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NAME _______________________________ AGE _____  HANDEDNESS (right/left)
PAST & CURRENT MEDICAL PROBLEMS-Please circle all that apply.
sleep apnea

   
stomach ulcers 


muscle disease

high blood pressure

peripheral nerve disease
seizures


stroke



thyroid disease


memory disorder

diabetes


meningitis


depression

atrial fibrillation


cancer
(type:_____________)
fibromyalgia

pulmonary hypertension
heart attack/angina

spinal cord disease

high cholesterol


lung disease


psychiatric disorder

irregular heart rhythm

kidney disease


restless legs syndrome

congestive heart failure

attention deficit disorder
migraines

obesity                                             other______________________________________________

SURGERIES, list with approximate date: ____________________________________________

MEDICATION ALLERGIES: ________________________________________________________

CURRENT MEDICATIONS: list, including dose, and frequency, include over the counter meds.
____________________
____________________
____________________

____________________
____________________
____________________
____________________
____________________
____________________
FAMILY HISTORY: please list significant MEDICAL conditions.  If deceased, indicate age.
Mother _____________________________  Father ______________________________

Brother(s) Sister(s) _________________________________________________________

Children _________________________________________________________________

SOCIAL HISTORY

Highest degree/level of education ________ Occupation ___________ Do you live alone? ___

Do you smoke?_____ If so, packs per day? _______How long? _______ Date quit? _________

Do you drink alcohol? _____ If yes, how many drinks per week on average? _______________

Do you drink caffeine? _____ (coffee, tea, colas) __________ How many per day? __________

Do you exercise? _____ If yes, how often? __________________________________________

SYSTEM REVIEW-please circle all that currently apply

poor sleep

heat/cold sensitivity
anxiety/panic attacks
numbness

daytime sleepiness
palpitations

hallucination

fatigue

weight loss/gain
chest pain

muscle cramps

hot flash/sleep hot

back/neck pain

joint pain/swelling
shortness of breath
depression

frequent headaches
nausea/vomiting
loss of urinary control
other:_____________
