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Schultz Physical Therapy

       
1255 East Canal Street   Nelsonville, Ohio 45764

          Phone (740)753-4567   Fax(740)753-4626

PATIENT HISTORY

Date: 



    Patient Name: 









SS/HIC/Patient ID#: 







Sex:  □ M
□ F
Birthdate: 



Age: 




Address: 






     City: 






State: 

  Zip: 






E-mail: 










Home Phone: (

)




Cell Phone: (
        )





Best time/place to reach you: 












Would you like email or text appointment reminders? 
□Yes 
□No      Preferred:  □ Email
□Text

□ Married   □ Widowed   □ Single   □ Minor   □ Separated   □ Divorced   □ Partnered for   
 years

Occupation: 







Patient Employer/School: 







Address: 














Phone: (
 )






Working: 
□Yes

□No

Last day of work:                                                             

Spouse's Name: 









Birthdate: 







SS#: 







In case of emergency, contact: 










Relationship: 









Home Phone: (

)







Work Phone: (

)





 HEALTH INSURANCE INFORMATION 

Insurance Company Name: _________________________________________________________________________

Address: ______________________________________________________ Phone# ___________________________

Policy Holder’s Name: _________________________________ Policy Holder Birth date: ________________________

Policy holder’s SS#: ___________________________________ Relationship to patient: _________________________

Policy/ID# _________________________________________________ Group# _______________________________

If there is a secondary insurance, complete the following: 

Insurance Company Name: _________________________________________________________________________ 

Address: ______________________________________________________ Phone# ___________________________ 

Policy Holder’s Name: _________________________________ Policy Holder Birth date: ________________________ 

Policy holder’s SS#: ___________________________________ Relationship to patient: _________________________ 

Policy/ID# _________________________________________________ Group# _______________________________ 

_____________________________________________________________________ 

Signature of Patient or authorized person’s signature (parent, legal guardian, etc) 

ACCIDENT INFORMATION

Is this condition due to an accident?   □ Yes    □ No


Date: 






Type of accident:   □ Auto   □ Work   □ Home   □ Other


To whom have you made a report of your accident?   □ Auto Insurance   □ Employer   □ Worker Comp.   □ Other

Attorney Name (if applicable): 







PATIENT CONDITION

Reason for Visit: 











When did symptoms first appear?: 







Is this condition getting progressively worse?   □ Yes   □ No   □ Unknown

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain): 




Type of pain:   □ Sharp      □ Dull   □ Throbbing   □ Numbness   □ Aching   □ Shooting   □ Burning   □ Tingling


           □ Cramps   □ Stiffness   □ Swelling   □ Other

How often does this pain occur: 









Is your pain  □ constant, or does it  □come and go?

Does it interfere with your   □ Work   □ Sleep   □ Daily Routine   □ Recreation

Activities or movements that are painful to perform:   □ Sitting   □ Standing   □ Walking   □ Bending   □ Lying Down 

MEDICAL HISTORY

What treatment have you already received for your condition?   □ Medications   □ Surgery   □ Physical Therapy



□ Injections
□ Chiropractic Services   □ None   □ Other: 






Are you receiving home health services?   □Yes

□No

Name of other doctor(s) who have treated you for your condition: 







Please mark the following if you have had:


 Diabetes


 Heart Disease



 Bleeding Disorder


 Asthma 


 Heart Surgery



 HIV/AIDS


 Tumors/Growth

 Heart Attack



 Alcohol Abuse


 Epilepsy


 High Blood Pressure


 Jaw Injuries/TMJ Dysfunction


 Allergies


 High Cholesterol  


 Gout


 Osteoporosis


 Stroke




 Neck Injuries


 Kidney Disease

 Gastrointestinal Problems

 Back Injuries


 Liver Disease


 Circulatory Problems


 Thyroid Disease 


 Lung Disease


 Anxiety/Depression


 Cancer


 Osteoarthritis


 Pacemaker


              Rheumatoid Arthritis


 Gastric Ulcers


 Fractures


              Vertigo


 Vision problems

 Dislocations


              Amputation


 Pressure Ulcers

 Hernia



              Multiple Sclerosis


 Tuberculosis


 Hepatitis


              Parkinson's


 Prostate problem

 Polio



              OTHER:_________________________

Please list any major surgeries:
                                                                                                                                     





                                                                                                                                































ADDITIONAL INFORMATION

Are you pregnant?:   □ Yes   □ No

Please list any medications you are currently taking:  

























Please list any allergies you have: 



























Exercise

□ None   □ Moderate   □ Daily   □ Heavy 

Work Activity

□ Sitting   □ Standing   □ Light Labor   □ Heavy Labor

Habits

□ Smoking   □ Alcohol   □ Coffee/Caffeine Drinks   □ High Stress Level

____________________________________________________________________________________________________________________________________________________________________________________             
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