MEDICAL HISTORY

Have you ever had any of the following?




Yes
No





Yes
No

High Blood Pressure
(
(

Kidney Problems

(
(
Cardiac Conditions
(
(

Liver Conditions

(
(
Heart Attack

(
(

Cancer



(
(
Circulation issues
(
(

Claustrophobia

(
(
Pacemaker

(
(

Nervous Disorders

(
(
Seizures

(
(

Vision Problems

(
(
Dizzy Spells

(
(

Sensitivity to Heat

(
(
Diabetes

(
(

Sensitivity to Cold

(
(
Allergies

(
(

Speech Problems

(
(
Fractures

(
(

Stroke



(
(
Arthritis

(
(

Metal Implants

(
(
Are you pregnant?
(
(
Any other conditions or illnesses?
(No
( Yes
 Please explain: ________________

_______________________________________________________________________

_______________________________________________________________________

List any surgeries with their dates you have had:  _______________________________

_______________________________________________________________________

Medications you are currently taking: _______________________________________

______________________________________________________________________

Have you ever had Physical Therapy? ( No  ( Yes  Please list when, for what condition,  and where at? ____________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Circle any other areas you would like to seek advice on:

Body Fat Loss

Nutritional Supplementation

Immune System Support

Joint Health

Cardiac Health/ Cholesterol Issues
Anti-Oxidants

