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G. PAST MEDICAL HISTORY 

In the past, have you had any serious injuries?  Yes  no If yes, please list and give dates ______________

________________________________________________________________________________________________

please describe below any vehicle accidents or personal injuries in which you have been involved.

aGe (OR appROXIMaTe YeaR)
0 - 10 ____________________________________________________________________________________________________________________
11 - 20 ___________________________________________________________________________________________________________________
21 - 30 ___________________________________________________________________________________________________________________
31 - 40 ___________________________________________________________________________________________________________________
41 - 50 ___________________________________________________________________________________________________________________
50 - 60 ___________________________________________________________________________________________________________________
61 & over _________________________________________________________________________________________________________________

Have you had any operations or surgery?  Yes  no __________________ If yes, list type of surgeries and dates

________________________________________________________________________________________________

Do you currently have or have you previously had any of the diseases listed below?
Yes No If yes, when diagnosed
  High blood pressure ________________________________________________
  Diabetes Mellitus ________________________________________________
  Heart Disease ________________________________________________
  Lung Disease ________________________________________________
  stomach Disorders (ulcer, etc.) ________________________________________________
  Liver Disorders (hepatitis, etc.) ________________________________________________
  HIV positive ________________________________________________
  kidney and Bladder Control ________________________________________________
  Glands (thyroid, etc.) ________________________________________________
  skin Disease ________________________________________________
  Cancer ________________________________________________
  Fainting spells ________________________________________________
  Vision problems (not glasses) ________________________________________________
  Hearing problems ________________________________________________
  Depression ________________________________________________
  Other physical or Mental Health Diagnosis ________________________________________________

Do you have any allergies?  Yes  no If  yes, please  list ________________________________________

Have you taken cortisone (steroids) by pill within the last 5 years?  Yes  no

are you currently taking any  medications?  Yes  no If  yes, please list  prescriptions __________________
________________________________________________________________________________________________
________________________________________________________________________________________________

non-prescription medications & supplements ____________________________________________________________
________________________________________________________________________________________________

Do  you smoke?  Yes  no If  yes, how much? ________________________________________________

If you are female, is there any  possiblity  that you are pregnant:  Yes  no

signature of patient _____________________________________ Therapist signature____________________________
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