Patient Health Questionnaire and History

Patient Name:___________________________________         Date:___________________________
Height:____________  Weight:____________        
 Unusual weight gain or loss?   
□  Yes
     □  No

1. Do you now have or have previously had any of the following conditions?
High blood pressure


yes     no

Diabetes


yes     no
Seizures



yes     no

Allergies to heat/ ice

yes     no

Pacemaker



yes     no

Hernia



yes     no

Dizzy Spells



yes     no

Headaches


yes     no

Cancer




yes     no

Arthritis



yes     no

Heart attack



yes     no

Heart disease


yes     no

(Circle if applies)   Stents / Bypass
Kidney problems


yes     no

Nerve disorders

yes     no

Immune Deficiency Disorders

yes     no

Heart or Circulation disorders
yes     no

Pregnant (currently)


yes     no

Metal Implants


yes     no

How many weeks?_____________________

Explain:__________________________________









________________________________________

2. Please list any orthopedic surgeries you have had along with procedures and dates, if possible.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Have you ever taken steroids or blood thinners for an extended period of time?

Yes        No
4. List all medications you are now taking (*Note: You may provide a list of all medications on your next visit):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

