STONE RIDGE PHYSICAL THERAPY

PO Box 266, 3555 Main St.  Stone Ridge, NY 12484        Phone: (845) 687-8806        Fax: (845) 687-8727
PATIENT HISTORY FORM
Name: _____________________________________      Birth Date: ________________
Address:​​​​​​​​​​​​​​​_____________________,_______________      Phone #’s: home:​​​___________________
Referring Physician: __________________________      work:__________ cell:__________
Date: ________________ Height:__________________ Weight: __________________
Insured: _____ self  ____ spouse (DOB: ___________)   _____ parent _______ other 
Medical History (Please check any/all that apply)

_____Heart Disease       _____Diabetes                   _____Pacemaker       _____Cancer

_____Tuberculosis         _____Epilepsy                   _____HIV/AIDS       _____Asthma

_____Fibromyalgia        _____Multiple Sclerosis    _____Hepatitis          _____Scoliosis 

_____Osteoporosis         _____Pregnant                   _____Stroke              _____Thyroid

_____Smoke                   _____High Blood Pressure          Other ___________________
Is your condition related to employment? ____  Auto accident? ____  Other? _________

If employment, have you stopped working?  Y / N  Unable to work from _____ to _____

Allergies (environmental and medications): ____________________________________

Medications you are currently taking: _________________________________________

Reason for coming to Physical Therapy? ______________________________________
When did your symptoms begin? ____________________________________________
How did your symptoms begin? _____________________________________________

Is this the first time you have had this problem?   Yes    No    Prior injury date: ________

Have you had surgery for this problem?     Yes       No         Date: ___________________ 
Past treatments for this problem: _____________________________________________

X-rays, MRI, CT Scan, etc. results: ___________________________________________

Are you currently working? _______    Job Duties: ______________________________

Any work restrictions (lifting, etc.): __________________________________________

What are you unable to do now that you were doing before the problem began: ________
________________________________________________________________________

What activity(s) presently give you the most trouble: _____________________________

Do you have pain?   Yes     No             If so is the pain:   constant   or   intermittent   ?
Where is your pain located:  _______________________________________________

What makes your pain better? _____________________ Worse? ___________________

How would you describe your pain?
__achy   __sharp   __dull   __burning 





__shooting   __throbbing

Pain level from 0-10 (0=No pain, 10=Worst pain imaginable) ______  
What do you want to achieve with Physical Therapy? ____________________________

When do you see your doctor again? __________________       /       Not scheduled

To the best of my knowledge, the information given is complete and true.  I consent to receive therapy at Stone Ridge Physical Therapy.

Patient’s Signature: ____________________________________   Date: _____________

                                                     Parent/Legal Guardian Signature
