MEDICAL INFORMATION FORM – XCell-Center

Patient Surname _______________________________________________  

Date _____________________

Date of Birth (MM/DD/YY) ________________________ Height ____________ Weight _____________

	Disease(s) for which you are seeking treatment:

	1.
	2.



	3.
	4.




	Please provide a brief history of your illness (including approximate dates) below.  If you need more space, please use another sheet of paper.

	


Symptoms:

	Symptom
	YES
	NO
	Details

	Pain
	
	
	

	Spasms
	
	
	

	Weakness
	
	
	

	Loss of feeling
	
	
	

	Loss of mobility
	
	
	

	Loss of ability to speak


	
	
	

	Loss of ability to understand spoken or written language
	
	
	

	Loss of muscle coordination
	
	
	

	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.

	Medication
	Dose
	How many times per day?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Are you taking any blood thinning medications?  
	YES
	NO

	If yes, please list here:




	Do you have any allergies or reactions to any medications?  
	YES
	NO

	If yes, please list here:




	Please list all prior surgeries 

	Procedure
	Date

	
	

	
	

	
	

	
	

	
	


	Please list any other Diseases or Chronic illnesses 

	Disease / Illness
	Date Diagnosed

	
	

	
	

	
	

	
	

	
	


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

	


Patient Signature _____________________________       

Surname patient:

First name:

Address:

ZIP/City/ Country:

Telephone:

E-Mail:

