
General Medical Profile 
 
Height: ________ Weight: _______ Overall Health: ___________________ 
Recently have you had: Fever? ____  Chills? _____ Night Sweats? ______ 
    Weakness? _____ Fatigue? ______ 
Change of:  Weight? _____ Appetite? _____ Sleep? _____ Bowels? ______ 
 
Date of last physical examination: _________________________________ 
Have you ever been advised to have any surgical operation which has not been 
done? ___________________________________________________ 
Major dental work (including braces): ______________________________ 
Have you had X-rays taken in the last five years? Give dates: ____________ 
_____________________________________________________________ 
Do you have any sexually related problems? _________________________ 
Do you have sufficient energy for your normal activities? _______________ 
List any known drug allergies/other allergies: ________________________ 
_____________________________________________________________ 
List any medications you are currently taking: ________________________ 
________________________________________________________________
__________________________________________________________ 
Have you ever had a blood or plasma transfusion? _____________________ 
List any surgeries including any implants: ___________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
Describe your typical diet: _______________________________________ 
________________________________________________________________
__________________________________________________________ 
List any recent travel: ___________________________________________ 
Do you have any pets? __________________________________________ 
Is there anything in your home or work environment that you feel is causing 
you harm? ____________________________________________________ 
Do you like your job? ___________________________________________ 
If you exercise, list type and frequency: _____________________________ 
_____________________________________________________________ 
What do you do to relieve stress? __________________________________ 
_____________________________________________________________ 
List any hobbies: _______________________________________________ 
_____________________________________________________________ 
What are your present goals? _____________________________________ 
_____________________________________________________________ 
           
 



 
Please check if you have experienced any of the following: 
 
___ Diabetes   ___ Measles   ___ Tonsillitis  
___ Polio   ___ Phlebitis   ___ Diphtheria  
___ Mumps   ___ Malaria   ___ Parasites  
___ Cancer   ___ Lupus   ___ Hiatal Hernia  
___ Lumbago   ___ Whiplash   ___ Depression  
___ Epilepsy   ___ Migraine/Headache ___ Asthma   
___ Sciatica   ___ Bronchitis  ___ Arthritis 
___ Cirrhosis   ___ Pleurisy   ___ Lime Disease 
___ Mononucleosis  ___ Typhoid Fever  ___ German Measles 
___ Whooping Cough ___ Thyroid Trouble  ___ Endocrine Imbalance 
___ Pancreatitis  ___ Sinus Trouble  ___ Strep Infection 
___ Manic Depression ___ Malignant Tumor  ___ Myocardial Arrhythmia 
___ Cardiac Pacemaker  ___ Defibrillator  ___ Thrombophlebitis 
___ Stroke______    ___ Auto Immune Diseases ___  Significant Bleeding 
 
Have any of your blood relatives experienced: (Please check) 
 
___ Asthma   ___ Migraine   ___ Hay fever 
___ Obesity   ___ Stroke   ___ Thyroid Troubles 
___ Auto Immune Diseases ___ Arthritis  
 
Please use the remainder of this page to include anything else significant 
regarding your condition or health history: 
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________ 

Thank You! 
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