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Patient's Name:

Medications Continued.

Name: Dosage: Frequency:

Name: Dosage: Frequency:

Have you been in an auto accident or had any other personal injury?     q Y    q N      

If yes, please describe:

Indicate if you have any immediate family members with any of the following:

qRheaumatoid Arthritis qDiabetes qLupus

qHeart Problems qCancer qALS

Please mark any conditions that apply:

qAIDS/HIV qDiabetes qLiver Disease qRheumatoid Arthritis

qAlcoholism qEmphysema qMeasels qRheumatic Fever

qAllergy Shots qEpilepsy qMigraine qScarlet Fever

qAnemia qFractures qHeadaches qSexually Transm. Disease

qAnorexia qGlaucoma qMiscarriage qStroke

qAppendicitis qGoiter qMonomucleosis qSuicide Attempt

qArthritis qGonorrhea qMultiple Sclerosis qThyroid Problems

qAsthma qGout qMumps qTonsillitis

qBleeding Disorders qHeart Disease qOsteoporosis qTuberculosis

qBreast Lump qHepatitis qPacemaker qTumors, Growths

qBronchitis qHernia qParkinson's Disease qTyphoid Fever

qBulimia qHerniated Disk qPinched Nerve qUlcers

qCancer qHerpes qPneumonia qVaginal Infections

qCataracts qHigh Blood Pressure qPolio qWhooping Cough

qChemical Dependency qHigh Cholesterol qProsthesis qOther______________

qChicken Pox qKidney Disease qPsychatric Care ______________________

What habits do you currently do?

qSmoking Packs/Day_____________ qAlcohol Drinks/Week___________ qCoffee Cups/Day____________

What activities do you do at work?

qSit: qMost of the day qHalf of the day qA little of the day

qStand: qMost of the day qHalf of the day qA little of the day

qComputer Work: qMost of the day qHalf of the day qA little of the day

qOn the phone: qMost of the day qHalf of the day qA little of the day

Print Patient Name: Date:

Patient Signature: Date:

Parent/Guardian Signature: Date:
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