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Edema Therapy Solutions

Patient History Form

Your Name: ___________________________________      Date of Birth: ___________________ 
Phone Number: _____________________     Physical Address: _________________________________
E-mail Address: _____________________________     Insurance Provider: _______________________
Social Security or Driver’s License Number: _________________________
Referring and Primary Care Provider: _____________________________________________________
              Are you receiving Home Health services?   Yes   or   No
              Are you seeing another Physical Therapist?   Yes   or   No
 What is the reason for your visit: __________________________________________________ ______________________________________________________________________________
Do you have Cardiac conditions?    Yes   or    No

Do you have Kidney conditions?     Yes   or   No

	Name of Medication
	Dose
	How often taken?

	
	
	

	
	
	

	
	
	

	
	
	



Medical History: Please list other diseases from which you currently suffer or have had before: 
	

	

	

	



Please list any surgeries and the date of surgery.
	

	

	

	

	



Do you use tobacco?   Yes   or   No   If yes, how much and often do you smoke?____________________ 
Do you use alcohol?    Yes   or   No   If yes, how much and often do you drink? _____________________
Do you drink caffeine?  Yes   or   No   If yes, how often do you drink it? __________________________
Do you exercise?     Yes   or   No   If yes, how often? __________________________________________
Any recent falls?  Yes   or   No   
What is your marital status? Single____     Married____     Separated____     Divorced___    Widowed___
What is your occupation? ________________________________________________________________
What is your level of activity daily? Sedentary___    Lightly Active ___      Active___      Highly Active_____

Are you having pain?   Yes   or   No         Circle your current level of pain: 1  2  3  4  5  6  7  8  9  10
                                                                         Circle your level of pain at its worst: 1  2  3  4  5  6  7  8  9  10

What makes your pain better? ___________________________________________________________
What makes your pain worse? ___________________________________________________________

Signature: _________________________________________ Date: ______________________
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