PatentNa m—w—m €: DOB: Sex:

Akrges:

Pr m—w—m ary Care Provder:

Medcatons: (Include over the counter medications that you use)

MedcalHstory:

Prevous Surgeres: No Yes If yes, what type/when?:

Prevous Hospaktons: No Yes If yes, what type/when?:

Headaches/Migraines No Yes Environmental/Seasonal Allergies No Yes

Diabetes No Yes High Cholesterol No Yes

High Blood Pressure  No Yes Cancer No Yes

Seizures No Yes Anxiety No Yes

Depression No Yes Asthma/Breathing Problems No Yes

Blood/Immune System Problems No Yes Heart Problems No Yes

Liver or Kidney disease No Yes Thyroid Problems No Yes

Are you currenty under a pyscan, spcabt, or other healthcare povders care for any pobk m—wr—m s?

If yes, pase nclide povder and bref expnaton:

Are there any other m——wr—m entalor pyscalcondtons we shoud inow about?

SocalHstory:
Cigarette Smoking: Never Previous, but quit When? Current packs per day
Vaping or any other Tobacco products (including chew): Never Previous, but quit When?

Contnued on Page 2






