Nature’s Grace Wellness Center

PATIENT HEALTH HISTORY
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PLEASE CHECK ANY OF THE FOLLOWING MEDICAL CONDITIONS YOU
HAVE HAD (L FOJFIRIZHOE, LRNZH T2 b DEF =7 LTFEV, )

NECK PAIN IMPOTENCE ALLERGIES ASTHMA
(B9 (fVRFUY) (T v¥—) (5.8
SHOULDER OVERWEIGHT DIZZINESS RINGING EARS
PAIN (B¥&) (HE5%) (DFEW) (EmEY)
DRINKING OR ANXIETY/
CH]?%T%))MN DRUGS (FA=a—n NERVOUSNESS DI‘?_RF;?)EA
E 7 IR E) (RZ) | (BRR)
HAND/WRIST CANCER OR PARALYSIS CONSTIPATION
PAIN TUMOR (i) (D)
(F /1) OB £ - I3ER)
BLEED OR BRUISE
BACKACHES EASILY DIABETES KIDNEY DISEASE
(SR Bk =137 i (B RIR) i)
AR D)
KNEE PAIN HIGH BLOOD HEART HEPATITIS
() PRESSURE TROUBLE (F4%)
(B E) (LMigR)
LEG PAIN/
FOOT/ANKLE ABDOMINAL PAIN MUSCLE
OR CRAMPS
PAIN (M6 & 7= 1 CRAMPS
() (B m\n/u; FBARFVIA)
L)
CURRENT PROBLEM:

ANY OTHER THAN ABOVE, PLEASE DESCRIBE ( LREDIADIRIRNBH D F LD, TRATEWN) @




