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CENTERS OF EXCELLENCE 
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Visit us on the web: www.striverehab.com 

 

PERSONAL MEDICAL HISTORY 
 
The following is for your personal medical history (not family).  If you have been treated/diagnosed for any of the following, please 
briefly describe treatment and/or medications. 
 

Patient Name: ________________________________________________________ Date: ____________________ 
 

YES NO 
 ______________________________________________________________ High Blood Pressure ٱ ٱ

 

 ___________________________________________________________________ Heart Disease ٱ ٱ
 ___________________________________________________________________ Heart Surgery ٱ ٱ
 ____________________________________________________________________ Heart Attack ٱ ٱ
 _____________________________________________________________ Pacemaker (list type) ٱ ٱ
 _______________________________________________________________ Bleeding Disorders ٱ ٱ
 _____________________________________________________________ Circulation Disorders ٱ ٱ
 _________________________________________________________________________ Stroke ٱ ٱ
 _______________________________________________________________________ Diabetes ٱ ٱ
V 

 _______________________________________________________________________ Epilepsy ٱ ٱ
 _______________________________________________ Problems w/Eyes (glasses or contacts?) ٱ ٱ
 _____________________________________________________ Problems w/Ears (hearing aid?) ٱ ٱ
 _____________________________________________________ Currently Pregnant (due date?) ٱ ٱ
 ___________________________________________________________ Allergies (medication?) ٱ ٱ
 ____________________________________________________________ Asthma (medication?) ٱ ٱ
 _____________________________________________________________ Respiratory Problems ٱ ٱ

 _________________________________________________________________________ Cancer ٱ ٱ
 _____________________________ Metal Implants (including IUD’s, bullets, staples, plates, etc) ٱ ٱ
 _____________________________ Raynaud’s Phenomenon (or other sensitivities to temperature) ٱ ٱ
 _________________________ Infections (positive blood test for: Hepatitis, AIDS, HTLV-III, etc) ٱ ٱ
     __________________________________________________ ?Major Surgery? What body part ٱ ٱ

Procedure? _______________________________________________________ 
  

 ______________________________________________________________ Current Medications ٱ ٱ
 ______________________________________________________________ Other/Miscellaneous ٱ ٱ

 
Signed: ________________________________________________________   Date: ________________________ 
Persmedhis.rev 5/06 

NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

I have received the Practice’s Notice of Privacy Practices and understand that my protected health information may be used by the 
Practice as described in the notice. 
 
Signed: ________________________________________________________   Date: ________________________ 


