


Allergies Depression / Anxiety Hyperlipidemia Migraines

Anemia Diabetes Hypertension Osteoporosis

An8coagula8on Diarrhea Kidney Disease Obesity

Arthri8s Eye Disease Liver Disease Thyroid

Asthma / COPD Epilepsy Major Blood Vessel Transfusions

Bleeding Tendency GERD Mental Illness Stroke

Blood / Plasma Gout Nerve Diesease Heart Disease

Bowel Disease Cancer            (type)

Other

AIDS or HIV Enchephali8s Measles Scarlet Fever

Cholera Filariasis / Elphan88s Mumps Tetanus

Chicken Pox Guinea Worm Parasite Infec8on Trachoma

Dengue Hepa88s Poliomyeli8s Tuberculosis

Ebola Malaria Rheuma8c Fever Whooping Cough

Dose

Heart Disease Cancer

High Blood Pressure Diabetes

Asthma Mental Illness

Alcoholism

_____________________

_____________________

_____________________

_____________________

_____________________

_____________________

_____________________

_____________________
Condi8on Rela8on Condi8on Rela8on

Family History: Check if member of your family had any of the following and their rela8on to you.

Medica2on
X's per 
day Prescribed By

Medica2ons: List all prescrip8ons, non‐prescrip8on medicines, vitamins, herbs and home remedies you currently take.

Medical History: Please check any box that applies in your history

___________________________________________

Veneral Diseases   ________________________ Other _______________________________

____________________

Infec2ous Diseases: Please check any box that applies in your history

Allergies: Reac8ons to Medicines / Foods / Other Agents:
Allergen Reac8on or Side Effect
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