
 
Health Screening Form 

 
Reason for Visit Today: ___________________________________________________________ 
 

 
History of Present Illness: _________________________________________________________ 
______________________________________________________________________________ 
 
Past Medical History (Circle) 
 
Heart Problems Hepatitis A or B Vision Problems Pacemaker/Defibrillator 
Hypertension  Hepatitis C  Parkinson Disease Seizure Disorder 
Vascular Disease HIV Positive  Alzheimer Disease Hearing Loss 
Stroke   Rheumatoid Arthritis MRSA   Currently Pregnant 
Diabetes  Obesity  Kidney Disease Psychiatric Problems 
Osteoarthritis  Alcoholism  Osteoporosis  Pulmonary Disease (TB) 
Other: ________________________________________________________________________ 
 
Previous Surgeries/Orthotic Care: __________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
ADLs, Recreational Activities: ______________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Living Status:    Alone/Without Assistance_____    Home with Assistance_____    

Long Term Care Facility_____ 
 

Treatment Past and Current: ______________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
 
Pain:   0 1 2 3 4 5 6 7 8 9 10 
      No Pain         Moderate          Worst Pain 
                   Possible  


