

                                         Confidential Medical History Form
Please fax completed form to: 1 (888) 557-2797
Personal Information



         Date: _______________________


                                                                         Referred By ___________________________

Last Name________________________________ First Name_____________________________

Date of Birth____________________                       Age_____________ 

Address_________________________________________________________________________




Street





City

  _________________________________________________________________________



 
State


Postal Code


Country

Home Phone Number______________________  Office Phone Number_____________________

Cellular Number___________________________ Fax Number________________________

E-mail address ___________________________________________________________________

Occupation_______________________________ Marital Status____________________________

Parent/ Guardian Information

Name___________________________________________________________________________

Address_________________________________________________________________________

Home Phone Number_______________________ Office Phone Number_____________________
Cellular Number___________________________ Alternate Number ________________________

Emergency Contact Information

Name_______________________________________ Phone Number________________________
Diagnosis/Disease _________________________________________________________________ 

Date of Diagnosis__________________________

Describe All Symptoms You Are Having In Detail and On-Set Dates: ________________________________________________________________________________
________________________________________________________________________________

________________________________________________________________________________
________________________________________________________________________________

________________________________________________________________________________
________________________________________________________________________________
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Name ________________________________________________________________________________________



Last




First



Middle

Please check the appropriate boxes:

Cancer:






Cardiovascular Problems:

Have you ever been diagnosed with any form of 
  
 Myocardial Infarction     

Cancer? _______________________________

    when?__________________________

Type? _________________________________

 Angina pectoris

When? ________________________________

 Tachycardia


Status? ________________________________

 By-pass Surgery     











    when? __________________________

Neurological System:




 Hypertension (High blood pressure) 

Vision:






 Hypotension (Low blood pressure)
Decrease








 
Black Spots





Circulatory:






Nistagmus





 Poor arterial circulation




 Muscle Weakness





 Poor venous circulation



 Muscle Wasting


   


 Leg cramps





 Walking Difficulties





 Tired legs


 


 Decreased Hand Strength




 Swollen ankles
   
    

 Fainting






 Varicose veins


 Speech Problems





 Tingling sensation in arms and leg



 Numbness in Extremities




 Falling asleep of the hands and legs

 Tingling Sensation





 Leg ulcers




 Decreased Sense of Touch






 
 Muscle Fasciculations
    


    



 Spasticity






 Hypereflexia





Gastrointestinal Problems:



 Hyporeflexia





 Acid indigestion
 Depression      





 Bloating





 Loss of Memory





 Stomach or duodenal ulcer




 Headaches




      

    when?___________________________

 Sleep Disturbances





 Loss of appetite

 Dizziness






 Rapid weight gain


Chronic Migraines





 Rapid weight loss


 Reduced Vitality





 Overweight problem










 Have you had a:

Pulmonary System:






 Upper GI Endoscopy

 Asthma







 Upper GI Endoscopy

 Chronic bronchitis






Date: _____________________

 Chronic cough






Results: __________________
 Emphysema







_________________________

 Tuberculosis







 Pancreas problems












 Pancreatitis












Pancreatic insufficiency











 Hepatitis: Type: ____________











 Gall bladder problems










 Gall stones












 Icterus (jaundice)









 Recurring diarrhea



3
Name ________________________________________________________________________________________



Last




First



Middle

Upper Respiratory Screen





 Medications now on

 








 _____________________________
 Chronic sinusitis






 _____________________________
 Allergic sinus problem





 _____________________________


 Chronic allergic rhinitis





 _____________________________

 Sinus headaches






 _____________________________

 Chronic nose bleeds





 _____________________________

 Chronic colds






 _____________________________










 _____________________________









 _____________________________

Rheumatic Screen:






 Anticoagulated ?
 Soft tissue rheumatism





    Since when? __________________

 Articular rheumatism





    why? ________________________

 Joint pain






When was your last vaccination?
 Back pain






___________________________________
 Rheumatoid arthritis




 Do you smoke?   
 Other, please list 
 ______________________
 Cigarettes     Cigars     Pipe









 How many? _________________________








 Alcohol Consumption?








 Wine   

 Beer   
 Hard liquor    
Endocrinological System:




How much?__________________________


 Diabetes Mellitus





Nutritional supplements you are taking and 
 Thyroid Dysfunction




dosage schedule:

 Overactive



 Underactive






 ______________________________________
 Adrenal gland dysfunction




______________________________________  Female menopause (hot flashes, etc.)


 ______________________________________
 Male menopause (andropause-decreased potency)
 ______________________________________    

 Other, please list
________________________









______________________________________
Allergy History:

 Have you ever had an allergic reaction to any of the following:
 Food, esp. eggs        
Symptoms of reaction_____________________________________________________________________

 Vaccinations
______________________________________________________________________

 Medications

______________________________________________________________________

 Hay fever?

______________________________________________________________________
 Allergic asthma?
______________________________________________________________________
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Name _______________________________________________________________________________



Last




First



Middle
Age______________    Weight ______________    Height ______________      Sex _________________

Date of your last Medical Check-up     ______________________________________________________
Physician _________________________________ Physician Telephone __________________________

Results of your last Medical Check-up ______________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________


Can you send us the results of your last Medical Check-up?______________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Patient History:

Do you have or have you had any of the following?  I the answer is yes please circle and explain.

Hypoglycemia


Cancer



Leukemia


Anxiety

Diabetes


High Blood Pressure

Arthritis


Lung Problem

Thyroid Problem

Kidney Problem

Prostate Problem

Fatigue

Hormone Problem

Heart Problem


Mental Disorder

Stroke

OTHER: _____________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Are you a diabetic? (circle) 
Yes
No

If yes, are you on insulin? (circle)
Yes
No

List other significant illnesses ______________________________________________________________  

_____________________________________________________________________________________

Are you taking prescription medication (circle)
Yes
No           

If yes, please explain    __________________________________________________________________

______________________________________________________________________________
Are you allergic to any medications? (circle)
Yes
No

If yes, please explain    __________________________________________________________________
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Name _______________________________________________________________________________




Last



First


Middle

List surgical procedures you have had and dates:

Date



Procedure

____________________  
 _____________________________________________________________
____________________   
_____________________________________________________________
____________________   
_____________________________________________________________
Previous occasions when you were hospitalized (other than those identified above). 

Date



Procedure 

____________________   
_____________________________________________________________
____________________   
_____________________________________________________________
____________________   
_____________________________________________________________

Have you been on growth hormone therapy? (circle) 
Yes
No

If yes, how long? ______________ Number of IU’s of HGH injected per week? _____________________

Family History

If there is a member of your family with a history of the following conditions, please circle and explain.

Hypoglycemia


Cancer



Leukemia


Anxiety

Diabetes


High Blood Pressure

Arthritis


Lung Problem

Thyroid Problem

Kidney Problem

Prostate Problem

Fatigue

Hormone Problem

Heart Problem


Mental Disorder

Stroke

OTHERS: ____________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

_____________________________________________________________________________________________

______________________________________________________________________________________
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Name ______________________________________________________________________________            


Last



First



Middle



 [MEN ONLY]  What was the date and result of your last PSA test, if any?

Date ___________________   Result _____________________________________________________

[WOMEN ONLY]  Do you have periodic mammograms? (circle)
Yes
No

What was the date and result of your last test?

Date ___________________   Result _____________________________________________________

Physical Limitations

Do you need assistance when walking? (Circle one)

Yes

No

Do you require a wheelchair? (Circle one)



Yes

No

Other requirements ___________________________________________________________________

What do you intend to accomplish with the treatment you are seeking? ___________________________

____________________________________________________________________________________

___________________________________________


    ___________________________
Patient’s Signature                                      



   Date











