  

     Asthma                  Parkinson’s 

     Hepatitis/Liver Disease                  Other Neurologic Disorder-please specify ___________________ 

     Polio                  Psychological Disorder-please specify ______________________ 

     Chronic Bronchitis                  Alzheimer’s Disease 

     Migraine Headaches              Other  ___________________________________________________ 

     Anemia              Other  ___________________________________________________ 

Comments:             

Medical Status/Tests 

1. Are you taking any prescription or over-the-counter medications?  Yes  No 

 If yes, please list: _____________________________________________________________________________ 

2.  Are you allergic to any medications?  Yes  No 

 If yes, please list: _____________________________________________________________________________ 

3.  Have you had any X-rays, sonograms, CT scans or MRI's done recently?  Yes  No 

 If yes, please list:_____________________________________________________________________________ 

4. Have you had any laboratory work done recently? (urine, blood tests, etc.)  Yes  No 

 If yes, please list: _____________________________________________________________________________ 

5.         Please list any operation you have had within the last 2 years and the date(s) of surgery:     

                             


