Follow-up appointment with referring physician (date/time):

Current medications (names only): OList provided

Have you received outpatient and/or home health therapy within the past 12 months? OYes ONo

If YES, where: # visits:

Surgeries/Hospitalizations related to this condition (location and date):

X-rays/MRI/Diagnostic tests related to this condition (location and date):

Have you ever had any of the following - Please mark appropriate box and comment as needed:
YES NO IF YES, PLEASE EXPLAIN:

Medication allergies

Latex sensitivity/allergy

Adhesive sensitivity/allergy

Food sensitivity/allergy

Pool Chemical sensitivity/allergy

Arthritis/neuritis

Diabetes

Broken bones

Concussion/head injury

Dizziness

Shortness of breath

Stroke

Swallowing difficulties

Frequent/severe headaches

Cardiac/Heart Issues

Cancer

High blood pressure

Seizures

Pacemaker/Defibrillator

Medication Pump/Spinal Stimulator
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Other Surgeries

WOMEN ONLY: Are you now or could you be pregnant? Yes (ONo

Completed By: Relationship to Patient: Date:

IF UPDATING INFORMATION CONTAINED ON THIS FORM: (Apply initials and date next to each change).

Updated by: Relationship to Patient: Date:

Patient:

Unit #: J///llya Hanover Hospital
DOB: Rehab Centers
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