[image: ]Health History UpdateName: _________________________
Date:  _________________________



[bookmark: _GoBack]1.  What brings you to Physical Therapy today? _______________________________________
Please circle involved side:		Right		Left

2.  When did this problem begin? Date of injury: ______________________________________

3.  How did this injury / exacerbation occur? _________________________________________

4.  Where did this occur? ie: home, work, athletic field, auto accident: _____________________

5.  Please rate your pain severity using the following scale:
Least Severe 1     2	3	4	5	6	7	8	9	10	Most Severe

6. Have you had any special tests for this problem?		Yes		No
	a.)	X-rays		Results: ____________________________________________
	b.)	MRI		Results: ____________________________________________
	c.)	Other (please explain): ____________________________________________

7.  Have you had any changes since we saw you last with:
	Medications:	__________________________________________________________
	Surgeries:	__________________________________________________________
	Medical Status: _________________________________________________________
	Occupational Status: _____________________________________________________
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