
 

Medical History for: __________________              Date: ____________ 

Mark all that apply 

◻ Diabetes  

◻ High blood pressure 

◻ Thyroid disease 

◻ Heart disease 

◻ Pace maker 

◻ Glasses 

◻ Contacts 

◻ Hearing aids 

◻ Allergies: 

_________________________________________________________ 

◻ Surgeries: 

__________________________________________________________ 

◻ Other illness: 

 



     List current medication and dosages: _____________________________________ 

 

 


