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Health History
Date: _____________________

	Name:

	Address:  

	

	 Telephone (Day): 

	 Telephone (Evening): 

	 Cellular:   

	 Fax:

	Occupation (last 2 years):

	

	Occupation (prior 2 years): 


	Date Of Birth: 

	Age:

	Gender: F / M

	Marital Status: 

	Children (age/gender):

	Family Doctor: 

 Tel:

	How did you hear about us: 


1) Please describe current health concerns: 

2) For each health concern, enter:

a) when did started:
b) what makes symptoms worse:
c) what helps with symptoms:
3) Please indicate which childhood diseases you have had? (mark Yes or Not):

· Measles:
· Chicken pox:
· Mumps:
· Ear infections:
· Hey-fever:
· Asthma:
· Eczema:
· Allergies:
· Glandular fever (mono):
· Hepatitis:
· Others:
List vaccination and you have received (i.e. polio, tetanus, etc):

Did you have any childhood allergies? 

Have you have any surgeries or have been hospitalize for any reason?:

4) Please indicate your medication history (name of medication, reason for the medication, year that you started taking it, how long did you take it or if still taking it, dose):

· pain killers:

· sleeping pills:
· anti-depressants:

· heart medications:

· blood pressure medications:

· anti-cholesterol medications:
· steroidal medications:

· antibiotic:
· Arthritis medications:

· Anti-diabetic medications:

· birth control pill

· inhalers:
· anti-depressants:
· decongestants:
· antacids:
· Others:
5) Supplement intake (please list name of supplement, daily dose, how many times a week):
· Multi vitamin-minerals:

· Vitamin C:

· B-Complex:

· Vitamin E:

· Omega oils (or essential fatty acids):
· Calcium:

· Magnesium:

· Iron:

· Chromium:
· Zinc:

· Others:

6) Social History:
· Cigarettes/tobacco use (when did you start, how many cigarettes a day, when did you stop or if you still smoke): 

· Alcohol intake: 

· Exercise: 

· Relaxation/fun activities:
7) Digestive System Health (please specified and explain any that applies):
· Any appetite concerns:
· Any weight changes:
· Any nausea/vomiting:
· Any trouble swallowing:
· Any blood when coughing or spitting:
· Any gas:

· Any abdominal pain:
· Any abdominal cramps:
· Any diarrhea:
· Any constipation:
· Any rectal bleeding:
· Any food allergies:

· Others:

Specified Fluid intake (per day, or week):

· Water:  

· Juice: 

· Tea: 

· Coffee: 

· Milk: 

· Soda Pops:

· Alcohol: 

Specified Bowel movements: 

· Frequency:

· Consistency:

· Color:

Daily Diet (please describe your eating habits, type of meal that you normally have):
· Breakfast:

· Mid morning snack:
· Lunch:

· Afternoon snack:

· Diner:

· After diner snack:
8) Nervous System Health (please specified and explain any that applies):
· Describe sleep quality:

· Any insomnia:
· Any headaches:
· Any dizziness/vertigo:
· Any fainting/seizures:
· What is your level of energy (high, medium, low, very low)?
· Any stress/anxiety:
· Any mood swings:
· Any panic attacks:
· memory/concentrate level:
· Any pins-or-needle sensation anywhere in the body?
· Any hearing loss?
· Any ringing in the ears?
· Any eye problems?
· Others (specified):
9) Immune System Health (please specified and explain any that applies):
· How would you describe your low level?

· Any heat intolerance?

· cold intolerance?
· dry skin/hair?
· excess sweating?
· hypoglycemia?
· diabetes?
· Frequency of cold/flus?
· Any fungal infections?
· Any allergies?
· Others (specified):
10) Cardiovascular System Health (please specified and explain any that applies):
· Any chest pain?
· Do you feel any dizziness when getting up from bed or a chair?
· Any palpitation?
· Any ankle edema?
· Any varicose veins?
· Any hemorrhoids?
· Do you have cold hands/feet?
· Do you bruise easily?

· Others (specified):
11) Respiratory System Health (please specified and explain any that applies):
· Any ear aches?
· Any nasal congestion?
· Sinusitis?
· Any nose bleeds (how often)?
· Any allergies?
· Do you have mucus build up?
· Any sore throats (how often)?
· Any cough excessively?
· Do you have asthma?
· Any wheeze?
· Any blood when you cough?
· Any chest pain?
· Any trouble breathing or shortness or breath?
· Do you smoke?
· Others (specified):
12) Urinary System Health (please specified and explain any that applies):
· Painful urination?
· Any blood in the urine?
· Urinary infections (when, how often)?
· Incontinence (since when, how bad)?
· Loin pain?
· Enuresis?
· Prostate issues?
· Others (specified):
13) Reproductive System Health (please specified and explain any that applies):
Women:

· When was your first period?
· Menstrual period circle (how often, how long, how heavy)?
· Any PMS?
· Any yeast infections

· Any breast concerns

· pap smear status:
· How many pregnancies?
· Any miscarriages?
· Are you past menopause?
· infertility? 
· Painful sexual intercourse 

· Any STD’s (when)?
Men:

· Impotence?
· Any prostate concerns?
· infertility? 
· Painful sexual intercourse 
· Any STD’s (when)?
14) Skin Health (please specified and explain any that applies):
· Any acne?
· Any eczema?
· Any psoriasis?
· Any rashes?
· Any fungal infection?
· Any herpes?
· Any warts?
· Any itchiness?
· Any jaundice??

15) Musculo-skeletal System Health (please specified and explain any that applies):
· Any joint pain (where, how bad)?
· Any joint swelling (where, how bad)?
· Any back pain?
· Any neck pain?
· Any muscle pain/soreness (where, how bad)?
· Any pins-or-needle sensation anywhere in the body (where, how bad)?
· Have you ever broken any bone (which one, how bad)?

16) Family Health History:
Any Hereditary conditions?  

Please indicate briefly the mayor health concern for for each family member (if any):

Mother 

Age/Health:

If deceased, age/cause:
Father

Age/Health:

If deceased, age/cause:

Grandmother (mother’s side)

Age/Health:

If deceased, age/cause:

Grandfather (mother’s side)

Age/Health:

If deceased, age/cause:
Grandmother (father’s side)

Age/Health:

If deceased, age/cause:

Grandfather (father’s side)

Age/Health:

If deceased, age/cause:

Brother/sisters:

Age:___ Gender:___  Health:

Age:___ Gender:___  Health:

Age:___ Gender:___  Health:

Age:___ Gender:___  Health:

Age:___ Gender:___  Health:

Age:___ Gender:___  Health:

Age:___ Gender:___  Health:

Age:___ Gender:___  Health:

Age:___ Gender:___  Health:

17)  Please indicate (if known):
· Your Weight:
 


· Your Pulse: 

· Your BP: 
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