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Date___/___/___

Patient Information (The following information is confidential for Doctor’s use only)

Name​​​​​​​​​​_________________________________________  Birthdate:__________Age:____  Sex  M  or F

Address________________________________________________________________________________




Street

            City


State

        Zip

Home Phone_________________  Work Phone: _________________Cell Phone: ________________

Email Address: ______________________  SSN__________________ Referred by: ________________ Employer/Occupation: _________________________________________________________________  

Live with: Spouse___ Partner___ Parents___ Relatives___ Pets___ Alone___ Children: Yes/No Ages_____

Emergency contact: ___________________________________________________________________





Name



Phone


Relation

Drs.you are currently seeing (Phone numbers):  ___________________________________________________

____________________________________________________________________________________________________________









*  Payment for services and pharmacy are expected at time of visit.  Please bring Insurance card to your first appointment.

PLEASE LIST YOUR HEALTH CONCERNS:

1. ___________________________________

2. ___________________________________

3. ___________________________________

4. ___________________________________

5. ___________________________________

6. ___________________________________

7. ___________________________________

8. ___________________________________

Current Medicines: (Please be specific with dosages)

1. ___________________________________________

2. ___________________________________________

3. ___________________________________________

4. ___________________________________________

5. ___________________________________________

6. ___________________________________________

7. ___________________________________________

8. ___________________________________________

9. ___________________________________________

10. __________________________________________

Current Supplements (Please be specific with dosages)

1. ___________________________________________

2. ___________________________________________

3. ___________________________________________

4. ___________________________________________

5. ___________________________________________

6. ___________________________________________

7. ___________________________________________

8. ___________________________________________

9. ___________________________________________

10. __________________________________________
Are you allergic to any medicines or other substances?  Yes   No

If yes, please list:________________________________________________________________________________________

________________________________________________________________________________________________________
A NOTE TO OUR PATIENTS:  Holistic and Preventive Health Care is only possible when the doctor has a complete picture of the client physically, mentally and emotionally.  Therefore, please take the time to carefully and thoroughly complete this health history questionnaire.  You may want to consider copying it for you own future records.

Review of Systems

Please indicate the following:   C = CURRENT CONDITION   P =  PAST CONDITION
Skin

  C           P
Dry ___ Oily ___

Itching

 ___      ___

Rashes                          ___     ___

Hives
                ___     ___

Flushes Easily              ___     ___

Fungal Infections
 ___      ___

Bruises Easily
 ___      ___

Warts ___ 
Moles ___


Where______________________

How Many

             ___

Hair Loss

  ___     ___

Nails:  Soft___ Breaks___

Do you bite your nails?

     Yes__  No__

Head

Migraines___  Headaches___

Location of pain _____________

Worse:  Light___ Noise___ 

Odors___

Head Injury

Describe____________________

TMJ

 ___      ___

Dizziness___            Fainting___

Seizures

 ___      ___

Eyes

Vision Disturbances
  ___     ___
Dryness

   ___    ___

Tearing

   ___    ___

Pain


   ___    ___

Styes

   ___    ___

Infections

   ___    ___

Sensitive to light            ___    ___

Ears

Discharge

   ___    ___

Pain___
Itch___

Impaired Hearing
   ___    ___

Ringing

   ___    ___

Nose

Seasonal Allergies
   ___    ___

Drainage

   ___    ___

Color:

 Clear__Yellow___Green___

Texture: Runny___  Thick___

Post Nasal Drip
    ___   ___

Clears throat often
    ___   ___

Stuffiness

    ___   ___

       Sneezing

    ___   ___

Sinus Infection
    ___   ___

Nosebleeds

    ___   ___

Mouth

Dryness___  Salvation___

Tongue:  Sore___ Coated___

Canker Sores

 ___      ___

Fever Blisters
 ___      ___

Thirst:  High___  Low___

For:  Hot___ Warm___ Cool___


Cold___  Ice Cold___

Throat/Neck

Pain in Throat
 ___      ___

Glands Enlarged
 ___      ___

Difficulty Swallowing
 ___      ___

Change in Voice
 ___      ___

Respiratory



Pneumonia

 ___      ___


How many times?            ___


What side?  R___  L___

Bronchitis

  ___     ___

Cough

  ___     ___

Spit up Blood___  Mucous___

Asthma ___
 Wheezing ___

Shortness of Breath 
   ___    ___

Positive TB Test Ever?  ___   ___

Cardiovascular

Chest Pain

    ___   ___

Heart Palpitations           ___   ___

Heart Disease
    ___   ___

Blood Pressure:


High ___


Low ___

Varicose Veins
    ___   ___

Leg Pain ___      Cramps ___

Ankle Swelling               ___   ___

Cold Hands ___    Cold Feet   ___

Warm ___  Cold___ Blooded

Perspires

    ___   ___

Where?_____________________

Odor?  Yes___ No___

Digestion

Bowel Movement

x per day:  1-2___ 2-3___ 3-4___ 

x per week: 1-2___2-3___ 3-4___

Size:  Sm___ Med___ Lg___




C
P

Color: Brown___ Tan___Rust___

Texture:  Dry___ 
Hard___

Wet/Loose___ Pellets___

Float___
           Sink___

        Stools with Mucous___Blood___

        Hemorrhoids
             ___

       
Bleeding___

Painful___

Itching___

Sores

   ___    ___

Stool Incontinence
   ___    ___

Bowel Disease
   ___    ___

Liver/Gallbladder Disease       ___

Ulcer

   ___    ___

Heartburn

   ___    ___

Bloating

   ___    ___

Belching

   ___    ___

Gas/Flatus

   ___    ___

Nausea/Vomiting
   ___    ___

Pains/Cramps
   ___    ___

Urinary

Difficult Urination
   ___    ___

Painful Urination
   ___    ___

Incontinence/Dribbling  ___   ___

Blood in Urine
   ___    ___

Frequent Urination  
      Day___




    Night___

Frequent Bladder Infections    ___

Bedwetting

    ___   ___

Muscular/Skeletal


Back Pain

    ___   ___

Pain in Muscles/Joints/Bones  ___

Stiffness/Swelling
    ___   ___

Muscle Weakness/Tremor       ___

Numbness/Tingling
    ___   ___

Shooting Pain
    ___   ___

Paralysis

    ___   ___

Any side worse: R___  L___

Ever Broke Bones?
    ___   ___


Which __________________

Ever sprain joints?
    ___   ___


Which__________________

General

Fatigue

    ___   ___

Weight Changes
    ___   ___

Change in Appetite ___ Thirst___

Frequent Colds/Infections       ___

Date of last Physical___________
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