
Medical History

1. Do you take any medications on a regular basis?  (Include

prescription, over the counter medications, and vitamins.)

 ____ Yes     ____  No

If yes, please specify:_________________________________

2.  
Are you allergic to any medications?
____Yes
   ____ No

If yes, Please specify: _________________________________

3.
Have you ever been diagnosed by a doctor as having any of the following medical problems?  Put a check mark by all that apply.

	· Alzheimer’s Disease

· Anemia

· Aneurysm

· Angina (Heart Pain)

· Arthritis

· Asthma

· Atherosclerosis

· Bursitis

· Cancer, specify_____________ 

· Cardiovascular Disease

· Cerebral Palsy

· Chronic Obstructive Pulmonary

     Disease (Emphysema)

· Cirrhosis

· Dementia (Memory Problems)

· Diabetes (High Blood Sugar)

· Dermatitis

· Diverticulitis  

· Epilepsy (Seizures)

· Gall stones

· Gastrointestinal Problems

· Glaucoma 

· Gout

· Heart Disease

· Hypertension (High Blood Pressure)

· Kidney Disease
	· Liver Disease

· Multiple Sclerosis

· Muscular Dystrophy

· Myocardial Infarction (Heart Attack)

· Nervous Condition

· Neuritis

· Osteoporosis

· Parkinson’s  Disease

· Pituitary Problems

· Prostate  Problems

· Psoriasis

· Rheumatism

· Shingles

· Slipped Disc

· Spinal Cord Injury

· Spine Curvatures

· Stroke (cerebrovascular accident)

· Tendonitis

· Thyroid Problems (Too High or Too Low)

· Transient Ischemic Attack (TIA’s)

· Tuberculosis (TB)

· Tumors

· Ulcer

· Other, specify_______________ 




