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_____  Adhesive Tape _____________________ 
_____  Aspirin ____________________________
_____  Caffeine ___________________________
_____  Cipro ______________________________
_____  Codeine ___________________________
_____  Cortisone __________________________

_____  Environmental _____________________
_____  Foods _____________________________ 
_____  Iodine / Betadine ___________________
_____  IV Contrast Dye ____________________
_____  Latex _____________________________
_____  Novocaine _________________________

_____  Pain Medication ____________________
_____  Penicillin __________________________
_____  Sulfa Drugs ________________________
_____  Tetracycline ________________________
_____  Other ____________________________

_____       _______ A-Fib 
_____       _______ Acid Reflux GERD, Stomach Ulcer 
_____       _______ ADHD
_____       _______ Anxiety 
_____       _______ Arthritis (Type) 
_____       _______ Asthma 
_____       _______ Autism 
_____       _______ Back Problems (Sciatica / Spinal Stenosis, DJD) 
_____       _______ Bleeding Disorder 
_____       _______ Cancer   Type: _________________________ 
_____       _______ Cardiac Disease (Heart Disease) 
_____       _______ Cataracts, Macular Degeneration 
_____       _______ Congestive Heart Failure 
_____       _______ COPD 
_____       _______ Dementia / Alzheimer's 
_____       _______ Depression 
_____       _______ Developmental Delay 
_____       _______ Diabetes - (Type 1, Type 2) 
_____       _______ Diverticulitis 
_____       _______ Fibromyalgia 
_____       _______ Glaucoma / Eye 
_____       _______ Gout 
_____       _______ Headaches / Migraines 

_____       _______ Hearing Loss 
_____       _______ Heart Attack / Stroke 
_____       _______ High Cholesterol 
_____       _______ Hypertension (High Blood Pressure) 
_____       _______ Knee / Hip Problems 
_____       _______ Liver Disease (Hepatitis) 
_____       _______ Lupus 
_____       _______ Mitral Valve Prolapse (Heart Murmur) 
_____       _______ Parkinsons 
_____       _______ Peripheral Vascular Disease (Circulation), Raynauds 
_____       _______ Phlebitis / Thrombophlebitis 
_____       _______ Polio, Cerebral Palsy, Muscular Dystrophy, MS 
_____       _______ Prostate Problems 
_____       _______ Psoriasis / Skin Problems 
_____       _______ Renal Disease (Kidney) 
_____       _______ Restless Legs 
_____       _______ Seizure Disorder / Epilepsy 
_____       _______ Thyroid (Hypo or Hyper) 
_____       _______ Venereal Disease / AIDS / HIV+ 
_____       _______ Vertigo / Balance Problems 
_____       _______ Other: _________________________ 



PERSONAL SOCIAL HISTORY

Are you a smoker?: ______________________________

How much do you smoke per day?: ________________

Do you drink caffeinated beverages 
(cola, coffee, or tea)?: ____________________________

Number of beverages per day: ____________________

Do you drink Alcohol?: __________________________

Number of beverages per day: ____________________

Marital Status: ___________________________________

Who do you live with: _____________________________

How many children: ______________________________

Are you employed?: ______________________________

Occupation (current or former): ____________________


