
PATIENT NAME: _______________________________________ Date:___________ 

 

Referring Doctor:____________________ Age:_______ Sex:____ D/A:____________ 

 

Type of Accident:  Slip and Fall    W/C    N/F   Riding Bike   Riding Motorcycle  

Other: ________________ 

 

                                         Driver        Passenger      Pedestrian      

 

Taken to ________________________________Hospital: On the same day? Yes    No 

 

PATIENT COMPLAINTS OF: ____________________________________________ 

  

________________________________________________________________________ 

 

ARE YOU ATTENDING PHYSICAL THERAPY?  Yes    No   

If so, where: __________________________________ Tel: ______________________ 

 

HOW DID THE INJURY OCCUR: 

 

 _______________________________________________________________________ 

 

PAST MEDICAL HISTORY (circle if applies): Diabetes   Hypertension    Lung     

 

Heart    Asthma   HIV Sleep Apnea   Liver Disease   Other: ________________________ 

 

PAST SURGICAL HISTORY/YEAR: ______________________________________ 

 

MEDICATION(S): ______________________________________________________ 

 

ALLERGIES: ___________________________________________________________ 

 

FAMILY HISTORY: married___ single___ divorced___ widowed ___children_____ 

 

SOCIAL HISTORY: alcohol___ tobacco____ drugs____ employment_____________ 

 


