MEDICAL HISTORY INFORMATION FORM

Current weight:

___________
Name:  ____________________________  



Current height:

___________
Date:    ____________________________
Weight 5 years ago:

___________
BMI: ___________________

List of medications:

Med

          Dose
          Schedule
               Reason taking it

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Put checkmark in the box:

· Head injury

· Hemorrhage

· Meningitis


· Migraine


· Multiple Sclerosis

· Parkinson’s

· Seizures 


· Stroke



· Shingles

· Chest pain
· Irregular Heart Rhythm

· Congestive Heart Failure

· Heart Attack

· Vision problems
· Blood clots

· Asthma

· Colitis

· Constipation

· Gastric Ulcer Disease

· Gastric bleeding

· Pancreatitis

· Heartburn

· Esophageal Reflux
· Cystitis

· Kidney Stones

· Menopause

· Ovarian Cysts

· Pelvic Inflammatory Disease

· Kidney failure

· Blood disorders

· Chronic Pain
· Pneumonia

· Tuberculosis

· Cancer

· Diabetes

· Thyroid problems

· Obesity

· Gout

· Arthritis

· Fibromyalgia

· HIV disease

· Psoriasis

· Hives or rashes

· Dental problems

· Grinding teeth

· Sleep Apnea

· Restless Legs

· Hepatitis

· Hypertension 

· Liver Disease

Other: __________________________________________________________________

List Surgeries with dates:____________________________________________________

