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The information requested in below form will ensure optimum care in your
treatment. This form is to be completed by each patient.

Do you CURRENTLY have or have a HISTORY of any medical condition(s)? (Please check all that apply)

Broken bones/ Fractures Heart Problems
Joint Problems Infection (Urinary tract, chest, etc)
Diabetes Osteoporosis
Allergies Lung Problem/ Asthma
Varicose Veins/ Arterial problems Cancer
Sleep Problems Depression
Skin Disease Other
Any Surgeries/ Metal IMpPIants. ... ..ot e

Within the past year have you had any of the following symptoms? (Please check all that apply)

Chest Pain/ Heart Palpitations Vomiting/ Nausea
Shortness of Breath Difficulty Swallowing
Dizziness/ Blackouts Urinary Problems/ Bowel Problems

Loss of Balance/ Coordination

Fever/ Chills/ Sweats( Night Sweats)

Weakness in arms and legs

Weight Gain

Unexplained Weight Loss

Loss of Appetite

Unrelenting/ Constant night pain

General Health

Do you have History of Oral STErOId USE?........cuii ittt ettt e e ra et e et e e s nteesreeaneas
Is there anything else about your HEALTH we should be aware of?...........ccccoieiiiiie
GIVE DBLAIIS. .o
HAVE YOU N FECENT XIRAY S, ettt ettt e et et e e ettt e be e e st e et e e e se e e s nbeesseeenbeesbbeanteesneeanees

In the event of an EMERGENCY, please contact:
NI . e Relation:.........oooiii e,




