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Date &l
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Please provide a brief history of your illness (including approximate dates) below. If you need more

space, please use another sheet of paper.
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Symptoms:
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Symptom  _al_eV!

YES
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Details
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Pain

Spasms
claiis

Weakness

Loss of feeling

Loss of mobility

Loss of ability to speak
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Loss of ability to
understand spoken or
written language
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Loss of muscle
coordination
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Paralysis




Current Medications — Please list all medications you are currently taking. If you already have a
computer printout or another written list, you may submit that instead. g 4aild 4,08 el 11 - 40l 4 503
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Medication Dose How many times per day?
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Are you taking any blood thinning medications? YES | NO

ol ngaa i3 (51 3305

If yes, please list here:
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Do you have any allergies or reactions to any medications?
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YES | NO

If yes, please list here:

S o) pny s S 1

Please list all prior surgeries :
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Procedure
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Date gl

Please list any other Diseases or Chronic illnesses

Disease / lliness

Date Diagnosed
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If you listed cancer or any terminal disease, please give a brief description below .
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