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Do you have or have received treatment for the following:

High Blood Pressure

rr"idt to aoy of the above, please explain

Ani other major

If yes, give details :

LY

No
Yes No

Prostate tr g PregnancY tr
lar Lumps tr g Ereast LumPs tr

Peniie Discharqe ts [enstrual tr tr

yc'i, Eive details

Date of recent dental work:

Are you P resenUY on any medication

Excellent -.-Wtn""d
Fair

*Jvoutd you say that your health ls (please check one)
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Yes

and overiiYes, Please list
you take regu

cou nter medications

(ddlmm/).YYY)
Date of last tetanus Vaccinationi

Other Vaccinations. Mention I

(ddlmm/yvw)
Date oflast dental cleaning:

(ddlmm/yy}.y)

Gli{6Yesa doctor'syou currentlY

tf Yes,
noted onthan pagedifferent(ifName/Address

what problem(s)?

Date1 NoYesospital izationsHrstory of surgeries/h

ALLERGIES
NOYES

NOYES

or Hepatitis
Yes Diabetes

No trtr trMental IllnessnHeart Oisease Trouble

tril Proble msEpilepsY/Seizure trBlood Pressure

tr
tr trSlipped Disc

Shoftness of Brcath

ilProblems
Pain xFractured Vertebraetrronic Cough

trArthritis / GouttrAsthma

TProblemstrs

tr/ Tumor
Rheumatic Fever

trRash or Skin ProblemnHeadaches il/ HydroceletrProblems

trVaricose VeinstrVision

nProblemstrEpilepsY nMental BreakdownnHearing Problems

Impairment, Depression or Mental Illness

tr
SexuallY Transmitted Disease

NOYes

long?
you or did You smoke?

per daY?

Do You use

you use or take anY
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MALES

No


