
KETTERING SPORTS MEDICINE CENTER – PHYSICAL THERAPY MEDICAL HISTORY FORM 
 
Name:  ______________________________________    Age: __________   Hand Dominence: ___________ 
Occupation: __________________________________        Sports: ____________________________________ 
Currently Working?    Yes/No      _______ hours/week      School:  ___________________________________ 

What brings you to physical therapy? _____________________________________________________________ 

What do you hope to achieve by coming to physical therapy? __________________________________________ 

Date of onset/injury: ________________ Date of surgery: ________________ 

Have you had treatment from a medical practitioner? ________   Describe: _______________________________ 
Did that treatment help? ________   Explain: _______________________________________________________ 
Next appointment with practitioner who referred you to physical therapy? ________ 
Have you had any similar symptoms in the past? ________   If so, explain: _______________________________ 
Have you been treated for this in the past? ________   If so, explain: ____________________________________ 

What tests have you had for this problem?   X-ray    bone scan    MRI    EMG    CT Scan    __________  
Where were tests done?  ________________________________________________________________________ 
What were the results?  _________________________________________________________________________ 

Are you currently receiving any other medical/health services? _________________________________________ 

Have you been given exercises or other instructions? _________________________________________________ 

Please shade in your area of pain.  Where did your pain start: __________________________________ 
      Where did it spread to: _____________________________________ 
      Since it started, pain is:   getting worse    improving    the same 
      Describe pain:  sharp    dull    aching    burning    throbbing  
        shooting    cramping    stabbing    sore    squeezing    
        other __________________________________________ 
      What makes it worse: _____________________________________ 
      What makes it better: _____________________________________ 
      Does time of day affect pain? _______________________________ 
      Do wake from sleep due to pain? ____________________________ 
      Rate pain on 0-10 scale (0 is no pain, 10 is the worst you can imagine) 
       pain at least:   0    1    2    3    4    5    6    7    8    9    10 
       pain at worst:     0    1    2    3    4    5    6    7    8    9    10 
       pain now:   0    1    2    3    4    5    6    7    8    9    10 

Do you have any tingling, numbness or loss of skin sensation:  ________  If so, where? _____________________ 
 What increases this? _____________________________________________________________________ 
 What decreases this? _____________________________________________________________________ 
Do you have any weakness? ________  If so, where? _________________________________________________ 
Do you have any swelling?   ________  If so, where? _________________________________________________ 

Check any activities you have difficulty with due to the problem for which you are seeking treatment: 

 sleeping    rising from a chair       bathing           job functions: ________ 
 getting in/out of bed  prolonged sitting (45 min +)    dressing      ___________________ 
 driving    prolonged standing       self care           leisure activities/sports:  
 getting in/out of vehicle   walking         eating               ___________________ 
 meal preparation   using stairs        reaching to shelves      other:_______________ 

Have you been discharged from a hospital or skilled nursing facility in the last 30 days? ________ 
 If yes, explain: _________________________________________________________________________ 

How many times have you fallen in the past year? ________  How many times in the past 2 years? ______   
If so, what happened? __________________________________________________________________________ 



Do you live alone? ________     Who do you live with? _______________________________________________ 
How many stairs to enter your home? ________     Is there a railing? ________     What side? ________ 
How many stairs inside your home?   ________      Is there a railing? ________     What side? ________ 
Do you feel unsafe in a current relationship?  ________  if comfortable explain further: ______________________ 
Have you been the victim of a violent crime? ________  if comfortable explain further: ______________________ 
Are there cultural/religious practices that may affect your healthcare? ________  Explain: ____________________ 

Allergies:    none    latex    tape/adhesives    bee stings    other: __________________________________ 

How would you rate your current health?    excellent    very good    good   fair    poor  
------------------------------------------------------------------------------------------------------------------------------------------ 
Please check yes or no if you have any of the following conditions: 
               Yes / No             Yes / No                  Yes / No 
Smoke/Chew Tobacco Y    N        Diabetes              Y    N        Sexually Transmitted Disease               Y    N 
   packs per day: _____                     Heart Attack  Y    N        Osteoarthritis        Y    N 
Use of Illegal Substances Y    N        Cardiac Bypass      Y    N        Rheumatoid Arthritis       Y    N 
Drink Alcoholic Beverages   Y    N        Cardiac Stents  Y    N        Osteoporosis or Osteopenia              Y    N 
   amount per day: _____                         Angina/Chest Pain  Y    N        Metal/Plastic Implants                  Y    N 
High Blood Pressure  Y    N        Pacemaker              Y    N        Headaches or Migraines                  Y    N 
High Cholesterol  Y    N        Emphysema  Y    N        Dizziness or Fainting       Y    N 
Bowel/Bladder Dysfunction Y    N        COPD   Y    N        Cancer (site: ____________)      Y    N 
Acid Reflux or Ulcers  Y    N       Asthma              Y    N        Recent Infection                   Y    N 
Thyroid Disorder  Y    N        Kidney Disease      Y    N        Recent Anticoagulant Medicine Use Y    N 
Bleeding Disorder  Y    N       Stroke      Y    N        Recent Antibacterial Medicine Use  Y    N    
Seizures/Epilepsy  Y    N        Depression              Y    N        Consistent Steroidal Medicine Use  Y    N      
------------------------------------------------------------------------------------------------------------------------------------------ 
Do you have problems with:        Are you currently: 
     hearing        Y     N           pregnant       Y     N    # of weeks: ________ 
     vision        Y     N           under stress  Y     N   explain: ________________________________ 
     communication   Y     N           depressed        Y     N   explain: ________________________________ 
------------------------------------------------------------------------------------------------------------------------------------------ 
Please check yes or no if in the past 3 months have you experienced: 
      Yes / No          Yes / No 
persistent pain at night       Y     N change in or problems with bladder/bowel function       Y     N     
fevers, chills or night sweats      Y     N changes in hearing          Y     N 
unexplained weight loss      Y     N changes in mental abilities         Y     N 
unwarranted fatigue       Y     N frequent or severe headaches with no history of injury    Y     N 
unusual lumps or growths     Y     N problems with swallowing or changes in speech            Y     N 
pulsating pain anywhere in your body   Y     N changes in vision (blurriness or loss of sight)        Y     N 
constant and severe pain in leg or arm   Y     N problems with balance, coordination or falling      Y     N 
swelling without a history of injury      Y     N fainting spells           Y     N 
shortness of breath       Y     N sudden weakness          Y     N 
frequent or severe abdominal pain     Y     N pain, tingling or numbness in and around your face      Y     N 
frequent nausea or vomiting      Y     N tingling or numbness in both of your arms or both legs  Y     N 
------------------------------------------------------------------------------------------------------------------------------------------ 
List all previous surgeries and dates: ______________________________________________________________ 
____________________________________________________________________________________________ 

List all medications/supplements you are taking:  ____________________________________________________ 
____________________________________________________________________________________________ 

To the best of my ability, I have given and included all pertinent medical information. 
     Patient/guardian signature: ____________________________________________    Date: ________________ 

Medical history reviewed by physical therapist and used in determining the plan of care. 
     PT signature: _______________________________________________________    Date: ________________ 


