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Past Medical History

Name: Date:

Have you ever been diagnosed with any of the following conditions? (Please circle all that apply)

Cancer Y N Heart Attack Y N
Diabetes Y N High Blood Pressure Y N
Heart Disease Y N Osteoporosis Y N
Chest Pain Y N Stroke Y N
Hepatitis Y N Rheumatoid Arthritis Y N
Seizers Y N Bronchitis Y N

Has anyone in you immediate family ever been diagnosed with any of the following conditions?

Cancer Y N Heart Attack Y N
Diabetes Y N High Blood Pressure Y N
Heart Disease Y N Osteoporosis Y N
Chest Pain ¥ N Stroke ¥ N
Hepatitis Y N Rheumatoid Arthritis Y N

In the past 3 months have you experienced any of the following:

A change in your health

Unexplained weight change
Numbness/Tingling

Difficuity swallowing

Shortness of breath

Change in bowel and/or bladder function
Upper respiratory tract infection
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Please list any prescription medications you are taking:

Please list any recent/relevant past surgeries:

Are you Currently: Are your symptoms getting (please circle):
Pregnant Y N Better Worse The Same

Depressed Y N

Do you, or have you in the past, smoked tobacco? Y N

If yes, packs/week How many years:

If you quit, when did you quit?





