






Additional Information #______
Name: _______________________________________________ Date: ______

1. Please check any that apply:

I am a smoker I have had a broken bone

I exercise three or more times per week I have been knocked unconscious

I take pain relievers at least once per week I have been in a car, work or other accident

2. Please list any surgeries you have had: ____________________________________

______________________________________________________________________

______________________________________________________________________

3. Please list (or provide a list) of any medications you currently take: ____________

______________________________________________________________________

______________________________________________________________________

______________________________________(Use the back of this page if necessary)

4. Any known allergies: ___________________________________________________

______________________________________________________________________

5. Relevant immediate family history:________________________________________

______________________________________________________________________

______________________________________________________________________

6. Any other concerns you would like to discuss with us today? _________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________




