
Oaklawn Hospital Physical Rehabilitation Center  
Medication/Surgery List 

  
Name: ________________________ FIN: _____________________ 
Date of Birth:  __________________ Male      or       Female  
  
Do you have a pacemaker?      YES or NO  
Are you allergic to latex?       YES or NO  
Do you have any other allergies?    YES or NO  
Do you have an Advanced Directive? (Living Will, DPOA, etc) YES or NO  

   
HAVE YOU RECEIVED ANY PRIOR PHYSICAL  
THERAPY IN THE LAST 12  MONTHS?   YES OR NO  
 
DATE OF SERVICE: _____________ LOCATION: ________________ 

Current Medications (One per line)  Reason for Use 
  
________________________________________  __________________ 
  
________________________________________  __________________ 
  
________________________________________  __________________ 
  
________________________________________  __________________ 
  
Please list any additional medication on back of this sheet 
  
Previous Surgeries 
  
Surgical History   Please list surgeries/include dates if known (within last 5 years) 
_______________________________________________/_____/_____ 
_______________________________________________/_____/_____ 
_______________________________________________/_____/_____ 
_______________________________________________/_____/_____ 

  
  

Is this visit related to any accidental, work related or motor vehicle accident?        
Yes          No  
Date of Accident: _______________     Time of Accident: __________________ 

  
  
 Family Physician: _____________________________ 

Send notes if requested by family Physician?      YES         NO 
  
If you are interested in receiving Oaklawn newsletters or would like to be added to our web page 
mailing list please include your email address:   
  
__________________________________________________________ 
Medication/Surgery sheet 2012 


