MEDICAL HISTORY
Do you currently, or have you ever had any problems in the following areas? CIRCLE YES OR NO.

PLEASE LIST ALL MEDICATIONS BELOW

Vascular / Cardiovascular:............... Yes No
(0171 i RS Yes No
high Blood Pressure............ Yes No
heart Disease. ... occiisesis Yes No

Respiratory........cccoereeieeiencnne. Yes No
asthma.........cooeeeeieiin . Yes No
emphysema.............c.coo.u..e. Yes No

Bones / Joints / Muscles.................. Yes No
BIEBTIMS. .coocivvininsesnsarammasionans Yes No
muscle Pain.......................... Yes No

Lymphatic / Hematologic:............... Yes No
ANETNIR. .. eeeeereeiieeeeeene Yes No
bleeding Problems................ Yes No

Endocring:.........ocoeeeieeiieiieee Yes No
thyroid problems................ Yes No

Ears, Nose, Throat, Mouth:............. Yes No
AMerpIes s Sunaans Yes No
sinus problems...........cccceeee. Yes No
dry mouth(Sjogrens disease).. Yes No

Newrologicals. ..o comenamenn Yes No
headaches: .. lubssmenitasmns Yes No
SEIZUICS: -ozeois o svenissn o Yes No

Gastrointestinal:.............c.occivmanns Yes No
diarrhea (Chrones Disease).. Yes No
constipation............c..cc....... Yes No

Integumental:.............ccccooooiiiinnn. Yes No
skin problems...................... Yes No

Constitutional.................c.ccceceurne... 'Yes No
weight loss / weight gain...... Yes No
1<) | O R T Yes No

Genitourinary:........coovveeveerverieenenns Yes No
Kney e neiasunmns Yes No
11170 [ 7 S e Yes No

Allergic / Immunologic................... Yes No

Psychiatric:........cccocevriiiiiiiicceeene Yes No
AEPESSSION. ivcisbesvessvnsivasosnss Yes No
behavioral preblems.............. Yes No

Social History: :
alcohol use............................ Yes No

Y (o107 T Yes No

Please list any other medical conditions or medications not covered by the above list:

SIGNATURE:




