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Orthopaedic & Sports Medicine Associates, LTD.
PHYSICAL THERAPY

PAST MEDICAL HISTORY FORM

Patient Name Date
Are you presently working? [JYes [JNo Date of next physician’s visit: / /
Date of injury/onset: / / Have you ever had these symptoms before? [JYes [1No

Check which apply to your current condition:

[] work-related injury [] recurrence of previous injury
[J motor vehicle accident [ injury related to lifting (] injury related to falling
[J cause unknown [ athletic / recreational injury [] Other

Have you had a related surgery? [1Yes [1No

Do you have, or have you had any of the following?

Yes No Yes No
Diabetes [] [] Allergies to Aspirin [] []
Chest Pain/Angina [] [] Allergies to Heat [] []
High Blood Pressure [] [] Allergies / Poor tolerances to Cold [] []
Heart Disease [] [] Other Allergies [] []
Heart Attack [] [] Hernia [] []
Heart Palpitations ] ] Seizures ] ]
Pacemaker L] L] Metal Implants L] L]
Headaches ] [] Dizziness / Fainting ] []
Kidney Problems [] [] Recent Fractures [] []
Are you pregnant? [] [] Surgeries [] []
Cancer [ [ Skin Abnormalities [ [
Osteoporosis [] [] Sexual Dysfunction [] []
Bowel / Bladder Abnormalities [] [] Nausea / Vomiting [] []
Urine Leakage [] [] Ringing in you ears [] []
Asthma / Breathing Difficulties [] [] Rheumatoid Arthritis [] []
Liver / Gallbladder Problems O O Special Diet Guidelines O O
Smoking ] ] Hypoglycemia ] ]
Other [ [ Stroke / CVA [ [

If yes on any of the above , please briefly explain and give approximate date

Is there any other information regarding your past medical history that we should know about?

Are you presently taking Medication? [1Yes [JNo
If yes, please list what medications and for what condition:

1of2



In the rare instance of an emergency, whom should we contact?
Name

Phone ( )

Do you participate in any sports, exercise programs or activities on a regular basis? [1Yes [1No

Please indicate below where your symptoms are located.

(
(

KEY:

———

Numbness ====

Pins & Needles 000000000
Burning Pain  000O(MXXXXXX

Stabbing Pain ///1/1111]

If you are having pain, please rate the intensity of your pain on a scale of 0 to 10, with 0 being no pain and 10 being

the worst pain possible.

Patient’s Signature Date Signature of Guardian if patient is a minor

Therapist Signature Date

525 West Chester Pike, Havertown, PA 19083 « 610-449-8400 * Fax: 610-449-6392
501 W. MacDade Boulevard, Folsom, PA 19033 « 610-586-7000 * Fax: 610-586-7004
Crozer-Chester Medical Center POB 11, Suite 320, Upland, PA 19013 * 610-874-9710 * Fax: 610-874-9723
20f2 2004 Sproul Road, Suite 100, Broomall, PA 19008 « 610-359-1580 + Fax 610-359-1050
Crozer Medical Plaza-Brinton Lake, 300 Evergreen Drive, Suite 220, Glen Mills, PA 19342 + 610-579-3650 * Fax: 610-579-3655
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