
Name:  ______________________________  Date of Birth:  ______________ 
 
Past/Present Medical History: (please check all that apply) 
 high blood pressure  ___ pacemaker  ___ exposure/treatment TB (or any
 heart condition  ___  seizures  ___     other infectious disease)  ___ 
 stroke  ___   cancer  ___  fever for > 2 weeks  ___ 
 unexplained weight loss  ___ diabetes  ___  do you smoke  ___ 
 
Other  (please explain)  ________________________________________________________ 
___________________________________________________________________________ 
Past hospitalizations/surgeries __________________________________________________ 
___________________________________________________________________________ 
Past orthopedic problems  ______________________________________________________ 
___________________________________________________________________________ 
Are you currently taking medications?  (please list)  _________________________________ 
___________________________________________________________________________ 
 
Current Orthopedic problem: 
What brings you to Sportho today?  ______________________________________________ 
___________________________________________________________________________ 
Have you had any past treatment for this condition?  _________________________________ 
___________________________________________________________________________ 
Have you received any special test related to your condition?  (e.g.:CT scan, MRI)  ________ 
___________________________________________________________________________ 
What activities/position makes your condition worse?  _______________________________ 
What activities/position makes your condition better? ________________________________ 
If pain is your primary complaint, please rate it on a 0-10 scale (O being no pain): 
  at your best  ____  at your worst  ____ 
Work/Play History: 
Job Title:  ___________________________  Last day worked:  __________________ 
Brief job description (physical demands):  _________________________________________ 
___________________________________________________________________________ 
Has this condition resulted in an absence from work and/or modified duty?  ______________ 
What is the most difficult task for you to perform on your job secondary to your condition?  _ 
___________________________________________________________________________ 
What type of exercise/activities do you perform on a regular basis?  _____________________ 
Are you still able to perform these activities?________________________________________ 
What are your goals in therapy?  _________________________________________________ 
____________________________________________________________________________ 
Patient/guardian signature:  _________________________ Date:  _______ 
Therapist signature:  _______________________________ Date:  _______ 




