Have you had any past surgeries or broken bones? If yes, please list including estimated dates.

MANY - 700 MANY 10 LISGT — WILL NEED T0 DIS(USS .

Family Medical History:

List any allergies, major illnesses, genetic disorders, and mental health disorders for each of the following
members of your family:

Mother:  BRAN (AN(ER ' ASTHAA

Father: __ NEART BYOASG ANEUAYSM [N [EG, ALZHEIMERS

siblings: __ NON H00uUNG LUMPHIMA PLoSTATE ( AN(E.@; LuguS

Maternal Grandmother:

Maternal Grandfather:

Paternal Grandmother:

Paternal Grandfather:
Children:
Other:

Current Medications and Supplements: (please list everything you are taking):

Name of Medicine / Supp Dosage / day | Since When? | Reason for Taking

L1PIOR 40y SYs CHOLESTEROL

NEXI UM 20my Sys Stomack AGD

(1T \mMUNOGIOTIC 115 3475 STomACH DISomsocT

AIwWDER (iNtega TTENT]

Other:
Are you vegetarian or vegan? N Q
Are you trying to conceive? N O
If yes, how long have you been trying? —
Do you have any allergies? NQ

o

If yes, please list including symptoms experienced.
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