HEALTH HISTORY...CONTINUED

Check symptoms you have or have had in the last year:

MUSCLE/JOINT/BONES

CARDIOVASCULAR
0 Chest pain

0o Tremors or Cramps 0 Hardening of arteries

o Swollen joints o High or low blood pressure
Pain, weakness, numbness in: o Pain over heart

0 Arms or Hips o Poor circulation

o Back Legs 0 Previous heart attack

o Feet o0 Rapid/irregular heart beat

o Neck o Swelling of ankles

0 Hands o Pacemaker?

o Shoulders o Bleeding disorder?

o Other

GASTROINTESTINAL

EYES/iAtl}T/N?S}F/T'HROAT/RESPIRATORY 0 Belching, gas or bloating

0 Asthma/wheezing

o Blurred or failing vision g ggil()slgi;?[?:rlle

o Difficulty breathing 0 Diarrhea

0 Earache o Difficulty swallowing

0 Enlarged glands o Distention of abdomen

0 Eyepain o Excessive hunger

0 Frequent colds 0 Gall bladder trouble

0 Hay fever 0 Hemorrhoids (piles)

> Gum nouble 0 Indigestion

0 Nausea
E E:)’SS: gfe?r‘ng o Pain over stomach
i :

O Persistent cough E \P]Z?;i?f; e

o Ringing in ears

o Sinus problems

FOR MEN ONLY

SKIN o0 Erection difficulties

o Boils o Penis discharge

O Bruise easily O Prostate trouble

o Dry skin

0 ltching/rash FOR WOMEN ONLY

O Sensitive 'Skm o Bleeding between periods

o Sore won't heal o Clots in menses

O Sweats o Excessive menstrual flow
GENITO/URINARY 0 Extreme menstrual pain

o Blood/pus in urine 0 Irregular cycle

o Frequent urination 0 Menopausal symptoms

o Inability to control urine 0 PMS o

0 Kidney infection/stones O Previous miscarriage

0 Lowered libido O Scanty menstrual flow
SIGNATURE

The information on this form is correct to the best of my knowledge.

Signature

Date




