                                                                   PATIENT HISTORY
Patient Name: ___________________________________________DOB:_________________
Medication Allergies:___________________________  Reaction:_______________________
Other Allergies:________________________________  Reaction:_______________________

 PLEASE MAKE AN  (X) BY ANY OF THESE CONDITIONS YOU MAY HAVE OR HAVE HAD IN THE PAST:
___Heart Disease         
                 ___Liver Disease        
            ___ Lumbar Spine Disorder
___High Blood Pressure                      ___Bowel Disease
            ___Severe Headaches
___High Cholesterol 
                 ___Cancer (past or present)        ___Tuberculosis/TB
___Lung Disease

                 ___Anemia                                      ___Muscle Disease
___Diabetes


 ___Blood Clots

            ___Mental Health Problems
___Hypoglycemia (low glucose)        ___Bleeding Tendency                  ___Depression
___Thyroid Disease

 ___Stroke

            ___Chronic Skin Disease
___Stomach Disease

 ___Seizures

            ___Sleep Apnea
___Nerve Impairment
                 ___Kidney, Bladder, or Prostate Disease         ___Other____________________   ___Joint Replacement
            ___Cervical Spine Disorder

  





CURRENT MEDICATIONS (include non-prescription products)
1)________________________mg   2)_________________________mg                                      3)________________________mg   4)_________________________mg                                     5)________________________mg   6)_________________________ mg
7)________________________mg   8)_________________________ mg                    9)________________________mg   10)_________________________mg




     PERSONAL HABITS
Do you drink caffeinated beverages (coffee, tea, soda)? ____  Daily intake? ____ Years of use: _____
Do you drink alcoholic beverages?____ If yes, ____ drinks ( ), ( )week, ( )month.  Years of use:____                                                                                                                                                      Do you smoke or chew tobacco?_____ If yes,____/day.  Years of use :_______.  If no, any prior nicotine use? ____ Years of use:____



      MAJOR SURGIRES
Approximate Date: __________________   Surgery:________________________________________
Approximate Date:__________________    Surgery:________________________________________
Approximate Date:__________________    Surgery:________________________________________
Approximate Date:__________________    Surgery:________________________________________
WHAT PROBLEM(S) ARE YOU BEING SEEN FOR TODAY? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
