PROACTIVE

Physical Therapy, PC

339 Route 202 ~ Bldg 2 Somers, NY 10589
(914)617-8211 fax (914)617-8213

Patient History

physicaltherapy@proactiveptny.com
www.proactiveptny.com

Today’s Date

Patient Name

Patient’'s Age

Patient Occupation

What is the reason and/or goals you
have for Physical Therapy?

Do you have pain? Yes or No
How did the pain start?
OSuddenly OPulling
OGradually Oinjured at Work
AOLifting OBending

ONo apparent reason OOther

What activities make the pain worse?
OExercise(during) OBending forward
OExercise(after) OBending backward

aOLifting OCoughing

OStanding OSneezing

OWalking aSitting

What reduces the pain?

OLying down OPain Pills

aSitting Olnjection for pain

OStanding OMuscle Relaxants

OWalking ONothing

OAnti-inflammatory OOther

How long have you had this pain?
Years Months Days

Have you had any diagnostic tests?

aX-rays Date

OCT Scan  Date

OEMG Date

OMRI Date

Olnjections Date

Have you been hospitalized for your
problem? Yes/No Date

Have you had surgery for your
problem? Yes/No Date

Have you had any other surgery
performed? Yes/No Date
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Yes No Yes No
O O Allergies O O Nightsleep disturbances
O O Didbetes O O Change in bowel habits
O O High Blood Pressure O O Increased thirst or hunger
O O3 Stroke (CVA) O O Frequent urination
O O Canceror Tumors O O Ingestion or heartburn
O O Lung Problems O O Nausea or vomiting
O O  Arthritis{joint difficulties O O Changesin memory
O O (Inregular headaches O O Unusual fatigue/weakness
O O Dizziness-blackouts O O Frequent easy bruising
Or bleeding
O O Seizure-nerve disorders O O Frequent cramping
O O Visual Problems O O Do you have pain 24 hrse
O O Immunity Disorders O O Do you awake from paing
O O Gout O O Doyousmokee __ #/day?
O O Areyou pregnante O O Doyoudrinke __ #/day?
O O Jointreplacemente

What medications are you currently taking?

What other types of doctor/healthcare providers
have you seen for this problem?

Emergency Contact (Name, Phone #, Relationship)






