Center for

Physical Therapy & Sports Medicine, PC

3920 Springfield Road                1011 Hioaks Rd, Ste A
Richmond, VA 23060                 Richmond, VA 23225
804-747-7472


     804-523-4634

Name:








Date:

          Please put an X in each box that applies to you…



Have you or any immediate family member 







ever been told you have:  



Self
         Family


Do you have a history of:

	Cancer?
	
	

	Diabetes?
	
	

	High Blood Pressure?
	
	

	Heart Disease?
	
	

	Angina/chest pain?
	
	

	Stroke?
	
	

	Osteoporosis?
	
	

	Osteoarthritis?
	
	

	Rheumatoid Arthritis?
	
	

	Allergies/asthma?
	

	Headaches?
	

	Sexually transmitted disease?
	

	Seizures?
	


	Pregnant?
	

	Depressed?
	

	Under stress?
	



Are you currently:

In the past 3 months have you had or do you experience:

	A change in your health?
	

	Nausea/vomiting?
	

	Fever/chills/sweats?
	

	Changes in appetite?
	

	Changes in bowel or bladder function?
	

	Shortness of breath?
	

	Dizziness?
	

	Change in balance (ex. Falls)
	

	Unexplained weight change?
	


   
Are your symptoms: (check one)

      Getting worse?  The same?  Improving?
How are you able to sleep at night? (check one)

   
 Fine        Moderate difficulty  
                  Only with medication
     My symptoms are worse in the: (Check one)

              Morning   Afternoon  Evening










Do you or have you in the past smoked tobacco?             

YES       NO




  My symptoms are best in the: (Check one)
    If yes # packs?________ # years?_________


 Morning   Afternoon  Evening
    Last tobacco use ______________________

Do you drink alcoholic beverages?    YES     NO

    If yes, how many drinks do you routinely have per 

    week?   __________/week

Date of last physical examination with your doctor

___________________________________________

