What surgeries have you had?
Type/When/Doctor/Remarks 








                                          

List former serious accidents and falls: (auto, work, home, leisure, sports, other-circle one)
What/When/Symptoms/Treatment/Results  

List broken bones:
What/When/Remarks

List medications and/or diet supplements you take:

What/Frequency/Doctors/Side Effects/Remarks

Environment-Work-(Please circle appropriate answer)

Seated/Standing-Work Bench/Desk/Counter/Other 
Job involves-Lifting/Bending/Stooping/Twisting/Turning/Carrying/Walking/Standing/Other
Chair-Executive/Steno/Bench/Stool/Folding/Other
Shoes-High heels/Boots/Other

Leisure 
Sedentary activities?  Standing/Seated/Lying?  TV/Reading/Card Games/Sewing/Other (describe)

Strenuous activities? Exercise-Type/Frequency/Length of time?
Sports-Type/Frequency/Length of time?
If you have discontinued sports or strenuous activities, why the change?

Exert yourself-Frequently/Occasionally/Rarely/Never? Describe how?

Insurance
Are you insured?  Yes/No  Company Name
Address
City/State
Zip Code
Phone#



        Policy#




Group#


Are you insured by a secondary insurance Yes/No?
