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Patient	
  Medical	
  History	
  Profile	
  

	
  

Name:_____________________________________	
  	
  Date	
  of	
  Birth:_______________________________	
  

Referring	
  Doctor:_______________________________________________________________________	
  

List	
  your	
  chief	
  complaint	
  and	
  health	
  problem	
  that	
  you	
  would	
  like	
  to	
  address_______________________	
  

_____________________________________________________________________________________	
  

Have	
  you	
  had	
  any	
  diagnostics	
  for	
  this	
  condition?	
  please	
  Circle)	
  	
  	
  X-­‐Ray	
  	
  	
  	
  MRI	
  	
  	
  CT	
  	
  

Have	
  you	
  been	
  treated	
  	
  for	
  this	
  condition	
  in	
  the	
  last	
  3	
  months	
  (please	
  Circle)	
  	
  	
  YES	
  	
  	
  or	
  	
  	
  NO	
  

What	
  type	
  of	
  Treatment	
  have	
  you	
  had?	
  ____________________________________________________	
  	
  

Have	
  you	
  had	
  any	
  surgeries	
  in	
  the	
  last	
  3	
  years________________________________________________	
  

Have	
  you	
  had	
  any	
  fractures	
  or	
  sprains	
  in	
  the	
  last	
  3	
  years	
  	
  (please	
  circle)	
  Yes	
  	
  	
  	
  	
  No	
  

If	
  yes,	
  please	
  list	
  location	
  of	
  Fracture	
  or	
  sprain_______________________________________________	
  

Medications:	
  (please	
  Circle	
  and	
  list	
  all	
  medications	
  you	
  are	
  currently	
  taking)	
  Aspirin	
  	
  Ibuprofen	
  

Coumadin,	
  Prednisone_________________________________________________________	
  

Allergies:	
  medications,	
  food,	
  etc.__________________________________________________	
  

Exercise	
  when	
  Injury	
  free:________________________________________________________	
  

Have	
  you	
  been	
  diagnosed	
  with	
  any	
  condition	
  we	
  should	
  be	
  aware	
  of?	
  	
  Asthma,	
  Heart	
  Disease,	
  High	
  

Blood	
  Pressure,	
  Diabetes_____________________________________________	
  	
  

For	
  Women	
  Only:	
  	
  	
  Are	
  you	
  or	
  could	
  you	
  be	
  Pregnant?	
  (please	
  Circle)	
  YES	
  	
  	
  or	
  	
  	
  NO	
  

	
  

Name__________________________________________Date___________________________	
  

	
  


