[image: image1.wmf]

Name______________________________
Medical Questionnaire
1. Reason for coming to physical therapy today:

2. Have you received treatment for this condition prior to today?  If so, what type and when?

3. Please check if you have or have had any of the following:

___Cancer



___Cardiac Disorders

___Seizures


___Pulmonary Disorders

___Diabetes


___High Blood Pressure

___Currently Pregnant

___Plastic/Metal Implants

___Asthma



___Other:_______________
4. Please list current medications and conditions they treat:

5. Please list any allergies:
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