True Care
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Medical Therapy Center

221 Hwy #53, Suite D
Cook, MN 55723
www.truecaretherapy.com
Info@truecaretherapy.com
Phone: (218)666-2697

Fax: (218)666-2620

PATIENT INFORMATION (Please Print)

LIVING ENVIRONMENT

Patient’s Name:

Responsible Party:

Relationship to Patient:

Address:

City:

State: | Zip:

[JPrivate Home [JPrivate Apartment
[JRented Room [JAssisted Living
[[JHomeless with or without shelter
[JHospice

[JOther

Home Phone: | Cell:

My home has:

E-mail:

Are you interested in receiving information via e-mail?

[yes [No

[Jstairs no railing [JStairs with railing [JRamps
[JElevator [JUneven Terrain

GENERAL HEALTH STATUS (Please Rate Your Health)

Sex: M [JF Age:

ClExcellent [JGood [JFair [JPoor

SSN: DOB:

Marital Status: [1Single [IMarried [JWidowed
[JSeparated [IDivorced

Have you had any major life changes during past year?
(eg, new baby, job change, death of a family member)

[Yes CINo

SOCIAL/HEALTH HABITS

EMPLOYER INFORMATION

Employer:

Tobacco Use[JYes [JNo Packs per day:

Address:

Former Smoker Year quit:

City: State: Zip:

Phone:

Alcohol Use [JYes [INo Drinks per day:
Day per week:

Occupation:

Do you Exercise beyond normal daily activities?

Working: [JFull Time [JPart Time [JStudent
[JRretired [JUnemployed

[dYes [ONo | Days Per Week:

FAMILY MEDICAL HISTORY (Please check all that apply)

EMERGENCY INFORMATION

Name of Nearest Relative:

Relation:

[OHeart Disease [JHypertension [JStroke [Diabetes
[Jcancer[pPsychological [JArthritis [JOsteoporosis
Other:

Phone:

SOCIAL HISTORY

PERSONAL MEDICAL HISTORY (Please check all that
apply)

List any cultural/Religious beliefs or wishes that might
affect your care:

With whom do you live?

[JAlone [Spouse only [JSpouse and others
[Ichild (not spouse) [JGroup Setting
[JOther Relatives [JPersonal Care Attendant

[other:|

Who referred you to the Therapist?

OArthritis [JBroken bones/fractures [JOsteoporosis
[IBlood disorders [JCirculation/vascular problems
[JHeart problems [JHigh blood pressure [IStroke
[JLung problems [IDiabetes/high blood sugar

[JLow Blood sugar [JHead injury [JMultiple Sclerosis
[OMuscular dystrophy [JParkinson disease [JSeizures
[CAllergies [JDevelopmental/growth problems
[OThyroid problems [JCancer

Oinfectious disease (eg, tuberculosis, hepatitis)
[OKidney problems [JRepeated infections
[JUlcers/stomach problems []Skin diseases
[ODepression

Oother:
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In the past year, have you had any of the following
symptoms? (check all that apply)

[IChest pain [JHeart palpations [ JCough [JHoarseness
[CIShortness of breath []Dizziness/blackouts
[JCoordination problems [JWeakness in arms or legs
[OLoss of balance [IDifficulty walking [JPain at night
[IDifficulty sleeping [Noint pain or swelling

[CLoss of appetite [INausea/vomiting

[IDifficulty swallowing [JBowel problems

[Jweight loss/gain [JUrinary problems
[JFever/chills/sweats [JHeadaches [JHearing problems
Clvision problems [JOther:

What makes the problem worse?

What it the goal you hope to achieve with therapy?

FUNCTIONAL STATUS (Check all that apply)

Difficulty with: [JBed Mobility [Jtransfers [JWalking
[Jself care (eg, toileting, bathing, eating, dressing)
[CJHome management (eg, household chores, shopping,

driving) [JWork/school [JRecreation/play activity
[IOther:

SURGICAL HISTORY: (Please list any surgeries. Include
Month and year of surgery)

MEDICATIONS (Please list any prescriptions)

Non prescription Medications

CJAdvil/Aleve CJAntacids Cibuprofen/Naproxen
[JAntihistamines [JAspirin [JDecongestants
[OHerbal supplements [ITylenol

[other:

CURRENT CONDION(S)/CHIEF COMPLAINT(S)

Describe the reason you’re seeking therapy

When did the problem begin? | Date:

What Happened?

Have you had the problem before? [JYes [INo

How long did it last?

What are you doing to help the problem?
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Please indicate Iocation of pain.
Pain Rating Scale®™ Mosby

Waorst

ottt =
[e] 1 2 3 4 5 8 T a8 9 10

None Mild Moderate Severe
@U @ @ @

NO HURT HLJRl'S HURTS
LITTLE EIT Lr 'I'TLE MORE EVEN MORE WHOLE LOT WORST
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