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Physical Therapy Medical Screening Questionnaire 
 

  Name: _____________________________________   Gender: ❑ M  ❑ F   Age:              Height:                  Weight:                 
 
  Hand Dominance:  ❑ R  ❑ L   Occupation: ____________________ Place of Employment: __________________________ 
 
 
  Past Medical History 
 
 Relevant past surgical or hospitalization history:       Please list all current medications: 
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    ❑    ❑ thyroid problems 
     ❑    ❑ heart problems       ❑    ❑ lung problems    ❑    ❑ diabetes            
     ❑    ❑ chest pain/angina      ❑    ❑ asthma    ❑    ❑ osteoporosis 
     ❑    ❑ high blood pressure      ❑    ❑ osteoarthritis    ❑    ❑ multiple sclerosis 
     ❑    ❑ circulation problems      ❑    ❑ rheumatoid arthritis   ❑    ❑ fibromyalgia 
     ❑    ❑ blood clots       ❑    ❑ other arthritic condition   ❑    ❑ eye problem/infection 
     ❑    ❑ stroke        ❑    ❑ 
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