REHABILITATION ASSOCIATES, INC.

	 (  1931 Black Rock Tpke

       Fairfield, CT 06825

       (203) 384-8681

       (203) 384-0722 FAX
	(  2900 Main Street

     Stratford, CT 06614

     (203) 378-0092

     (203) 375-4540 FAX
	(  555 Bridgeport Ave

     Shelton, CT 06484

     (203) 922-1773

     (203) 924-2334 FAX
	(  670 Boston Post Rd

     Milford, CT 06460

     (203) 783-1997

     (203) 783-3997 FAX
	(  728 Post Road East
     Westport, CT 06880

     (203) 341-0488

     (203) 227-8809 FAX


MEDICAL DATABASE

Patient Name: ________________________________________
Today’s Date:______________________

Date of Birth: ____________ Age: _____ Best Phone # to Reach You During Business Hrs. _____________

Primary Doctor: _______________________________________
Primary M.D. Phone #_______________

Referring Doctor: ______________________________________
Referring M.D. Phone #______________

Medical History:  Please indicate whether you have been diagnosed with or treated for any of the following:

Diabetes / Neuropathy                 
             Seizures                                Stroke/Head Injury

High Blood Pressure


                 Visual Problems
        Heart Problems / Pacemaker

Cancer: Where?__________________ 
             Headaches                 
        Gastrointestinal Problems

Fractures: Where?________________
                 Arthritis                    
        Dizziness / Loss of Balance

    Osteoporosis           
                                         Lung / Breathing Problems   MRSA or C. Difficile (C. Diff)

Other Medical Conditions (thyroid, lupus, MS, lyme disease etc.) _________________________________________

Is Your Problem Related to Any of the Following?

· Auto Accident     Date of accident _________  
                                    Driver  _______  Passenger_______  Were you wearing a  seatbelt?  Yes   No

· Work Injury        Date of Injury  _________
· Sports Injury       Date of Injury  _________
· Other (ie. slip, fall etc.)       Date of Injury  _______  Where? ____________________________________
· Surgery                 Date of Surgery  ________
                                     Do you have hardware (screws, plates, etc.) as a result of surgery? __________________

· No Specific Injury    How long have you had this problem?     Days​​​​​_____  Weeks_____   Months____

Have you had this problem before?    Yes ______  No _______         If yes, how was it treated?  

Physical / Occupational Therapy ________  Injection _________ Chiropractic _______  Accupuncture _____

Holistic _________  Other __________________________________________________________________
Have you had any diagnostic tests performed?  X-Rays _________ MRI _________  Scans _________

                                                                                        Other ________________________________________
THE SECTION BELOW FOR THERAPISTS ONLY:__Please turn over and complete back side______
Diagnosis: ________________________________________________________   Onset Date: ____________


Patient is aware of diagnosis and prognosis as discussed with clinician.

Surgery / Procedure: _______________________________________________   (See above for date)

Contraindications: _________________________________________________________________________

Additional History / Comments:

Please list any previous injuries or surgeries and their dates:   None    See Below    See Attached List

1)__________________________  Date:__________  3)__________________________  Date:__________

2)__________________________  Date:__________  4)__________________________  Date:__________

Is there any possibility you may be pregnant at this time?  Yes ____    No ____

Do you have a permanent disability rating?  Yes _____ No ____  If yes, for what? _____________________

Medications: List all medications and supplements you take and the doctor (if any) who prescribed them:

Medications:
 None    See Below    See Attached List


	  Medication
	Prescribing Doctor
	Medication
	Prescribing Doctor

	1.
	
	5.
	

	2.
	
	6.
	

	3.
	
	7.
	

	4.
	
	8.
	


List ALL Allergies: _______________________________________________________________________

Health Habits and Lifestyle:

· Do you smoke?   Yes_____  No _____    If yes, how much? _________________________________

· Do you drink alcohol? Yes _____   No _____   If yes, how much? ___________________________

· Height  ______   Weight ______Have you gained or lost weight in the past year? Yes ____No___ 

      If so, how much? Gained______  Lost_______

· Do you exercise at a gym, swimming pool, home or other facility?  Yes _____    No_____

· Do you have a history of anxiety or depression?  Yes ______  No ______
Social /Occupational:  Please indicate all roles in which you participate:

Employee _____  If checked, what is your occupation? _____________________________________________

Parent _______   Caregiver  _______   Student  _______   Retiree  _______  Other; Specify  _______

Hobbies / Interests: _________________________________________________________________________

Is there any further information that would assist us in providing your care?  ____________________________

__________________________________________________________________________________________

Date of next appointment with your referring physician: ____________________________________________
I verify that the information provided above is accurate to the best of my knowledge.

Signed: ___________________________ Name:  ____________________________

                (Patient Signature)



(Print Name) 

To Be Completed by Clinician.  Do Not Write Below this Line.

· Social and/or vocational screening completed.  

                  No additional referrals indicated.

            Needs identified during screening:_____________________________

                                   (Services suggested)

            
Patient has been informed of all available services at Rehabilitation Associates, Inc.

Reviewed by:_______












(Therapist Initials)
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