Advanced Rehabilitation and Health Specialists Health History Form

Date___________________________________ 
Emergency contact name___________________________
Name__________________________________ 
Emergency contact phone___________________________
Social security number_____________________
Patient Employer name_____________________________
Date of birth____/____/____Age:____Sex:  M   F  
Employer phone___________________________________ 

Home address__________________________________________Referring physician____________________
City/state/zip ___________________________________________Physician address_____________________
Home phone__________________Cell______________________City/state/zip_________________________
Email _________________________________________ Physician phone _____________________
Tell us about yourself:
How would you say your health is at this time, taking the reason you are here today into consideration?

          Circle just one answer:
Excellent          Very Good          Good          Fair          Poor
         
  Please check √ any of the following whose care you are presently under:
______Medical doctor (MD/DO)
______Psychiatrist/Psychologist
______Other (IE:Acupuncturist) 
______Physical Therapist
______Dentist
______Chiropractor
______Massage Therapist
______Personal Trainer

If you have seen any of the above in the last 3 months, what was the reason? (illness, medical condition, physical, etc):

___________________________________________________________________________________________________

Who is your family physician?_________________ Office address & phone_______________________________________

Please list which prescriptions or over the counter medications you have taken in the last week: (excluding supplements)

Drug name and Dosage amount
1. _____________________________________________5. _________________________________________________
2. _____________________________________________6. _________________________________________________

3. _____________________________________________7. _________________________________________________

4. _____________________________________________8. _________________________________________________


Have you recently noticed any of the following?   (Check if "yes")

( ) Weight loss/gain       
( ) Joint/muscle/arm/leg swelling
( ) Regular cough
( ) Nausea/vomiting


( ) Easy bruising          
( ) Hearing problems
( ) Dizzy/lightheaded

( ) Excessive bleeding

( ) Night sweats/chills  
( ) Fatigue
( ) Difficulty breathing
( ) Difficulty swallowing


( ) Skin rash
( ) Weakness
( ) Eye redness
( ) Problems sleeping


( ) Stress
( ) Heart racing in your chest
( ) Numbness/tingling
( ) Seizures

( ) Urinary incontinence
( ) Consipation/diarrhea
( ) Heartburn/indigestion
( ) Pregnant

( ) Blood in Urine
( ) Blood in stools
( ) Post Menopause 


( ) Problems Urinating
( ) Double vision/loss of vision
( ) Tremors
 



Your lifestyle and exercise habits

      Do you feel that you are?

   What is your job description?

______ Sedentary

______ Sedentary (desk/office worker)

______ Moderate physical activity: walk >30 min x 5/days/wk
   ______ Moderate (student/factory)


______ Vigorous physical activity:    run >20 min.x 3 days/wk
   ______ Active (heavy laborer)


YES    NO    During the past month have you been feeling down or depressed?


YES    NO    During the past month have you been bothered by having little interest or pleasure in doing things?


YES    NO    Do you ever feel unsafe at home or has anyone hit you or tried to harm you in any way?


YES    NO    During the past 12 months have you fallen down?  If so, how many times? ______

How much caffeinated coffee or caffeine containing beverages do you drink each day?____________________________

Do you smoke?________ How many packs each day?________ For how many years?________ If quit, when?_________

If one drink equals one beer, a glass of wine or a cocktail, how much do you drink each day?________________________   
Office Use Only

BP: _______/_______mm/Hg 
HR: ________BPM  
Weight: __________ 
Height: _________   
BMI: _________



Your past medical history


Have you had or do you presently have any of the following?  (Check if "yes")

( ) Rheumatoid arthritis
( ) Other arthritic conditions
( ) Osteoporosis
( ) Diabetes


( ) High blood pressure
( ) Depression
( ) Circulation problems
( ) Hepatitis


( ) Asthma
( ) Thyroid problems
( ) Stomach ulcers
( ) Tuberculosis

( ) Stroke
( ) Blood clots
( ) Multiple sclerosis
( ) Chemical dependency (ie:alcoholism)

( ) Heart problems. 
 If YES, what kind? ___________________________________________________

( ) Cancer.

 If YES, what kind? ___________________________________________________


( ) Kidney disease.  

 If YES, what kind? ___________________________________________________


( ) Allergies: _____________________________________________________________________


( ) Other. ________________________________________________________________________________



SURGERIES and/or HOSPITALIZATIONS:  PLEASE INCLUDE DATE AND REASON.


1. ____________________________________________
_______________________________________

2. ____________________________________________
_______________________________________


3. ____________________________________________
_______________________________________

Use the diagram below to indicate where you have 

pain or other symptoms. [image: image1.png]



Pain scale (0-10, 10 being the worst pain)

0--------------------5--------------------10
 

Please describe the problem that brings you here: __________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
 Family history

Has anyone in your immediate family (parents, brothers, sisters) ever been treated for any of the following?


( ) Kidney disease

( ) Heart disease
( ) Chemical dependency    (ie:alcoholism)
 


( ) High blood pressure
( ) Depression
( ) Inflammatory arthritis (Rheumatoid, Ankylosing)



( ) Stroke
( ) Diabetes
         ( ) Cancer?   Y   N   What type:  ________________
CONSENT TO TREATMENT:   I have read, verified and understand the above information.  All information provided is true and correct.  I hereby consent to treatment. I realize under the patient bill of rights that I am a partner in my treatment and will be informed of my plan of care, goals and expected outcomes. I realize that I can openly discuss questions or concerns with ARHS staff in a confidential manner.  

RELEASE OF INFORMATION/HIPPA REGULATING FORM:   I give permission to ARHS to release information, verbal and written, in my medical records, to my insurance company, rehab or case manager, attorney, employer, school or related healthcare provider. Information without patient identifiers may be used for quality assurance or database purposes.  I authorize ARHS to request surgical or diagnostic testing results from other providers.

How did you hear about us?  Physician: ___ If so, which? ____________________   Friend: ____ Name: ____________
Advertisement: _____ If so, where? _____________________Event: _____ If so, which one?  ____________________
Other: __________________________________________________________________________________________

PRINT PATIENT NAME:_____________________________________________________________________________

PATIENT SIGNATURE: __________________________________________________________ DATE: _____________

PARENT'S SIGNATURE IF MINOR: ________________________________________________ DATE: _____________









