History Questionnaire

Name:____________________________________ Male__  Female__      Date:______/_____/________  Date of Birth____________________   Tel # ______-______-_____  Email:____________@____________

List the main problem or problems which you would like to address: ______________________________________________________________________________________________________________________________________________________________________________
Who referred you to us: ________________________________ Current Medications Dose + Frequency + Response 
1) _______________________________________________________
2) _______________________________________________________
3) _______________________________________________________
4) _______________________________________________________
5) _______________________________________________________
6) _______________________________________________________
7) _______________________________________________________
8) _______________________________________________________
Current Supplements  - Dose + Frequency + Response
1) _______________________________________________________
2) _______________________________________________________
3) _______________________________________________________
4) _______________________________________________________
5) _______________________________________________________
6) _______________________________________________________
7) _______________________________________________________
8) _______________________________________________________
9) _______________________________________________________
10) _____________________________________________________
11) _____________________________________________________
12) _____________________________________________________

13) _____________________________________________________
14) _____________________________________________________
15) _____________________________________________________
Please √ If you use and how much? Over what time period? If you have stopped, please indicate when.
□ Smoke Tobacco __________________________________________

□ Use Caffeine ____________________________________________

□ Alcohol _________________________________________________
□ Chew Tobacco ___________________________________________

□ Drink Sodas _____________________________________________
□ Other addictive substances__________________________________ __________________________________________________________

List Drug Allergies and what kind of reaction to drugs? __________________________________________________________

Supplement Allergies_________________________________________
Food Allergies______________________________________________

Other Allergies______________________________________________

Chemical Allergies___________________________________________
Allergies to any of the following (please √)
□Milk Products   □Dust   □Chlorine   □Formaldehyde   □Wheat    □Grains  □Grass    □Trees    □Pollen    □Cosmetics    □Perfumes    □ Soy    □Mold □Detergents     □Cleaners    □Animal Danders    □Gas    □Glues    □Paint □Dyes     □ Newsprint      □Petrochemicals (oil based)
Types of Traditional & Complementary (Alternative) Health Care Utilized (Past & Current). Indicate positive results with √.

□Medical Specialties Results __________________________________

__________________________________________________________

□Complementary/Alternative, Holistic, Integrative Medicine Results ____
__________________________________________________________
□ Primary Care results________________________________________
__________________________________________________________

□ Oncology results___________________________________________
 □ Acupuncture results________________________________________
□ Naturopathy results_________________________________________
□ Cardiology results__________________________________________ 
□ Orthopedic/Phys.Therapy results______________________________
__________________________________________________________

□ Ayurvedic results__________________________________________
□ Nutritionist/ Herbalist results__________________________________
□ Endocrinology results_______________________________________
□ Psychiatry/Psychology results________________________________
□ Chiropractic results_________________________________________
□ Osteopathy results_________________________________________
□ Gastroenterology results_____________________________________ 
□ Rheumatology results_______________________________________ 
□ Homeopathy results________________________________________ 
□ Reflexology/Reiki results____________________________________
□ Internal Medicine results_____________________________________

□ Urology results____________________________________________

□ Hypnotherapy results_______________________________________

□ Spritual/Energy results______________________________________
□ Neurology results__________________________________________

□ Massage results___________________________________________

□ Other results_____________________________________________
Are you receiving disability payments? Yes / No 
Are you in litigation over any health problems? Yes / No

If need additional space, please attach a separate sheet

FAMILY HISTORY (circle or check any that apply)
Alcohol or Substance Problems

 Anemia

Anxiety

Arthritis

Asthma Bronchitis

Autoimmune Disease

Bladder / Kidney

Bleed Easily

Bone Loss (Osteoporosis)
Cancer

Depression

Diabetes

Digestive / Intestinal Prob.

Ear / Eye Problems

Eating Disorders

Genetic Condition

Gout

Headaches

Heart Disease

High Blood Pressure

HIV/AIDS

Condition You Family Members

Hormonal Problems

Hyperactivity / ADHD

Learning Disability/PDD

Muscle Problems

Neurological Problems

Psychological Problems

Rheumatic Fever

Seizure Disorders

Sex Transmitted Disease
Sinus / Respiratory

Skin Prob / Eczema / Acne

Stroke

Swallowing Disorder

Thyroid Disease

TMJ

Tuberculosis

Viral Disorder

Weight Loss or Gain
Your Personal Health History (include approximate dates)
Surgeries__________________________________________________
__________________________________________________________

Hospitalizations _____________________________________________
__________________________________________________________
Injuries/Accidents ___________________________________________

__________________________________________________________ Toxic Exposures ____________________________________________ 

Psychological Traumas_______________________________________

__________________________________________________________
Pregnancies________________________________________________
Daily Food Intake 
Fats amounts and frequency of margarine, trans fats _________________________________________________________
Protein: amounts and frequency of meat, eggs, dairy, fish, soy, etc.  ____________________________________________________________________________________________________________________

__________________________________________________________

Flour products:  amounts and frequency of bread, pasta, etc. __________________________________________________________

Fruits & vegetables:  amounts and frequency __________________________________________________________
Types of snacks or sweets:  amounts and frequency ____________________________________________________________________________________________________________________

Please circle the item below if you have ever had and of these problems in your health history and indicate if it is current or past, and mild, moderate or severe
Fatigue 
Ear Infections

Hearing Loss

Hot/Heat Intolerant 
Itching

Cold Intolerant 
Perspire Easily 
Discharge

Lack of Perspiration 
Dizziness

Frequent Infections 
Ringing/Tinnitus

Immune/Auto-Immune 
Nasal congestion
Swollen Glands 

Measles
Sinusitis

Scarlet Fever 
Obstruction
Tonsillitis 
Bleeding Gums

Bone Loss

Fever, Chills 
Bruxism (Grinding of teeth)

Low body Temp. 
Face/Jaw Pain/TMJ

Cold Extremities 
Fillings: Amalgam

Thyroid Disorder 
Dizzy on Standing 
Mouth Ulcers

Swallowing Problems
Frequent urination

Taste Loss

Tremors 
Tongue Coated

Night Sweats 
Tongue Fissured

Voice Hoarse

Acne, Eczema, Dermatitis 
Poor Appetite

Hives/Rashes
Indigestion

Itching, Burning or Dry skin

Abdominal Pain

Jaundice

Belching

Bloating

Gas

Colitis/Irritable Bowel

Constipation

Diarrhea

Gastritis, Pain, Ulcer

Heartburn, Reflux

Headaches 
Hemorrhoids/Bleeding

Migraines
Liver/Gallbladder problems
Head Injury 
Nausea/Vomiting

Jaw Pain 
Vomiting blood
Neck Pain, Stiff Neck

Dizziness
Fainting
Hair Loss

Wear Glasses/Contacts 
Asthma / Bronchitis

Blurred Vision 
Cancer 

Burning / Dry / Itching Eyes
Cataracts

Cough – Chronic

Glaucoma/Retina prob. 
Emphysema

Shortness of Breath

Night Blindness

Pneumonia

Double vision
Coughing Blood

High Blood Pressure 
Low Blood Pressure 

Chest Pain 

Dizzy Spells 
Prostate Problems

Leg Pain w/Walking 
Weak Urine Stream

Palpitations/Tachycardia STD’s

Edema 
Breasts: Cancer or abnormalities
Shortness of breath
Endometriosis

Hormone Replacement

Varicose veins

Hot Flashes

Cramps

Arthritis/Joint Pain 

Back Pain/Disc Problems 
Bursitis/Tendonitis 
Infertility

Menopausal symptoms
Muscle Weakness 
Osteoporosis

Convulsions/Seizures 

Fainting Spells 
Pap Smears-Abnormal

Neuralgia/Tingling in extremities

Pre-Menstrual Tension

Raynaud’s 

Tremors
Sexually Transmitted Diseases
Chronic Infections
Chronic Inflammation

Yeast

Kidney Diseases
Bladder infections 

Blood in Urine Foods 

Frequent Urination 

Incontinence 
Kidney Stones 
Headaches

Irritability

Discharge Skin Crawling feeling

Excessive Night Urination 
Anxiety 
Attention Deficit (ADD) Bizarre Behavior

Depression 
Developmental delay

Eating Disorder
Fearful/Worrier

Hyperactivity

ADHD

Manic

Insomnia

Lack of Dream Recall

Learning Problems

Memory Problems

Mood Swings

Narcolepsy-Oversleeping

Obsessive/Compulsive

Phobias

Schizophrenia

Suicidal

Concentration/focusing problems
Numbness

Pins & Needles

Burning Pain

Stabbing Pain

Aching Pain
Other questions

If you do not eat for 6 or more hours, will you become dizzy, irritable and develop headaches or have other adverse symptoms?  

□ yes

□ no

Do carbohydrates make you bloated and gassy?

□ yes

□ no

Do you get fatigued after a few flights of stairs?

□ yes

□ no

Do you often skip meals? 
□ yes

□ no

Are you trying to gain weight?  

□ yes

□ no

Lose weight?

□ yes

□ no

Have you often dieted in the past?

□ yes

□ no
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