


 


	How did you hear about us D Internet D Social Medira D Wallkin DI Friiend orfamilo: 
	Other  specify: 
	Name of Personal Physician: 
	Phone Number: 
	Date of Last Office Visit: 
	Date of last laboratory testing: 
	Otherspecify: 
	Are you pregnarnt or breastfeeding YES ID NO D lnitiials: 
	Bleeding problems Hemophilia or  Allergies to drugs  if YES specify: 
	von Willebrand Disease D Allergies to foods  if YES specify: 
	D Kidney Problems  Allergies to chemicals  if YES specify: 
	D Kidney Stones  Allergies to supplements  if YES specify: 
	If you have an allergic reaction to any of the above please give details 1: 
	If you have an allergic reaction to any of the above please give details 2: 
	List any other medical conditions you have not mentioned above 1: 
	List any other medical conditions you have not mentioned above 2: 
	List any other medical conditions you have not mentioned above 3: 
	If YES how much do you smoke per day: 
	How many years: 
	How many alcoholic drinks do you consume in a week: 
	Do you use any recreational drugs YES D NO D If YES which ones and how often: 
	Have you ever fainted YES D NO D If YES please give details 1: 
	Have you ever fainted YES D NO D If YES please give details 2: 
	OVER THE COUNTER DRUGS  Name  Strength  Frequency  Condition being treated 1: 
	OVER THE COUNTER DRUGS  Name  Strength  Frequency  Condition being treated 2: 
	1: 
	2: 
	1_2: 
	2_2: 
	Date_2: 
	Emerg Name: 
	Phone: 
	Yes, Specify: 
	drugs, yes specify: 
	Internet: Off
	Social Media: Off
	Walk - In: Off
	Friend or fam: Off
	Fati: Off
	stress: Off
	poor diet: 
	brain: Off
	low mood: Off
	headache: Off
	wgain: Off
	slowmet: Off
	asth/all: Off
	recent surgurey: Off
	rec illness: Off
	cold or flu: Off
	wrinkle or finelines: Off
	dull or dry skin: Off
	skin hyper: Off
	malab issue: Off
	other specify: Off
	lab test yes: Off
	lab test no: Off
	abnorb labs yes: Off
	abnorb no: Off
	iv yes: Off
	iv no: Off
	preg yes: Off
	preg no: Off
	blood press: Off
	heart probs: Off
	heart attack: Off
	stroke: Off
	bleed probs: Off
	kidney prob: Off
	kidney stones: Off
	liver dis: Off
	lung cond: Off
	asthma: Off
	none of the above: Off
	pleural: Off
	optic nerve: Off
	sickle cell: Off
	sarcoid: Off
	parathyroid: Off
	allergies drugs: Off
	allergies food: Off
	allergies chem: Off
	allergies supp: 
	allergies sulph: Off
	diabetic yes: Off
	diabetic no: Off
	smoke yes: Off
	Check Box81: Off
	hyper mag: Off
	hypercal: Off
	hypok: Off
	hemoch: Off
	hyper other: Off
	hyper other specify: 
	smoke no: Off
	under control yes: Off
	under control no: Off
	rec drug yes: Off
	rec drug no: Off
	faint yes: Off
	faint no: Off
	Text96: 
	Name: 
	Date: 
	address: 
	City: 
	province: 
	postal code: 
	phone home: 
	celll: 
	phone other: 
	dob: 
	age: 
	sex: 
	occupation: 
	email: 
	lax: Off
	cortisone: Off
	tranquilizer: Off
	thyroid med: Off
	diet pills: Off
	pain relievers: Off
	appetite supp: Off
	antacids: Off
	antibiotic: Off
	dioxin: Off
	steroids: Off
	diuretics: Off
	aspirin: Off
	allergy supp: Off


