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	MEDICAL INFORMATION FORM

	Date:
	

	
	

	Patient’s Name:
	

	
	

	Date of Birth:
	

	
	

	Height: 
	Weight:

	
	


Medication Allergies:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Current Medications: (Please list all medications):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical conditions:  ( please circle)

	Diabetes
	High blood pressure
	Glaucoma
	Heart condition
	Stroke
	TIA
	Headaches

	PMS
	Severe pain
	Arthritis
	Epilepsy
	Chronic fatigue 
	Fibromyalgia
	Neurological problems


Any other: _______________________________________

Patient’s signature: ________________________________
