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MEDICAL HISTORY

1. How would you describe your overall health? Circle one

Excellant Good Fair Poor

2. Place a check mark next to any item that applies to you:

____ Heartdiseass __ Seizures ___Diabstes
___High bleod pressure __ Arthritis __ Headaches

___ Pacemaker __ Metal implants ___ Difficulty hearing
___ Difficulty with vision _ Heart attack ___ Pregnant

__ Frequent falls ___ Cancer ___ Dsteoporosis
____Breathing problems ___ Fractures, whera? ___ Stroks

___ Thyroid problems ___ Cther:

3. List any previous surgeries (type and approximate date):

4. List any allergies you have, including medications:

Completed by Reviewed by/Date
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MEDICATIONS:

Please list all medications (with dose) you are presently taking:

Prescription Medication (doseffreq.): |Over the Counter Medication (doseffreq.): Herbal Medication (doseffreq.):

Medication changes:

Completed by: Date
Reviewed by: Date
Reviewed by: Date
Reviewed by: Date
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