Health History Form
1. Do you smoke? Y  N  (If yes, packs/day: ___) 
2. Do you use other tobacco products?  Y  N  (If yes, what products? _____________)
3. Do you drink alcohol? Y  N (If yes, drinks/week ___)
4. Have you been diagnosed with any of the following conditions? (check all that apply)
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  Heart Disease                                    
  Pacemaker                                         
  High Blood Pressure                         
  Lower leg swelling                            
  Circulatory problems                      
  High cholesterol
  Stroke
  Chest pain/ discomfort
  Unexplained weight loss
  Cancer
  Fatigue/ low energy
  Diabetes
  Dizziness
  Vertigo
  History of Falls
  Arthritis 
  Osteoporosis  
  Asthma
  COPD
  Shortness of breath
  Hepatitis
  Thyroid problems
  Kidney disease
  Loss of bowel/ bladder control
  Hernia
  Acid reflux
  Hearing/ visual impairment
  Headaches
  Depression/ anxiety
  Seizures
  Neurological disease
  Anemia
  Fever/ sweats
  Current pregnancy

	
5. [bookmark: _Hlk89984555][bookmark: _Hlk89984080][bookmark: _Hlk89984423]Please list any other diagnoses or injuries not listed above: ___________________________
______________________________________________________________________________
6. List any recent or associated surgeries: ___________________________________________
7. Over-the-counter medications, vitamins or supplements?  Y  N           If yes, please list: 
______________________________________________________________________________
8. Are you currently taking prescribed medication?  Y  N                    Any Opioids?  Y  N  
9. Please list all meds & dosages:  _________________________________________________
______________________________________________________________________________
10. Please list any allergies: _______________________________________________________
______________________________________________________________________________
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