Center For Well Being
3601 Minnesota Drive PLEASE FILL OUT COMPLETELY
Suite 160

Edina, MN 55435

Today’s Date Referred by:

Name: Male: Female:
First / Middle Initial / Last

Mailing Address: City:

State: Zip: Birthdate: Age: Height: ~ Weight:
Home Phone: . Work Phone:

Cell Phone: E-Mail:

Social Security #: Occupation:

Marital Status: S M D A% No: of children:

Complaints Please rank your current complaints and rate their severity (on a scale of 1-10, 10 is severe)

Other information Please tell us any additional information that the doctor should know

Smoking: Do you currently smoke? If yes, how much? How long have you smoked?
Surgeries: What surgeries, operations, traumas, car accidents, etc. Have you had?

a) Do you have breast implants? Other surgical implants or prostheses?
b) Have you had elective surgery (tummy tuck, face-lift, burned off moes, etc.)?
¢) Do you have any metal or plastic inside your body (such as pins, clamps, plates, etc.)?
d) Do you have pierced ears or other body piercings? Tattoos?

Current Medications:

Current Vitamins/Minerals:

























