


HAVE YOU EVER HAD OR DO YOU NOW HAVE ANY OF THE FOLLOWING CONDITIONS?

Eye or vision problems (yes) (no) Recurrent severe dizziness (yes) (no)

Severe headaches (yes) (no) HIV positive (yes) (no)

Asthma (yes) (no) Shortness of breath (yes) (no)

Chest pain (yes) (no) Heart problems (yes) (no)

High blood pressure (yes) (no) Rheumatic fever (yes) (no)

Recurrent abdominal problems (yes) (no) Blood in bowel movements (yes) (no)

Kidney or bladder problems (yes) (no) Blood in urine (yes) (no)

Bleeding disorder, easy bruising (yes) (no) Seizures (yes) (no)

Pregnancies (yes) (no) Menstrual disorder (yes) (no)

Abnormal lump or node (yes) (no) Problems with bones or joints (yes) (no)

Hepatitis (yes) (no) Tuberculosis (yes) (no)

Venereal disease (yes) (no) Cancer (yes) (no)

Diabetes (yes) (no) Chronic skin condition (yes) (no)

Emotional problems (yes) (no) Psychiatric treatment (yes) (no)

Problems with anesthesia (yes) (no) Complications after surgery (yes) (no)

A bad surgical result (yes) (no) Unsatisfactory medical care (yes) (no)

Other

IMPORTANT – Have you ever taken any type of diet medication?

Name of medication                                             When did you last take this medication?

THIS INFORMATION IS ACCURATE AND TRUE TO THE BEST OF MY KNOWLEDGE.
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Reviewed by Date

Reviewed by Date

Reviewed by Date

Reviewed by Date




