ASSOCIATES IN REHABILITATION MEDICINE 95 Mt. Kemble Ave. Thebaud Building-4th Floor, Morristown, N. J. 07962

Name Age DOB Today’s Date

Occupation:
Source of Referral
Present Medical Problem, How and When It Began:

Have You Had (Please Circle) X-rays, MRI, CT Scan Related To This Problem?
When?
Have You Been Seen By Other Physicians Or Therapists For This Problem? No Yes

Names

List Current Medications andDosage

Have You Ever Received Cortisone Or Steroids In the Past? No Yes
What and When?
Are You Allergic To Any Medications?

What Alternative Medical Therapies Have Been Tried?

List Other Significant Medical Conditions?

REVIEW OF SYSTEMS —l
YES | |INO YES | INO

Bleeding Tendencies Disbetes
Hypertension Kidney Disease
Heart Murmur Cancer
Heart Attack Visual Difficulties
Angina Chronic Headaches
i Chront |
Breathing Difficulties Gout
Shortness of Breath e r—
Thiyroad Fainting Spells
Heartburn Extreme Weight Loss/Gain (Ibs)
Hiatal Hernia History of Depression or Psychotic Problem
Stomach Ulcers

Limited Motion

Wealkness 1 OVER PLEASE...
Numbness




Do You Smoke? No Yes How many packs a day?

Do You Drink? No Yes How many drinks per day?

Additional information you would like the physician to know:

REVIEWED BY: DATE:




