Date __________________
Name _________________________________________________ 

Address _______________________________________________

            _______________________________________________

Contact _____________(home)_____________(work)_____________(cell)____________(email)

Emergency Contact _________________ Relationship ____________ Phone ________________

Age ____________ Date of Birth_______________ Height and Weight_____________________

Ethnicity/Nationality of Parents (optional) ____________________________________________

Occupation ______________​​__________ How long? ___________________________________ 

Previous occupation _________________ Education (Highest level attained) ________________

Relationship status __________________ Number of times: Divorced ____ Widowed ____


Primary Health Concerns

       How long have you had this condition?

1. _______________________________      ____________________________

2. _______________________________      ____________________________

3.
_______________________________      ____________________________

In order to change these conditions, are you willing to make modifications to your lifestyle?_____

Other health related issues or injuries currently

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Other health related issues or injuries in the past                          What year?

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Medications currently or previously used


    Name

Dosage/Frequency      For how long?    For what health concern?

________________________
________________    ____________    ____________________

________________________
________________    ____________    ____________________

________________________
________________    ____________    ____________________

________________________
________________    ____________    ____________________

________________________
________________    ____________    ____________________

Are you taking any of the following medications? (Please check) 

Oral contraceptives___   Antidepressants___   Digoxin___   Anticoagulants/Warfarin___  Aspirin___  Antiseizure meds___     

HIV protease inhibitors___  Hypotensives___  Hypoglycemic meds___  Insulin___  Schizophrenic meds___    
Supplements/vitamins/herbs currently used


    Name

Dosage/Frequency      For how long?    For what health concern?

________________________
________________    ____________    ____________________

________________________
________________    ____________    ____________________

________________________
________________    ____________    ____________________

________________________
________________    ____________    ____________________

________________________
________________    ____________    ____________________

Types of doctors/practitioners currently being seen      For what health concern?    For how long?

_________________________________________      ____________________     ___________

_________________________________________      ____________________
  ___________

Family History                     Present health issues 

        Deceased / Cause of death 
Father ___________________________________________         _________________________

Mother ___________________________________________        _________________________

Siblings __________________________________________         _________________________

            __________________________________________         ______________________________________  ________________________  ______________________

__________

lifestyle?            T    To

















Children/ages _____________________________________         _________________________

_________________________________________________        _________________________

_________________________________________________        _________________________

Health History:

Do you currently have any of the following conditions? (Please check)   
Gall stones___    Kidney stones___     Pregnant___     Lactating___     Daisy family allergies___    Mushroom allergies___     Alcohol allergies___

Have you or any of your blood relatives had any of the following? (please circle all that apply to family members, and put a check if it applies to you):

Diabetes___    Heart disease___    High blood pressure___    Stroke​___     Bleeding Tendency___      Nervous illness___     

Addiction/Alcoholism___     Arthritis___     Asthma___     Allergies___      Inflammatory bowel disease___     Ulcers___     

Cancer___    Gall Stones___     Kidney disease___      Autoimmune illness___      Depression___    Tuberculosis___       

Other____________________________________________________________________________________________

Diet:

Typical Breakfast  ________________________________________________________________

Typical Lunch  __________________________________________________________________

Typical Dinner ___________________________________________________________________

Snacks and when eaten ___________________________________________________________

Food cravings ___________________________________________________________________

Favorite food___________________________________________________________________

Food reactions/intolerances/allergies (specify) _________________________________________

_______________________________________________________________________________

Water, daily intake ______________________________________________________________

How often do you eat out?__________ How often do you eat at fast food restaurants? _______

Do you Use:

Now
In the Past
For how long?
        Type           Frequency


Tobacco

_____
__________
_____________    _________
____________

Alcohol


_____
__________
_____________    _________
____________

Coffee


_____
__________
_____________    _________
____________

Soft drinks

_____
__________
_____________    _________
____________

Recreational Drugs
_____
__________
_____________    _________
____________

Lifestyle
Typical Bedtime _________  Typical hours asleep __________  Feel rested on awakening?_____

Exercise – type/frequency/for how long ______________________________________________

_______________________________________________________________________________
Travel or lived abroad – where and what years?________________________________________
Are you satisfied with your primary relationship and/or support system?_____________________

On a scale from 1 (low) to 10 (high), how stressful is your: 

Work______  Health status______  Social/family situation ______

Digestion: (Y=yes, N=no) Reflux _____ Bloating _____ Gas____ Constipation _____Diarrhea___
Pattern of movements: Daily____ #per day____ Weekly_________________________________
Skin: Dry ____Moist ____ Eczema _____Itchy _____ Acne____Hair Loss _____ Brittle Nails ____  

Endocrine: XS Thirst ____XS Hunger ____ Abdominal  weight ______Low Libido _____________

Muscle cramps ______ Joint Pain _______ Repetitive Motion Strain________________________







