Monmouth Rehab Professionals
Patient Medical History

Name Date

Date of Accident

Please Circle Appropriate Response

1. History of a heart problem............................. Yes/No

2. Pace Maker..........coooi i, Yes/No

3. High Blood Pressure..........coovvvvviiiiiiinniennns Yes/No

O T o] P Yes/No

5. Tumors or Cysts Removed................ccoeevnee, Yes/No

6. TuberculosiS........c.oovviiiii Yes/No

7. SKIN DIsorders.........coviii i, Yes/No

8. HIV POSItIVE......oeiii e, Yes/No

9. LUNG DISBASE. .. .cuvitie i e et e Yes/No
10.ASthma. ... Yes/No
11.Are YOU Pregnant.......o.vevevie e e e e Yes/No
12.HeadacChes..........oovi i e, Yes/No
13 DIZZINESS. .. e et e e Yes/No
14.Blurred VisION.......oo i e e e e, Yes/No
15.Vomiting or NauSea.........covvvieiiriiiieiieeeen e, Yes/No
16.NUMDBNESS. ...e e e, Yes/No
17, ANNIIEIS. ..o Yes/No
18. OStEOPOIOSIS. .. vvveeteten e eeeee et e e e e aeeen Yes/No
19. Internal Implants (Metal or Plastic)....................... Yes/No
20. DIADELES. ..ot Yes/No
21 HEPatitiS. ... Yes/No
22.Circulation Problems.............cooo i Yes/No
23.Sensitivity to Heat or Ice Packs...............oooeeeeiil, Yes/No
24.08NBI ... Yes/No

Signature of Patient




