Name _____________________

DOB_____________________

Today’s Date _____________________


Five Top Health Concerns:

1.
______________________

4. 
______________________


2. 
______________________

5. 
______________________


3. 
______________________


Date and reason for last healthcare visit: 
____________________________
Date of last Physical Exam: _______________  
Major Illnesses, Hospitalizations, Surgeries and Stressful Life Events 
	Approx. Dates


	Condition
	Outcome

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Have you ever been in a Motor Vehicle Accident? When?_____________________


___________________________________________________________________

Family Medical History: Please fill in the following table regarding your biological family.  The list at the end of the table may assist your memory.
	Relation
	Age 
	Age of and
Cause of Death if applicable
	Known Medical Conditions

	Mother
	
	
	

	Father
	
	
	

	Sibling
	
	
	

	Sibling
	
	
	

	Sibling
	
	
	

	Maternal GM
	
	
	

	Maternal GF
	
	
	

	Paternal GM
	
	
	

	Paternal GF
	
	
	

	
	
	
	

	
	
	
	


Arthritis / Gout / Allergies / Asthma / Hayfever / Eczema / Cancer (note type) / Chemical dependency (note substance) / Diabetes (note I or II) / Epilepsy / Heart disease / Hypertension / Stroke / Hepatitis (note type) / Kidney disease (note type) / Mental Illness (note type) / Osteoporosis / Autoimmune Disease / Thyroid problem / Tuberculosis 
Diet:  Please describe typical foods in your diet for each meal of the day.

Breakfast:

Lunch:

Dinner:

Snacks: (what time of day typically?)
What foods do you avoid and why? (ex: meat – vegetarian or milk – causes gas)

Please list any sensitivities or allergies (medications, supplements, environmental factors, foods), and please note any anaphylactic reactions: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please list and give dosages for any prescription medications, over-the-counter medications, and supplements you take:

_________________

_________________

__________________

_________________

_________________

__________________

_________________

_________________

__________________

_________________

_________________

__________________

General Habits: Please fill out the following - 

	
	Specific Form - ex: cigarettes or chewing tobacco; running or biking
	Year Started
	How Often
	How Much

	Alcohol
	
	
	
	

	Tobacco 
	
	
	
	

	Caffeine 
	
	
	
	

	Recreational Drugs
	
	
	
	

	Exercise
	
	
	
	

	Exercise
	
	
	
	

	Screen 

Watching/
TV/movies
	
	
	
	

	Computer  Screen Use/

Internet
	
	
	
	


Sleep, Mood, Energy 
What are the hours of sleep you get?
(Ex: 10pm to 6am)  _____________________________

Bedtime habits / ‘sleep hygiene’ ____________________________________________

Do you feel rested upon waking? 
Y
N

Do you have any intense or recurring dreams?
Y
N
If so, describe briefly:

________________________________________________________________________

What is your dominant mood?
__________________________________________
On a scale of 0% to 100%, what is your usual energy level?
________________________

Change in weight? _____________________________ Disordered Eating? ___________

REVIEW OF SYSTEMS - Please check all that apply.  Feel free to note any symptoms that are not listed.  

	SKIN
	__ acne
	__ dandruff
	__ ridged nails
	__ itching

	
	__ dry
	__ hair loss
	__ spoon shaped nails
	__ eczema

	
	__ moles
	__ hirsutism
	__ athlete’s foot
	__ hives

	
	__ lumps
	__ cold sores
	__ burning feet
	__ psoriasis

	
	__ white bumps
	__ poor healing
	     sores
	__ other rash

	
	__ warts
	__ easy bruising
	    
	

	
	
	
	
	

	EYES 
	__ blurred vision
	__ glaucoma
	__ discharge
	__ redness

	
	__ double vision
	__ light sensitive
	__ burning
	__ infections

	
	     cataracts
	     floaters
	      itching
	__  _________


	EARS 
	__ excess wax
	__ sound sensitive
	__ infections
	__ hear voices

	
	__ hearing loss
	__ ringing
	__ vertigo
	 

	
	__ itching
	__ earaches
	__  __________
	__  _________


	NOSE / 
	__ asthma
	__ sinus trouble
	__ itching
	__  ___________

	SINUSES
	__ allergies
	__ stuffiness
	__ polyps
	__  ___________

	
	__ frequent colds
	
	
	


	MOUTH / THROAT
	__ amalgams 

(‘silver’ fillings)
	__ cold sores
	__ trouble swallowing

	
	__ dentures or bridges
	__ ulcers
	__ bad breath

	
	__ implants
	__ sore tongue
	​​__ hoarseness

	
	__ braces
	__ infections
	__ grind teeth

	
	__ root canals
	__ freq. sore throat
	__ clench teeth

	
	__ gingivitis 
	__ bleeding gums
	
	

	
	
	
	

	Last Dentist Visit:              

	


REVIEW OF SYSTEMS, continued

	RESPIRATORY
	__ cough
	__ blood w/ cough
	__ emphysema

	
	__ short of breath
	__ phlegm
	__ smoke

	
	__ wheezing
	__ apnea
	__  ____________

	
	__ congestion
	__ asthma
	__  _________


	CIRCULATORY
	__ chest pain
	__ chest tightness
	__ atherosclerosis

	
	__ palpitations
	__ swelling
	__ heart surgery

	
	__ high BP
	__ cold limbs
	

	
	__ low BP
	__ flushed skin
	__  ____________

	
	__ murmurs
	__ varicose veins
	__  ____________


	GENERAL
	__ bloating
	__ nausea
	__ side pain

	G.I.
	__ excess flatulence
	__ vomiting
	__ anal itching

	
	__ excess belching
	__ hard to swallow
	__ hemorrhoids

	
	__ heartburn
	__ ulcers
	__ change in

	
	__ indigestion
	__ burning
	     appetite

	
	__ regurgitation
	__ cramps
	


	BOWEL
	How often
	_____________
	

	MOVEMENTS
	
	
	

	
	Check if:
	__ blood
	__ white / grey

	
	
	__ mucus
	__ black

	
	
	__ undigested food
	__ constipation

	
	
	__ loose
	__ dry stool

	
	
	__ diarrhea
	__ bloating

	
	
	
	

	URINARY
	__ burning
	__ incontinence
	__ stones
	Urine color:

	
	__ frequency
	__ infections
	__ recent change
	__ yellow

	
	__ urgency
	__ hesitancy
	__ odd odor
	__ amber / brown

	
	__ pain
	__ at night
	__  __________
	__ greenish

	
	__ discharge
	__ # of times at night
	__  __________
	__ red / pink


	GENITAL
	__ discharge
	__ infection     
	     pain w/ sex
	      

	
	     impotence
	     hernia
	     Genital Herpes
	     

	
	__ itching
	__ testicular mass
	__ sores / ulcers
	

	
	
	
	
	

	Currently sexually active? _____________________________________________________________ 

Current Birth Control Type____________________(Abstinence, Condoms, Nuva Ring, IUD type,etc) 

Sexual Partners: Men / Women / Both / Other _____________________________________________                                                                                    
Duration of personal use of birth control pill________________________________________   (past, current)
Date of last sexually transmitted infection screening ________________________________________


	
	
	
	

	MENSES
	     PMS
	     itching
	         age menses began
	Menstrual blood:

	
	     irregular cycle
	     discharge
	         # times pregnant 
	     dark

	
	__ pain w/ menses
	__ infections
	         # live births 
	       clots

	
	     excess flow
	     dryness
	         # miscarriages
	__ pale

	
	     spotting

	     hot flashes
	         abortions
	___ avg days of flow
___ avg cycle length


______ date of last menses



REVIEW OF SYSTEMS, continued

	
	
	
	
	
	

	MUSCULO-
	
	__ arthritis
	__ spasms
	__ limited motion
	

	SKELETAL
	
	__ back pain
	__ rigidity
	__ atrophy
	__  __________

	
	
	__ stiffness
	__ flaccidity
	__ many fractures
	__  __________

	
	
	__ joint swelling
	__ weakness
	__ uneven development
	


	NEUROLOGIC
	__ depression
	__ memory loss
	__ fatigue
	__ fainting

	
	__ anxiety
	__ learning probs
	__ headaches
	__ tics

	
	__ confusion
	__ hyperactivity
	__ numbness
	__ seizures

	
	__ mood swings
	__ restlessness
	__ tingling
	     Autism 

	
	__ nervousness
	__ insomnia
	     nerve pain
	     spectrum__

	
	__ apathy
	__ excess sleepiness
	__ ADD/ADHD
	__ __________



	ENDOCRINE
	__ swelling
	__ heat intolerance
	__ hypothyroid
	__ excess sweat

	
	__ fatigue
	__ cold intolerance
	__ hyperthyroid
	     hot flashes 

	
	__ very thirsty
	__ weight probs
	__ diabetic (I or II)
	__  _________

	
	__ very hungry
	__ low blood sugar
	__ Transgender
	__ Hormone replacement

	
	
	
	      
	

	IMMUNITY
	__ recurring illness
	__ chemical sensitivity
	​​__ cancer (type)
	____________

	
	__ swollen glands
	__ implants (type)
	__ autoimmune
	____________

	
	__ chronic fatigue
	
	
	

	
	__ multiple allergies
	__  ______________
	__  ___________
	


Please list other healthcare practitioners you’ve seen in the past 5 years: (names if you remember or type ex: Chiropractor, Massage Therapist, MD, Therapist, Physical Therapist)
_____________________
_____________________
_____________________
_____________________
_____________________
_____________________
_____________________
_____________________
_____________________
Thank you for taking the time to fill out this form!  
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