Personal History
Check Areas Applicable To You:


Yes 
    No

1
Currently taking medications?

_____
_____
   Please list _________________

2.
Surgery – past 5 years?


_____
_____
   Please list _________________

3. 
Fractures – past 5 years


_____  _____
   Please list _________________

4. 
Physical Therapy- past 5 years

_____  _____
   Condition(s) requiring treatment


Occupational Therapy



_____  _____
   __________________________
Speech Therapy



_____  _____
   __________________________

5.
Do you have a blood pressure problem?
_____  _____
   How long? _________________
6. 
Do you have Diabetes?


_____  _____
   How long? _________________

7.
Do you have heart problems?


_____  _____
   Type/Symptoms _____________

8. 
Other health problems?


_____  _____     Please list: _________________

9.
Any other problems or conditions that
_____  _____
   Please explain: _____________


may affect your present treatment?

________________________________________







            ________________________________________
10. 
What are your goals for therapy?

________________________________________


____________________________________________________________________________

Social Services Screening

Physical illness and/or injury often produce unanticipated difficulties or alterations in living situations.  Therefore, Social Services are available to those clients who believe they could benefit from such assistance.  The social worker can provide short-term counseling; provide information regarding community services; assist in obtaining appropriate assistance and make referrals when appropriate.  Home visits are possible when necessary. 


Below is a brief questionnaire that you may complete if you so choose.  All questions are optional and responses will remain confidential.  If you desire no social services assistance at this point, be sure and complete question # 5.  However, these services remain available to you as long as you are a client at Greene Rehab Services. 

1. Name _____________________________________Age___________________________

2. Problem areas (check any that apply)

____     Emotional




_____ Leisure time

____     Social




_____ Help with daily routine

____     Financial




_____ Other
____     Family

3. Do you need information regarding community services and resources? __________
4. Additional information/comments:_____________________________________________

_________________________________________________________________________

      5.
      I do ______   Do not ______ request Social Services assistance. 






___________________________________






Signature (Patient/ Responsible Party)







