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                                                                                                     Health History


Please circle any health concerns (past or current):
Back problems			skin disorder/sensitivity 		abdominal pain		 neurological problems
neck problems 			seizures 			high/low blood pressure	 excessive hunger
high blood pressure		joint pain 			muscular aches/pain 	 poor appetite	
other ____________________________________________ 

Please circle any conditions you have:
alcoholism 	    anemia 	       arthritis	               eczema			diabetes	    diphtheria	       herpes		    emphysema	       epilepsy 		goiter 			heart disease	    influenza	       arteriosclerosis	    hepatitis	       HIV 			pneumonia		mononucleosis        cancer	       multiple sclerosis    mumps	       pleurisy	               	polio     			varicose veins  	    stroke                            gout		    measles	       auto immune disease    
other __________________________________________________


Are you currently taking:          pain killers             muscle relaxers          blood pressure meds.          antidepressants 
[bookmark: _GoBack]        birth control          tums
List any current medications: _______________________________________________________________________________________________________

List any surgeries and the year: _______________________________________________________________________________________________________

Do you have any surgical implants:        spinal fusions         joint replacement          pacemaker         other (explain)
_______________________________________________________________________________________________________

Have you ever been in an auto accident or other serious injury?    Y/N	Were you knocked unconscious?    Y/N
If yes, please explain: _______________________________________________________________________________________________________

Have you been hospitalized other than surgery?    Y/N          If yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have allergies to:        drugs	 food              environment

Habits:         smoking packs/day____          alcohol drinks/day____         coffee cups/day____          other_____________________

Exercise:       none           moderate               daily 	Type: _________________________________________________________


Women only - 
Are you pregnant?    Y/N	 Number of children:____________

Signature__________________________________________________	               Date:_______________________________________

