
Name ____________________________________________ Date____________________    
  

PAST HEALTH HISTORY 

 

MEDICATIONS      VITAMINS/HERBS/MINERALS 
_________________________________________    __________________________________________ 
_________________________________________    __________________________________________ 
_________________________________________    __________________________________________ 
_________________________________________    __________________________________________ 
Do you have an allergy to any drug? ________________   __________________________________________ 
  

Have you ever been in an auto accident?    Past year    Past 5 years    Over 5 years    Never 
 Describe: ______________________________________________________________________________________ 

List Injuries/Surgeries you have had:  Description         Date 
 Falls  _____________________________________________________ ______________________ 
 Head injuries _____________________________________________________ ______________________ 
 Broken bones _____________________________________________________ ______________________ 
 Dislocations _____________________________________________________ ______________________ 
 Surgeries _____________________________________________________  ______________________ 
   
Have you ever:      YES NO    Describe Briefly 
   Been knocked unconscious?         ____________________________________________ 
   Used a cane, crutch, or other support?        ____________________________________________ 
   Been hospitalized for anything other than surgery?       ____________________________________________ 

Have you ever had any mental/emotional disorders?  Yes   No When? ______________________________________ 
Have others in your family had such disorders?  Yes  No   When? ______________________________________ 
 
Date of Last:    Less than 6 months          6-18 months    Over 18 months            Never 

Spinal exam                                             
  Physical exam                                             

Chest x-ray                                             
Spinal x-ray                                             
Dental x-ray                                             
Blood test                                             
Urine test                                             

 

   HABITS         
     Smoking  Packs/Day________  Reg. Exercise Excellent/Good/Fair/Poor 
     Alcohol         Drinks/Week______  Sleep  Excellent/Good/Fair/Poor 
     Coffee/Caffeine       Cups/Day_________  Diet  Excellent/Good/Fair/Poor 
     High Stress Level   Reason___________  Drugs  Heavy/Mod/Light/None 

 
Age of mattress: _______  Comfortable  Uncomfortable    

Are you wearing:  Heal lifts     Sole lifts     Inner soles     Arch supports 

CHECK THE FOLLOWING CONDITIONS YOU HAVE HAD: 
 Alcoholism   Cold sores   Goiter       Miscarriage             Scarlet fever 
 Anemia     Diabetes     Gout          Multiple sclerosis         Stroke 
 Appendicitis     Diphtheria    Heart disease        Mumps         Tuberculosis 
 Arteriosclerosis    Eczema     Influenza         Pleurisy          Typhoid fever 
 Arthritis     Emphysema     Lumbago        Pneumonia         Ulcers 
 Cancer     Epilepsy    Malaria         Polio          Venereal disease 
 Chorea     Fever blisters    Measles       Rheumatic fever         Whooping cough 

WORK ACTIVITY 
 Sitting 
 Standing 
 Light labor 
 Heavy labor 

 


