CARROLLTON REGIONAL

MEDICAL CENTER
Outpatient Medical History and Screening
Patient Name: DOB: Height: Weight:
(Circle One: Mobile/Home/Work)  E-Mail:

Phone Number:

Appointment Reminders (Circle One): Call Text E-Mail or NONE

Emergency Contact: Relationship: Phone Number:

Home Address: City: State: Zip Code:
Referring or Primary Care Physician: Phone Number:

Religious/Cultural Needs: Yes or No Explain:

Spoken Language:

Preferred Language to Receive Healthcare Information for Patient/Guardian:

Reason for Visit/Goals for Rehab:

History of: YES

NO

YES

NO

Chest Pain/Angina

Diminished Sensation/Numbness

Hypertension Sensitivity to Latex/Adhesives
Hypotension Pressure Sores
Heart Attack Pacemaker/Defibrillator

HeartDisease

Bleeding/Bruising (in the past6 months)

High Cholesterol

Hypoglycemia

Smoking/Tobacco Use

Seizure Disorder

Diabetes

Dementia/Alzheimer’s

Light-Headedness/Fainting/Dizziness

Kidney Disease

Shortness of Breath

Asthma

Lung Disease/Emphysema/COPD

Ankle Swelling
Auto-Immune Disease Do you use oxygen?
Cancer/Tumors: Hearing/Speaking/Communication Difficulty

Radiation/Chemotherapy

Covid-19 Date:

Osteoporosis

Parkinson’s Disease

Osteoarthritis

Are you pregnant?

Rheumatoid Arthritis

Any difficulty with bowel

Rheumatic Disease Any difficulty with bladder
Stroke/TIA Night Sweats
Multiple Sclerosis Fever

Brain/Spinal Cord Injury

Special Learning Needs?

Fractures/Joint Replacement
Date: Area:
Date: Area:

Surgeries (last3months):
Date: Type:
Date: Type:

List any known allergies:

Are youin pain?

Location:

1.

2,

3.

4,
Checkone:

___lprovided a separate list of medications

Medications (List with Drug Name, Dosage, and Frequency)

b b

___lam not currently taking any over the counter or prescribed medications
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