


Medical History 

Please be as thorough as possible. Any misrepresentation or omission of pre-existing conditions or co-morbidities 

could delay the on boarding process or result in exclusion from treatment participation. 

Current medical impressions/diagnosis/prognosis 

Please check any existing or pre-existing conditions below  

Q Cardiovascular Issues 

Q Circulatory Issues 

Q Gastrointestinal Issues 

Q Respiratory Tract Issues 

Q Thyroid Issues

Q Mobility Issues (that may impact ability to travel 

Please describe any existing or pre-existing conditions 

Past surgical history/ hospitalizations 

Allergies (Food and Medication) 

Please list any special medical requirements / needs that our medical team should be aware of 
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