PAST HEALTH HISTORY
Please indicate it you currently have or have had any of the following in the past:

AIDS/HIV                      □yes           		Herniated Disc		 □yes 
AD/HD		              □yes          		Herpes Type I	   	 	□yes 
Alcoholism	              □yes           		Herpes Type II      	 	□yes 
Allergies	              □yes                          High Cholesterol	 	□yes 
Arthritis                         □yes                             High Blood Pressure	   	□yes
Anemia	              □yes           		Joint Replaced	  	□yes 
Autoimmune Disease	  □yes                          	Joint Injury	   		□yes
Cancer		              □yes           		Kidney Disease	   	□yes
Concussion	              □yes                          Liver Disease	   		□yes
Depression	              □yes                          Lung Disease	   		□yes
Drug Addiction	  □yes           		Multiple Sclerosis  		□yes
Eating Disorder	  □yes           		Neurological Disease 		□yes
Eye Disease  		  □yes                          Neuralgia 			□yes
Chicken Pox	  	  □yes                          Osteoporosis			□yes 
Diabetes	 	  □yes           		Osteoarthritis	   		□yes 
Epilepsy            	  □yes           		Pacemaker	  		□yes 
Fractures	  	  □yes           		Parkinson’s	   		□yes 
Glaucoma	  	  □yes           		Prostate Issues  	 	□yes 
Gout		  	  □yes           		Rheumatoid Arth.  		□yes
Headaches	              □yes           		Sleep Disorder	  	□yes 
Heart Disease	  	  □yes           		Stroke		   		□yes 
Heart Attack	  	  □yes           		Thyroid Issues	  		□yes 
Hearing Loss 	  	  □yes 			Venereal Disease  		□yes
Hepatitis	  	  □yes                          Other Condition(s) Not Listed:
Hernia		  	  □yes      		_________________________________________     

Have you ever had major injuries from a Fall, Sports, Exercise, Car Accident, Work or at home that require medical care?  □ yes □ no If yes, please explain: _________________________
______________________________________________________________________

Have you ever had Surgery?	□ yes □ no If yes, please explain: ________________________
______________________________________________________________________

Please List Current Medications:______________________________________________
______________________________________________________________________

Please List all Supplements/Vitamins: ____________________________________________
_____________________________________________________________________

PHYSICAL ACTIVITY/EXERCISE

Work Activity: □sitting □standing □light labor □heavy labor

Do you Exercise? □ yes □ no If yes, what type and how often? __________________________
____________________________________________________________________________
