The Saratoga Hospital
) Name:
Regionegl Therapy Center : 1
211 Church Street s Saraioga Springs, NY 12866 ! |
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(518) 583-8383 _
Date of Birth:
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Medical History
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Yes No [If yes, please specify Updated §

et

Allergies ..o, 3 3 |
Arthritls O

Diabetes v e O

High blood pressure ..o veceeas i
SHOKE i [

Injuries (e.g. fractures, spraing, efe) ... O

Back/neck problems ................. O

Persisient cough, .l O

Difficulty hreathing......oooococvvnns 8

Difficulty swallowing.................. B

Abdominal pain. ..o 13

Bowelfiladder problems ........... O

Persistent haadaches................ O

Visionfhearing problems ........... [0

RasivSkin problems .. 0

Bieeding disorder.................... |

Dizziness, Hghtheaded........cee. i

TORACCO USE ..o e aeemeenns d

Afcochol Use ..o i3
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Pregnant NOW .....c.cocvevvnnn &

Recent {iness or exposure to;
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Chicken DX v, 3
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The Saratega Hospital
Begional Therapy Center Name:

21f Chureh Street « Saratoga Springs, NY 12866
(513) 583-8383
‘ Date of Birth:

Medical History
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Are you on a grescriad/special diat? ... J Yes £ No

If ves, do you have any guestions about your dist? . I Yes 0 No

Do vau have any medical concems of guestions at this HMa? . s 0 Yes 0 No
I yes, please explain:

Have you been hospitalized in the past 3yRAIS? i 1 Yes I Ne

If yes, wher and for what reasaon, including surgery:

Pleass list ail medications {prescription and over the counter) that you, are taking at this time: {or atlach your figh

. Name of Mediealiah.. e RSSO Dogtor Praseribiog...... | Undated....,
]
!
2
3
o
]
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|
Do you have any questions regarding any of your medications? ... I Yes CNo

Have vau had any of the following before?
Yes Mo  {if so, what for?)
Physical Therapy..c.vcvveene 3 0

Cecupational Therapy ... O

Speach ThEaPY ..o o R

Other therapies .ovvvervve. @ 13

Are you currently receiving any type of home cars, therapy or chitopractic care? ... I Yes
if yea, please describe type and freguenoy:

1 No

Do you have any hospital equipment, therapy eguipmen, or exercise equipmeant? ..., {1 Yes
if yes, please describe;

3 No

Do you have any difficulties taking care of vourself and/or Working? e eceincsnins s - 3 Y68
if yes, please describe:

1 No

Is the injury or problem you will be receiving therapy for today related to © 1 Motor Vehicle Accident
1 Work-Related incident

What is your expectation for either your vigit or reatment oulcoms?

Peatient or Representative Signature Date

Batient or Representative Sighature Updated on
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