HEALTH HISTORY

Are you taking any of the following medications?

○ Nerve Pills  ○ Pain Killers (including aspirin)  ○ Muscle Relaxers  ○ Stimulants  ○ Blood Thinners  ○ Insulin  ○ Other(s)____________________________________________________________

Do you have or have you ever had any of the following diseases or conditions?

○Heart Attack/Stroke

○Congenital Heart Defect

○Alcohol/Drug Abuse

○HIV/Aids

○Frequent Neck Pain

○High/Low Blood Pressure

○Severe/Frequent Headaches

○Fainting/Seizures/Epilepsy

○Diabetes/Tuberculosis

○Lower Back Problems

○Digestive Problems

○Heart Surgery/Pacemaker

○Mitral Valve Prolapse

○Venereal Disease

○Shingles

○Emphysema/Glaucoma

○Psychiatric Problems

○Kidney Problems

○Sinus Problems

○Difficulty Breathing

○Artificial Bones/Joints

○Ringing in Ears

○Heart Murmur

○Artificial Valves

○Hepatitis

○Cancer

○Anemia

○Rheumatic Fever

○Ulcers/Colitis

○Asthma

○Chemotherapy

○Arthritis

○Nose Bleeds

Please list any other serious medical condition(s) you have or ever had:_____________________ __________________________________________________________________________________________

Please list anything that you may be allergic to: ___________________________________________ 

List previous surgeries/treatments with dates: _____________________________________________ __________________________________________________________________________________________

List any PAST serious accidents with dates:_________________________________________________ __________________________________________________________________________________________

Family Health History: ____________________________________________________________________ __________________________________________________________________________________________

Do you: Take supplements or vitamins?    Y    N     Exercise?    Y    N    If yes, describe: __________________________________________________________________________________________

Do you smoke?    Y    N    If yes, how much? ___________________ How long? _________________

Are you wearing:  ○Heel lifts ○Sole lifts ○Inner Soles ○Arch Supports ○Orthotics

Current Weight: ______________________ Height: ________________________________

Women:  Are you taking Birth Control?    Y    N    Are you pregnant?    Y    N    If yes, how far along? ___________________  Are you nursing?    Y    N

All Patients:  Please Mark Problem Area(s):

Is the Pain:

○Sharp/Stabbing  ○Aching

○Pins & Needles   ○Burning

I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my responsibility to inform this office of any changes to the information I have provided.

Signature __________________________________________________________ Date _________________

