
 

 

 

Medical Form 

Please fill in the information below. All information will be kept confidential. 

Date: _______________________________   

Phone: _______________________________ Email: _______________________________ 

Name: _______________________________   

Birthdate: _______________________________   

 

Medical Information: Please mark any conditions below you have experienced in the past 

or are presently struggling with. 

 Multiple Sclerosis  Insomnia  Fibromyalgia 

 Headaches  Diabetes  Depression 

 Chronic Fatigue  Carpal Tunnel Syndrome  Arthritis 

 High BP       Low BP 

 Scoliosis 

 Osteoporosis 

 Osteopenia 

 Heart Problems 

 Glaucoma 

 Anxiety 

 PTSD 

 Panic Attacks 

 Cancer  Asthma  Other 

 

Have you had any recent injuries? 

______________________________________________________________________________________________ 

Have you had any surgeries before? 

______________________________________________________________________________________________ 

 

 



 

 

 

 

 

Please mark where you are having pain, if any on the drawing below: 

 


