HEALTHCARE FOR LIFE, LLC

 Patient Medical History
Name____________________
Drug Allergies_____________________
Current Medication:

Dose:


Frequency:

_____________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Surgeries:

_____________________________________________________________

Chronic Health Conditions: __________________________________________________________________________________________________________________________
How many alcoholic drinks do you average in one week?
__________     

Do you currently smoke cigarettes?
__________

Are you a former smoker? 
__________  

How many times per week do you exercise?
__________  

What is your occupation?
____________________
