Medical History
	
Name:						DOB: 
Primary Care:				Referral MD:
[bookmark: _GoBack]Height:                                                     	Weight:
Occupation______________________________________________________________________________
Reason for Visit: __________________________________________________________________________

Medical Conditions: Do you have:
Heart disease		Yes	No		Lung disease 			Yes	No
Asthma		Yes	No		Anemia			Yes	No
Blood disorder	Yes	No		Blood clotting disorder	Yes	No
Cancer			Yes	No		Diabetes			Yes	No
Drug Dependence	Yes	No		Chronic illness		Yes	No
Depression		Yes	No		Anxiety			Yes	No
Constipation		Yes	No		Diarrhea			Yes	No
Other Medical Conditions: _________________________________________________________
________________________________________________________________________________________________

List all Previous Surgeries:
1-_________________________________________	4-___________________________________________

2-_________________________________________	5-___________________________________________
3-_________________________________________	6-___________________________________________

Do you take:	                                            	  Family Medical History__________________
Do you Take Aspirin:             Yes     No             _______________________________________________
Do you Take Ibuprofen         Yes     No            _______________________________________________
Do you Take Birth Control    Yes    No
On hormone therapy              Yes     No

Please list ALL Medications and Herbal Supplements you are taking:
____________________________________________	______________________________________________
____________________________________________	______________________________________________
____________________________________________	_______________________________________________
____________________________________________	_______________________________________________

Allergies:
__________________________________________________________________________________________________________________________________________________________  Latex Allergy:	      Yes        No

Life Style:
Do you smoke?  Yes/No	Packs per day?  ________    How many years? _______________
Do you drink alcohol?  Yes/No	How much? ________________________
