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Do you have, or have you had, any of the following? CIRCLE YES or NO
1. Heartor lung trouble. ... ... YES NO
2. Family history of heart disSease............o.ouiiiiiii YES NO
3. High DlOOd PrESSUNE. ... .ot e a YES NO
L 1= o 1= P YES NO
If yes, to what?
5. History of back/ neck pain............cooiiiii YES NO
6. Are you currently Pregnant? ... e YES NO
Number of children
7. Do you take birth control pillS? ... YES NO
8. Recent WeIght I0SS. .. .o YES NO
S T I = 011 (T YES NO
L0 7= T = YES NO
If yes, what type?
11. Colitis Or UICEr ProblEmMS .. ... e YES NO
12. Bowel/ bladder problems ... YES NO
13, AN L YES NO
If yes, where?
L O F (=Yoo To ] (o 1] =P YES NO
15. History of Steroid USe ... YES NO
16. History of drop attacks (fainting spells) ... YES NO
A0 = o 11T 01 YES NO
18. Do you have Hepatitis: A B or C (circleone) .........coooiiiiiiiiiiiiiiiiiieen YES NO
19. Do you have HIV ... . YES NO
20. Do you perceive that you are under any higher than normal stress or pressure at: home? YES NO
work?  YES NO
21. Do you exercise on a regular basiS? .........oooiiiiiiiiiiiiiiiei e YES NO
If yes: How often? What type?
22. Please list any other medical problems not listed above:
23. Please list all medications (prescription & non-prescription) you are currently taking:




