MEDICAL SCREENING FORM

NAME:
DATE:

Circle YES or NO...
Have you ever been told you have...

(07111 oL=) OV YES NO
Diabetes. .. reirervecrnrnens ....YES "NO

High Blood Pressure. .......YES NO

Heart Disease........ccccvurrerernnen YES NO
Stroke....coeeiniirineiinciinines YES NO
Osteoporosis.....mweanennans YES NO
Ostecarthritis...... .vciineens YES NO
Rheumatoid Arthritis.............. YES NO

In the past 3 months have you had or do you

experience...

Change in health.  cveeeeeeee. YES NO

Nausea/VOmiting. ... vEs NO
¢

Fever/Chills/Sweats................ YES NO

Unexplained Weight Change...YES‘ NO

Numbness or Tingling....c..ceceuue. YES NO
Change in Appetite... ... YES NO
Difficulty Swallowing.................YES .NO

Change in bowel or bladder

FUNCLION. . e eereeeerteerer e e aeecenans YES NO
Shortness of Breath.....eveenn. YES NO
DIZZINESSe e evveeann YES NO

Do you have a history of ...

v

Allergies/Asthma. ... ....YES NO

Headaches.....ccccmeeenes vvvcvsscicssscrcnnenn .. YES NO

Major Surgery........ Sevveesasnnese esseseeses YES NO
Describe

SIZUIMES . e cerceveemene e ceermten et e ane s .YES" NO

Are you currently...
Pregnant........ .. eeseneenacnsesennsesinees ~.YES NO
Depressed/Stressed. .....c........ SR YES NO
Are your symptoms: (check one}

Getting worse The same Improving

Do you or have you in the past smoked
tobacco? YES - NO

Please list your current medications:

Have you had any medical imaging performed
for your current condition? (check all the

apply)

[]X-rays [] MRI Othet

Please label the diagram on the back of this
page based on your current condition.
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