Tuckey and Associates Physical Therapy, LLC
Health Questionnaire
Patient Name _________________________________   Date of Birth _________________________________
Referring Physician ____________________________   Primary Care Physician ________________________
Reason for Physical Therapy Today ____________________________________________________________
Is this condition related to an Automobile Accident?   YES   NO   Workman’s Comp?   YES   NO
**Have you previously been treated for this same issue?   YES   NO   If “yes” please describe below including dates treated __________________________________________________________________________________________
Are you currently treating with a Physical Therapist for any condition? ______________________________ 

Please list surgical procedures with date’s ________________________________________________________
__________________________________________________________________________________________
Medical History
Please check if you have/ever had:

Allergies                                    GERD/Reflux                                               Rheumatoid Arthritis



Anemia                                      Heart Problems                                             Pulmonary Embolism                                                                                                        



Anxiety Disorder                       Hepatitis                                                       Seizures/Epilepsy



Arthritis                                     Hernia                                                           Skin Disease



Asthma                                      HIV/Aids                                                      Sleep Apnea 



Bleeding Disorders                   Hypertension                                                 Stroke



Blood Clots                               Kidney Disease                                             Surgically Implanted Devices



[bookmark: _GoBack]Cancer                                        Liver Disease                                               Thyroid Problems



Coronary Artery Disease           Lung Disease                                                Ulcers



Depression                                Migraines                                                      Urinary Problems



Diabetes                                    Multiple Sclerosis                                         Weight Gain/Loss



Dizziness/lightheaded               Osteoporosis                                                 OTHER ________________________



Fibromyalgia                             Pacemaker                                                                     ________________________










