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Past Medical History

Please check all boxes that apply, if no, leave blank Please Explain:

Do you have any allergies or allergies to medicine?

Do you have a heart disease or condition? Pacemaker?

Do you have any metal implants such as joint replacements?

Do you have any type of arthritis? Rheumatoid or Osteo?

Do you have Diabetes or are pre-Diabetic?

Do you have AIDS or Hepatitis?

Do you consider yourself currently overweight?

Have you gained or lost weight in the last 6 months?

Do you have dementia or memory problems?

Do you now, or have you recently felt depressed?

Do you have Parkinson’s Disease?

Do you have any COPD such as asthma or emphysema?

Do you have Fibromyalgia?

Do you experience difficulty walking?
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Do you experience numbness, tingling, or shooting pain?
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Do you have Osteoporosis or Osteopenia?

U Have you recently experienced any fracture?

U Have you recently had a spinal cord injury?

U Have you recently had a head injury?

O Who are the physicians you are currently seeing for any condition?

O were you born with any special medical conditions?

O po you have any other conditions that may affect your therapy?

Q po you have or did you ever have cancer?

L what medications are you currently taking?

Patient or Guardian Signature: Date:

Print Patient Name
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