HEALTH HISTORY INFORMATION

Name: Date:

MEDICAL HISTORY

Name of Physician Phone:

-Are you currently under the care of a physician? OYes/NoO
Date of last physical?

-Have there been any changes in your general health or have

you been hospitalized in the last year? OvYes/NoO

If your answer is yes, please explain:

-Do you have any allergies or sensitivities? OYes/NoO

If your answer is yes, please list:

-Are you taking any medications? OvYes/NoO

Prescription / Over the Counter / Herbal? / Natural? OvYes/NoO

If yes, please list:

Please circle any of the following conditions you have or had in the past:

[CJAbnormal/Prolonged Bleeding/Blood Disorder

CJAlcohol/Drug Abuse? Treatment
ClAllergies
JAnemia
[ClArthritis / Rheumatism
[JArtificial Joint Replacement
[JAsthma
[IBruise Easily
Clcancer
[(JRadiation or Chemo-Therapy
Ccold Sores (Herpes)
[IDiabetes --Type:
[Eating Disorders
CJEmphysema
CJrainting / Epilepsy / Seizures
OGlaucoma
Clinfectious Disease
CTuberculosis (TB)
[OHepatitis — Type:
[HIv / AIDS
CJimmune System Disorders
[IMuscle / Joint / Facial Pain
[CINeck or Back Pain

Do you have any disease, medical conditions not listed above?

[JHeart Trouble:
[JArrhythmias/Palpitation
[CJArtificial Heart Valve
CJAngina / Chest Pains
CHeart Murmur

[JHeart Attack

[OHeart Surgery
[dPacemaker

CIswelling of Ankles
[JRheumatic Fever
[High Blood Pressure
[JcvA / Stroke

[CIScarlet Fever
[INervous Disorders
[IPsychiatric Treatment
[CJRecreational Drugs
[JSexually Transmitted Diseases
[JSinus Problems
[IThyroid Disease
[Ulcers

CIKidney Dysfunction / Disease
[CLiver Disorders

Women Only: Are you now or might be pregnant?QVYes/NoQ If yes, what Trimester?
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