REGIONAL HEALTH CENTER
REHABILITATION SERVICES

WWMAGNOLIA

Patient Name:

Date of Birth:

Date:

Please check all of the specific problems or conditions you have currently or previously had. Explain as needed.

Medical History
_Condition/Disorder
High Blood Pressure
Diabetes
Stroke
Head Injury
Migraines/Headaches
Heart Disease
Pacemaker
TMIJ Disorder
GI (Stomach Issues)
Vertigo/Dizziness
Skin Disorder
Reproductive Issues
Urinary Tract Infection
Kidney Disorder
Hepatitis/HIV/AIDS
Sexually Transmitted Disease

Allergies/Adverse Reactions

Penicillin
Other

Type and/or Date

I:l Sulfa drugs

Type and/or Date
Cancer

Asthma/Emphysema/COPD

Shortness of Breath

Chest Pain

Thyroid Disorder

Seizure Disorder

Anxiety/Depression

Broken Bones

Arthritis

Degenerative Joint Disease

Degenerative Disc Disease

Osteoporosis/Osteopenia

Fibromyalgia

Other conditions

Other conditions

Other conditions

D Latex Sensitivity or Allergy

Surgical History

On the following diagram please mark where you are hurting:
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Rate your pain:
Now:
Best:
Worst:

What is the lowest pain number that you could

live with:



Height: Weight: oRight handed oLeft handed

How do you rate your health? oGood oFair oPoor

When did your current symptoms begin? (If longer than 1 year ago, when did they worsen recently?)

How did your injury occur or symptoms begin (check all that apply)?

OAccident- Work related oBending oReaching o Lifting

oAccident- Motor vehicle  oGradual onset oFalling 0Other

Indicate daily activities you are having trouble with due to this injury or onset of symptoms (check all that apply).
oSitting minutes oORising oStairs OReaching o Other

oStanding minutes  OTurning oLying OHousework oAthletics

oWalking feet oDriving oDressing oGrooming o0Bending

oSleeping hours

What treatment and testing have you received for this condition (check all that apply)?

OPhysical Therapy 0 MRI Olnjection oOBracing oOMedication

oOccupational Therapy oX-Ray oOMyelogram 0 Orthotics  oOChiropractic

oONerve Conduction Study  oCT Scan

If you had surgery for this condition, list the type of surgery and the date of surgery

Do you have any open cuts, lesions, or wounds? oYes oNo If yes, where:

Have you noticed a change in bowel or bladder frequency or control? oYes oNo
Do you experience bowel or bladder: oLeakage oUrgency oFrequency oOther

Have you fallen in the past year? oYes oNo If yes, how many times?
If yes to falling, did you sustain an injury as a result of the fall? oYes oNo

Do you experience frequent episodes of the following (check all that apply)?
oHeadaches oDizziness oNausea oEar Ringing oBalance Control

Do you wear glasses or contacts? oYes ONo

Do you have hearing difficulties? oYes oNo  (If yes, do you wear a hearing aid? oYes oNo )

What is your preferred learning style? oVisual oDAuditory oDemonstration 0Any learning barriers?
Do you smoke? oYes oNo

Do you live alone? oYes oNo
If yes, do you have someone who can assist you in your recovery and care? oYes oNo
If no, who do you live with? oSpouse  oFamily o©Significant Other o©Other

Do you currently exercise, play sports, or have hobbies (if yes, please list)?

Current employment status? oOccupation oRetired oStudent oDisabled
Work activities mostly include: oSitting oStanding oWalking oLifting oBending oComputer oDriving oVaried
OOther:

What goals do you have for therapy? What do you hope you accomplish?

My next appointment with my doctor (who sent me here) is on / / oNo appointment scheduled




REGIONAL HEALTH CENTER
REHABILITATION SERVICES

Q AGNOLIA Patient Medication List

Medications Start Date Reason for Taking Dosage (mg, and times per day)




