


 
***List medications/surgeries on back** 

                    MEDICAL HISTORY 
                    ***Please list medications/surgeries on back*** 

 
Last Name: _________________________________  First Name:______________________________________ 

DOB ____________________    Height _______________ Weight ______________     Smoke Cigarettes?    Y  /   N     # per day _________ 

• Have you had a fall in the last year?   Y  /  N       How many ______       What was the cause______________________ 

_______________________________________________________________________________________________ 
 

• Conditions, disease or other problems we should know about (surgical procedures, implants, pacemaker, fainting, 
cancer, blood pressure, heart problems, communicable disease, diabetes, respiratory problems, etc.) _____________ 

________________________________________________________________________________________________ 

• Previous Therapy?   Y  /  N       For the current or other injury/illness  AND when:  _______________________________ 

________________________________________________________________________________________________ 

• Describe the current problem ________________________________________________________________________ 

________________________________________________________________________________________________ 

• Approximately when did it start:  ______________      ● Is it getting better or worse or same? ____________________ 

• Have you had this pain/problem before?   Y  /  N  ● Explain_________________________________________________ 

________________________________________________________________________________________________ 

• Rate your pain from 1 to 10 (0=mild, 10=severe) ______________       ●  Is it constant (never goes away)    Y  /  N 

• Are you taking any medication for this pain/problem?    Y  /  N      ●  Is it helping?  Y  /  N 

• What activities/positions or tasks make it worse? ________________________________________________________ 

________________________________________________________________________________________________ 

• What activities/positions or remedies make it better?  ____________________________________________________ 

 ________________________________________________________________________________________________ 

• List 3 tasks or goals that you want to be able to do better or accomplish:  
 

1. ______________________________________________________________________________________ 

2. ______________________________________________________________________________________ 

3. ______________________________________________________________________________________ 
 

• Are there any issues or problems not mentioned above that you think we should know about that may affect the 

outcome of your therapy? __________________________________________________________________________ 

________________________________________________________________________________________________ 
 

I certify that I have read and understand the above.  I acknowledge that the questions have been answered to the best of my 
ability and I will not hold the facility or staff responsible for any errors or omissions that I may have made in completing this form. 
 
Patient or Guardian Signature:_____________________________________________    Date: __________________ 



Name: ________________________________

Date:________________________

Medication

Surgery Date

***If you have a medication/surgery list - please ask the office to copy it***py it***

Dosage How Often How Taken







  

PATIENT ACKNOWLEDGMENT OF THE  

NOTICE OF PRIVACY PRACTICES 

 

 

 
Patient Name: _______________________________________________ 

 

I acknowledge that I was provided with a copy of the Pro Motion Rehab HIPPA Notice of Privacy Practices for 

Personal Health Information. 
 

Release of Information 

 

 [  ] I authorize the release of information including the diagnosis, records; examination rendered to me and 

claims information. This information may be released to the following: 

 

Please check and list names below. 
 

[  ] Spouse_____________________________________________________________ 

[  ] Child(ren)__________________________________________________________  

[  ] Other______________________________________________________________  

[  ] Information is not to be released to ______________________________________ 

[  ] Information is not to be released to anyone. This Release of Information will remain in 

       effect until terminated by me in writing.  

 

 

______________________________ ________________________  

Patient Signature     Date 

 

____________________________  ________________________________ 

Patient’s Representative            Authority to Act 

 

 
Witness:______________________________________ Date: ____________________ 

 

 

 

 
For Pro Motion Rehab, Inc. use only:  Complete this section if this form is not signed and dated by the patient or patient’s 
representative and no signed acknowledgement of receipt of the current notice of privacy practices is on file in the patient’s chart 

 

Patient [ □ has   □ has not ] signed an acknowledgement of the CURRENT Notice of Privacy Practices either attached here or as 
documented in the patients chart. 
. 
 
Patient Name: ______________________________ Date of Birth: _______________ Phone number: ____________________  
Address: _______________________________________________________________________________________________ 
The date that you requested the signature: ______________________________ 
The reason that the signature and date were not obtained: ______________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 


