FILE #

ABOUT YOUR HEALTH

PATIENT
FIRST NAME LAST NAME

PLEASE CHECK THE PROBLEMS THAT APPLY TO YOU

SURGERIES OSTEOPOROSIS STROKE
ALLERGIES THYROID GOuUT
METAL IMPLANT HIGH BLOOD PRESSURE DIABETES
PACEMAKER HEART DISEASES SMOKER
AIDS / HEPATITIS / HERPES HIGH CHOLESTEROL ALCOHOLISM / DRUG USE
PHLEBITIS / THROMBOSIS BREATHING PROBLEMS CANCER
DIZZINESS INCONTINENCE OTHER
FAINTING SPELLS MULTIPLE SCLEROSIS
WOMEN

HEADACHES / MIGRAINES RHUMATOID ARTHRITIS PREGNANT
SEIZURES / EPILEPSY PARKINSON DISEASES C-SECTION

DO YOU TAKE ANY MEDICATION®2 YES NO WHICH ONE?

ARE YOU? RIGHT HANDED LEFT HANDED AMBIDEXTROUS

PHYSIOCUTACUAS
PATIENT’S SIGNATURE PHYSIOTHERAPIST'S SIGNATURE

Please print the completed form and bring it with you fo the clinic at your next appointment.



	adresse: 
	adresse 20: 
	adresse 11: 
	adresse 21: 
	adresse 5: 
	adresse 22: 
	adresse 12: 
	adresse 24: 
	adresse 13: 
	adresse 3: 
	adresse 26: 
	adresse 14: 
	adresse 27: 
	adresse 6: 
	adresse 25: 
	adresse 28: 
	adresse 15: 
	adresse 29: 
	adresse 9: 
	adresse 16: 
	adresse 4: 
	adresse 17: 
	adresse 33: 
	adresse 7: 
	adresse 34: 
	adresse 18: 
	adresse 35: 
	adresse 10: 
	adresse 19: 
	adresse 37: 
	adresse 1: 
	adresse 2: 
	Check Box 63: Off
	Check Box 83: Off
	Check Box 74: Off
	Check Box 84: Off
	Check Box 68: Off
	Check Box 85: Off
	Check Box 75: Off
	Check Box 87: Off
	Check Box 76: Off
	Check Box 66: Off
	Check Box 89: Off
	Check Box 77: Off
	Check Box 90: Off
	Check Box 69: Off
	Check Box 91: Off
	Check Box 78: Off
	Check Box 92: Off
	Check Box 72: Off
	Check Box 79: Off
	Check Box 67: Off
	Check Box 80: Off
	Check Box 96: Off
	Check Box 70: Off
	Check Box 97: Off
	Check Box 81: Off
	Check Box 98: Off
	meds: Off
	mains: Off
	Check Box 73: Off
	Check Box 82: Off
	Check Box 100: Off


