Medical History Information
LIST SURGERIES AND DATES:

| Primary Physician Name:
Current and past illness /Conditions: Indicate past or present.
O MDS O Cancer Ei::;:;“"“s““"" ?cl'::';‘s“l‘;“ O Spinal Disc Disease
|
. ] i O
i Cirrhosis/hepa | [ Hi O Thyroid )
O Niergies o O High blood pressure | O Pacemaker wrouble Epilepsy
. . O Prostate O
O Anemia O Diabetes O HIWARC wouble Tuberculosis | O Stroke
i i O Joint
O Arthritis iDni::z'“"a“’" O Kidney trouble ,De‘z':“““"'““ O Ulcer Replace
ment
- 0
O Asthma Diverticulitis | ' LoW Blood Pressure | O Scoliosis O Polio Defibrilla
tor
O Bone O Mental/ Emotional i , O
fracture O HayFever | pucsicuity O Sinus trouble © STD'S Pregnant
Other:
Family History:

Anemia: Mother O Father O Sister O Brotherm Scoliosis: Mother O Father O Sister O Brotherr
Arthritis: Mother O Father O Sister O Brother Thyroid Mother O Father O Sister O BrotherC
Cancer: Mother O Father O Sister O Brotherm Emotional Difficulty: M C F O Sister O Brothero

Liver: Mother O Father O Sister O Brother Mult Sclerosis: M O Father O Sister O Brother
Diabetes: Mother C Father O Sister O Brotherm Kidney: Mother C Father O Sister O Brother
Heart: Mother O Father O Sister O Brothero High Blood Pressure: M C F O SisC1 Broo
Smoking History?
Aicohol? O NeO Yes Exercise? 0 NoO Yes

Caffeine? 0 NoJ Yes

O NoO Yes Presently Smoking? . Hours per week?
Drinks perweek? [ NoO Yes DFiuks Dar ayo Light / Moderate / Strenuous
Packs per day?
Signature: Date:

All questions contained in this questionnaire are strictly confidential and will hecome part of your medical
record.
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