
 
 

Name:     

Medical History 

 
Y/N 

Year 
Diagnosed 

Year 
Resolved Doctor 

Hypertension     

Diabetes 
  Type 1 
  Type 2 

    

Stroke     

Heart Attack     

Sleep Apnea     

Overnight Pulse Ox  N/A N/A  

Sleep Study  N/A N/A  

Coronary Artery 
Disease 

    

Congestive Heart 
Failure 

    

Allergies to Medications 

1.      Reaction   

2.      Reaction   

3.      Reaction    


