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	NAME: 
	DATE OF BIRTH: 
	SEX: 
	PAGE: 1



Contact Information

	Phone
	C:                  H:                 W:
	Email:
	Click to enter. Then tab over

	Address
	Click to enter. Then tab over
	Employer/Occupation
	Click to enter. Then tab over  

	Pharmacy/Ins info
	  
	Referred by:
	Click to enter. Then tab over


	HEALTH HISTORY


	Place of birth 
Click to enter. Then tab over
	Education

_
	Date of last Eye exam

_
	Date of last full bloodwork

_

	Relationship status
_
	Occupation 

_
	Date of last Dental Exam
_
	Date of last Mammogram
_
	Date of last colonoscopy
_

	Who is your Primary Care Provider: 
_
	Date of last Physical Exam

_
	Date of last PAP or Prostate exam
_
	Date of last Bone Density testing
_

	                                                                                  Height:        _
	Current Weight:  ___    Weight 1 year ago  __  Maximum Weight:  __

	List all serious illnesses, surgeries, hospitalizations you have experienced and indicate year these occurred:  [i.e. tonsillectomy, hysterectomy, septicemia]    

_
	Describe all serious accidents, severe injuries, head injury, fractures or broken bones (include date occurred):      
_

	_
	_

	_
	_

	_
	_

	_
	

	

	PERSONAL HEALTH HISTORY

	Please indicate The main reason for your visit, identifying your CHIEF COMPLAINTS:  Please list (in order of importance) the present health concerns, symptoms, or problems 

you are experiencing:

	1. _
	4. _

	2. _
	5. _

	3. _
	6. _

	
	


	List your prescribed drugs, and over-the-counter drugs, such as vitamins, minerals, herbs, inhalers and birth control

	Name the Drug
	Strength
	Frequency Taken

	_
	_
	_

	_
	_
	_

	_
	_
	_

	_
	_
	_

	_
	_
	_

	_
	_
	_

	_
	_
	_

	_
	_
	_

	_
	_
	_

	_
	_

	_

	Allergies to medications

	Name the Drug
	Reaction You Had

	_
	_

	_
	_

	_
	_

	Indicate if you have any of the following and describe with specifics:

	Food allergies / sensitivities (gluten, dairy):
	______

	Environmental allergies:
	______

	Exposed to chemicals at work or home:
	______

	

	HEALTH HABITS AND PERSONAL SAFETY

	

	Exercise
	☐ Sedentary (No exercise): Please list any challenges preventing you from exercising: _

	
	☐ Mild exercise (i.e., climb stairs, walk 3 blocks, golf): _

	
	☐ Occasional vigorous exercise (i.e., work or recreation, less than 4x/week for 30 min.): _

	
	☐ Regular vigorous exercise (i.e., work or recreation 4x/week or more for 30 minutes): _

	Diet

Typical Foods Consumed on Regular Basis
	Diet Often: _

	
	Breakfast: _
Midmorning Snack: _
Lunch: _
Mid-afternoon Snack: _
Dinner: _
Evening Snack: _
Fluids: _
Favorite restaurants: _
	

	Dairy amount/week
	Milk: _                      Cheese: _                       Yogurt: _                             Lactose intolerant?:       ☐Yes      ☐No

	Alcohol
Consumption
	Do you drink alcohol?: _

	
	If yes, what kind?: _

	
	How many drinks per week?: _

	
	Do you ever pass out from drinking too much?: _

	Tobacco
	Do you use smoke or chew tobacco?: _

	Drugs (which ones)
	Do you currently use recreationally? _

	Social
	Do you have a spiritual practice? (please describe)

	Sex
	Are you sexually active? 
	☐Yes
	☐No

	
	Sexual preference               ☐Heterosexual               ☐Homosexual               ☐Bisexual               ☐Polyamorous

	
	If yes, are you trying for a pregnancy?
	☐Yes
	☐No

	
	If not trying for a pregnancy list contraceptive or barrier method used or vasectomy/hysterectomy:      
	☐Yes
	☐No

	
	Any discomfort with intercourse?
	☐Yes
	☐No

	
	Illness related to the Human Immunodeficiency Virus (HIV), such as AIDS, has become a major public health problem. Risk factors for this illness include intravenous drug use and unprotected sexual intercourse. Would you like to speak with your provider about your risk of this illness?
	☐Yes
	☐No

	Personal Safety
	Do you live alone?   ☐Yes      ☐No               

	
	Do you have frequent falls? ☐Yes      ☐No

	
	Do you have vision or hearing loss?  ☐Yes      ☐No

	
	Do you have an Advance Directive or Living Will?  ☐Yes      ☐No

	
	Would you like information on the preparation of these?  ☐Yes      ☐No

	
	Physical and/or mental abuse have also become major public health issues in this country. This often takes the form of verbally threatening behavior or actual physical or sexual abuse. Would you like to discuss this issue with your provider? ☐Yes      ☐No  


	medical history


Enter YOUR CURRENT & PAST MEDICAL CONDITIONS BY TYPING IN YES OR NO OR PAST
	Condition
	Status & Notes
	Condition
	Status & Notes

	AIDs or HIV+:
	_
	Low Blood Pressure:
	_

	Alcohol Abuse:
	_
	Lung disease:
	_

	Anemia:
	_
	Lupus:
	_

	Anorexia:
	_
	High Blood Pressure:
	_

	Asthma:
	_
	High Cholesterol / Triglycerides:
	_

	Binge Eating:
	_
	Mitral Valve Prolapse: 
	_

	Bipolar disease:
	_
	Osteoporosis:
	_

	Blood Transfusions :
	_
	Osteoarthritis:
	_

	Bulimia:
	_
	Polycystic ovarian syndrome:
	_

	Cancer – What type?:
	_
	PMS:
	_

	Chronic Fatigue Syndrome:
	_
	Polio:
	_

	Depression:
	_
	Pulmonary Hypertension:
	_

	Diabetes:
	_
	Rheumatic Fever:
	_

	Drug Abuse:
	_
	Rheumatoid Arthritis:
	_

	Epilepsy:
	_
	Sleep Apnea:
	_

	Fibromyalgia:
	_
	Stroke:
	_

	Gallstones:
	_
	Thyroid disease:
	_

	Glaucoma:
	_
	Tuberculosis:
	_

	Gout:
	_
	Venereal disease (STD):
	_

	Heart Attack / Angina :
	_
	OTHER: please list:
	_

	Heartburn:
	_
	
	_

	Hepatitis:
	_
	
	_

	Hernia:
	_
	
	_

	Kidney Disease:
	_
	
	_


FAMILY MEDICAL HISTORY: (**Please note if father’s [F] or mother’s [M], Sister [S], Brother [B], Uncle on M’s side of family [M-U], etc
	
	WHO
	
	WHO

	Alzheimer’s Disease
	_
	High Cholesterol
	_

	Alcohol or Drug Problem
	     
	Kidney Disease (kidney stones, infections)
	_

	Allergies
	_
	Leukemia
	_

	Anemia
	_
	Mental Illness
	_

	Ankylosing Spondylitis
	_
	Migraine Headaches
	_

	Arthritis
	
	Multiple Sclerosis
	_

	Asthma
	_
	Overweight/Obesity
	     

	Autoimmune disorders
	_
	Osteoporosis
	_

	Cancer – type?
	     
	Parkinson’s
	_

	Chronic Lung Disease
	_
	Pelvic (fibroids, ovarian cysts, endometriosis)
	_

	Celiac Disease
	_
	Polyps in Colon or Nose
	_

	Diabetes
	     
	Polycystic Ovarian Syndrome (PCOS)
	_

	Epilepsy
	_
	Psoriasis
	_

	Emphysema
	_
	Rheumatoid Arthritis
	     

	Glaucoma
	_
	Stroke
	_

	Gout
	_
	Thyroid Disease (hypothyroid, Graves)
	_

	Heart Disease
	     
	Ulcers (peptic, gastric)
	_

	High Blood Pressure
	     
	Other
	_


FAMILY MEDICAL HISTORY continued
	
	Present age /or Age of death
	If living, health (good, fair, poor)
	If deceased, cause of death

	Father
	     
	_
	     

	Mother
	     
	_
	     

	Siblings
	     
	     
	_

	Siblings
	     
	     
	_

	Siblings
	     
	     
	_

	Siblings
	     
	     
	_

	Siblings
	     
	     
	_

	Siblings
	     
	     
	_

	Children
	_
	_
	_

	Children
	
	
	

	Children
	     
	     
	_

	
	
	
	

	
	
	
	


	MENTAL HEALTH

	

	Is stress a major problem for you?  Click to enter. Then tab over
	☐
	Yes
	☐
	No

	Do you panic when stressed?  Click to enter. Then tab over
	☐
	Yes
	☐
	No

	Do you have trouble sleeping? Click to enter. Then tab over
	☐
	Yes
	☐
	No

	Do you feel depressed? Click to enter. Then tab over
	☐
	Yes
	☐
	No

	Have you ever been to a counselor? Click to enter. Then tab over
	☐
	Yes
	☐
	No

	Do you have problems with eating or your appetite? Click to enter. Then tab over
	☐
	Yes
	☐
	No

	Have or had an eating disorder Click to enter. Then tab over
	☐
	Yes
	☐
	No

	Do you cry frequently? Click to enter. Then tab over
	☐
	Yes
	☐
	No

	Have you ever attempted suicide? Click to enter. Then tab over
	☐
	Yes
	☐
	No

	Have you ever seriously thought about hurting yourself? Click to enter. Then tab over
	☐
	Yes
	☐
	No

	Have you ever been to rehab?  Click to enter. Then tab over
	☐
	Yes
	☐
	No

	
	
	
	
	

	

	WOMEN ONLY



	Age at onset of menstruation (age at which first menstruation started): ____                                  

	Do you have regular cycles?   ☐Yes   ☐No                     Period every occurs every  ____ days (i.e. 26, 28, 32)

	Length of blood flow (number of days of bleeding) : ____
	Birth control, which type : ___

	Date of last menstruation (if menopausal, year of last menstruation): ____
	

	Heavy periods, irregularity, spotting, pain, or discharge? ): ___________
	☐
	Yes
	☐
	No

	Number of pregnancies ___              Number of live births ___               Number of miscarriages ___                  Number of abortions: ____

	Are you pregnant or breastfeeding? ____
	☐
	Yes
	☐
	No

	Have you had a D&C, hysterectomy (partial {still have ovaries} or complete), or Cesarean? _____
	☐
	Yes
	☐
	No

	
	
	
	
	

	review of other systems 

	COMMENT IF YOU HAVE, OR HAVE HAD, ANY SYMPTOMS IN THE FOLLOWING AREAS TO A SIGNIFICANT DEGREE AND/OR BRIEFLY EXPLAIN. 


	Constitutional, Sleep & Energy: [i e. fatigue, change in weight, night sweats, fever, afternoon tiredness, sleep difficulties, needing more than 10 hours a night]:
_

	Eyes: [i e. double vision, eye pain, corrective lens, visual disturbances, dry/itchy/watery eye, discharges, sensitivities, styes, dark circles] :
_

	Ears: [i e. pain, discharge, itchiness, hearing loss/ringing, frequent infections, excessive wax] :
_

	Mouth, Throat Neck: [i e. sores, swollen tongue, dental problems/dentures, itchy mouth/throat, painful chewing, mucus in throat, bad breath/taste, frequent sore throat, loss of taste, hoarseness/voice change, swollen glands, neck stiffness, difficulty swallowing.] : 
_

	Nose & Sinus: [i e. frequent nose bleeds, loss of smell, itchy nose, congestion, post nasal drip, must breathe through mouth, frequent colds, sinus problems] :
_

	Heart: [i e. known heart problems, chest pain/tightness, can feel heart beating, rapid heat beat, heart fluttering, high/low blood pressure, high cholesterol, swelling of ankles/legs, heaviness in legs, exhaustion with mild exertion, difficulty breathing at night, calf muscle cramping while walking] :
_

	Respiratory: [i e. chronic cough, coughing up phlegm or blood, wheezing, shortness of breath, breathing difficulties, sensitive to pollution, radiation or chemical exposure, smoke or live/work with smokers, any positive TB test, asthma, bronchitis/pneumonia] :
_

	Digestive: [i e. change in appetite, belching/burping/gas/bloating, heartburn/pain behind breastbone, stomach pain/indigestion, nausea/vomiting, ulcers (pain relief with milk), liver/gallbladder disease, intolerance to greasy foods, sensitivity to foods, fatigue after eating, constipation (<1 bowel movement/day), 3 or more bowel movements/day, loose stools, fouls smelling stools, bloody/tarry/ or muscousy stools, hemorrhoids, hernias] : 
     

	Skin: [i.e. dry skin, rashes, itching, change in skin color, yellowing of skin (jaundice), change in hair/nails, poor wound healing, bumps on backs of arms, excessive sweating, body odor, hair loss, hives, eczema, psoriasis, shingles, athlete’s foot, ring worm, acne]:
_

	Neurological: [i.e. head injuries, headaches/migraines, lightheaded/dizzy, feeling of spinning/vertigo, fainting, numbness/tingling, loss of memory, poor concentration, lack of mental alertness, loss of balance/uncoordinated, convulsions/seizures, tremor, paralysis, loss of feeling, stroke, excessive perspiration/sweating]:

_

	Urinary: [i.e. frequency or urgency, burning/pain, waking at night to urinate, inability to hold, bedwetting, dripping after urination, rarely need to urinate, difficulty starting/stopping, urination with cough/sneeze, blood in urine (rose colored), dark/cloudy urine, strong smelling, sense of bladder fullness, strain on urination, low back pain, kidney stones, frequent kidney/bladder infections, antibiotics use for kidney/bladder infection]:

_

	Psychological & Emotional: [i.e. sadness, depression, anxiety/tense, suicidal feelings/thoughts, impatient, moody, nervous, difficulty in handling stress]:

_

	General Reproductive: [i.e .lack of sex drive, sexual difficulties, pain with intercourse,  sexually transmitted infections, pain/coldness in genital region]:

_

	Male Reproductive:[i.e. testicular lump/pain, difficulty to get or keep an erection, painful ejaculation, discharge from penis, genital sores, prostate problems, infertility, low sperm count, hernia]:

_

	Female Reproductive:[i.e. abnormal pap, difficulty conceiving, cysts, fibroids, vaginal dryness/itching/discharges, vaginal bump or sores, yeast infections, pelvic soreness, ovarian pain, heavy/scant menses, cyclical symptoms, pms symptoms—cravings, moodiness, breast symptoms, low back/abdominal pain, menstrual pains, shot flashes/night sweats, hair growing where it shouldn’t]:
_

	Breasts: [i.e breast pain/tenderness, nipple discharge, breast lumps]:

_
Do you do regular monthly self exam? ☐Yes   ☐No

	Musculoskeletal: [i.e. weakness, loss of tone/grip strength, cramps/soreness, back pain, pain/tightness in shoulders or neck, tingling burning in hands and feet, joint pains or stiffness, swollen joints, arthritis, osteoporosis, herniated or slipped disc, tendonitis, double jointed, loss of height, bone pain/soreness, injure easily, broken bones, unable to walk/sit properly]:
_

	Blood, Circulation & Immune: [i.e. anemia, easy bleeding/bruising, gums bleed easily, purple fingers/lips, varicose veins/spider veins, deep leg pain, cold hands/feet, cuts slow to heal, frequent infections (>3x/year), swollen lymph glands, boils/sores on legs]:

_

	Endocrine: [i.e. headaches relieved by eating, irritable/tired./weak if meal missed, awaken at night hungry, calmer after eating, shakiness/jittery between meals, heart palpitations after eating, crave sweets, excessive thirst, excessive hunger, diabetes, overweight, swollen/bulging eyes, intolerant to heat/cold, thyroid problems, temperature often below 97.6, gain weight easily, skin on legs dry, outer edges of eyebrows thinning, energized from exercise, dizziness upon standing, sugar in urine]:

_

	Other:
 _


 Is there anything else you would like us to know about your current health situation and want to make sure we focus on:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
