Medical History
Have you been treated for any conditions in the last year? | |[No | Yes
If yes, please describe
Date of last physical exam ______ Is there a chance that you are pregnant? | |[No | _|Yes
Have you had X-rays taken? | [No | |Yes If yes, where?
What medications are you taking and for what conditions (Please list dosage and amounts, etc). ____

What vitamins, minerals, or herbs do you currently take? (Please list for what condition, dosage, and frequency).

Have you ever: No Yes Briefly Explain
Broken bones? — N
Been hospitalized? i ]
Been in an auto accident? | |
Had Sprains/Strains? ] [
Been struck unconscious? || |
Had surgery? L] [
Family History
Family Member Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)
Habits: None Light Moderate Heavy
Alcohol I ' Y - Do you experience pain
|| Ll every day? [ []
Coffee | , | — Do your symptoms interfere
- o with daily life? [ ]
Tobacco L L 1 ! Does pain wake you up B
Drugs o L] I T at night? Ll -
Are your symptoms worse
Exercise E [ N | during certain times of - .
the day? [
Sleep L [ (I I Do changes in weather o -
: . — affect your symptoms? o e
Appetite = ! L] = Do you wear orthotics? ] ]
Soft Drinks | I I (] Do you take
- vitamin supplements? j j
war L H L L] What activities aggravate
Salty Foods E i ] | | your symptoms?

rl

Sugary Foods

Artificial Sweeteners | |



