
Medical History

Chief Complaints

Please select any condition(s) (if applicable) for 
which immediate family member(s) has been 
diagnosed with (past or present)

In the past year, have you had any 
of the following symptoms? Frequency of Symptoms (Please rate the frequency of 

your symptoms on a scale of 0-100 where 0 is no occcurrence and 
100 is constant occurrence by circling the line above the oppropriate 
number.)

Severityof Symptoms (Please rate the severity of your 
symptoms on a scale of 0-100 where 0 is no occcurrence and 100 is 
constant occurrence by circling the line above the oppropriate 
number.)

Have you had any falls, or near falls, in the last 
year? (Circle one, if yes, please explain).

No

Yes

Please identify details about the problem(s) 
which limit your function:
Date of Injury (if applicable):

RegionMedications (list name and 
dosage)


