
	
  

	
  
	
  

First	
  Name:	
  _____________________	
   Initial:	
  _______	
   Last	
  Name:	
  _______________________	
  M______	
  F_______	
  
	
  
Address:	
  _____________________________________________	
  City:	
  _________________________	
  Postal	
  Code:	
  _________	
  
	
  
Please	
  list	
  only	
  the	
  numbers	
  at	
  which	
  we	
  may	
  contact	
  you	
  
	
  
Home	
  Phone:	
  ________________________________________	
  E-­‐Mail:	
  ______________________________________________	
  
	
  
Business	
  Phone:	
  _____________________________________	
  	
  Cell:	
  ________________________________________________	
  
	
  
May	
  we	
  leave	
  messages	
  at	
  the	
  above	
  numbers?	
  YES/	
  NO	
  	
  No	
  confidential	
  information	
  is	
  left	
  on	
  
voicemail	
  
	
  
How	
  did	
  you	
  hear	
  about	
  our	
  clinic?	
  ______________________________________________________________________	
  
	
  
Date	
  of	
  birth:	
  _______________________________________	
   Occupation:	
  ________________________________________	
  
	
  
Emergency	
  Contact:	
  ________________________________	
  Phone:	
  ______________________________________________	
  
	
  
Other	
  health	
  care	
  providers:	
  	
  
	
  
Name:	
  ____________________________	
   Name:	
  __________________________	
   Name:	
  ______________________	
  
	
  
Designation:	
  _____________________	
   Designation:	
  ____________________	
   Designation:	
  _______________	
  
	
  
Phone:	
  ____________________________	
   Phone:	
  ___________________________	
   Phone:	
  ______________________	
  

	
  
THIS	
  IS	
  A	
  CONFIDENTIAL	
  RECORD	
  OF	
  YOUR	
  MEDICAL	
  HISTORY	
  AND	
  WILL	
  BE	
  KEPT	
  IN	
  THIS	
  
OFFICE.	
  INFORMATION	
  CONTAINED	
  HERE	
  WILL	
  NOT	
  BE	
  RELEASED	
  TO	
  ANY	
  PERSON	
  EXCEPT	
  
WHEN	
  YOU	
  HAVE	
  AUTHORIZED	
  US	
  IN	
  WRITING	
  TO	
  DO	
  SO.	
  PLEASE	
  COMPLETE	
  THIS	
  
QUESTIONNAIRE	
  AS	
  THOROUGHLY	
  AS	
  POSSIBLE.	
  	
  
	
  
What	
  health	
  concerns	
  brought	
  you	
  to	
  this	
  office	
  today?	
  _______________________________________________	
  
	
  
	
  
	
  
If	
  this	
  is	
  a	
  chronic	
  illness,	
  how	
  long	
  have	
  you	
  had	
  this	
  condition?	
  _____________________________________	
  
	
  
Who	
  diagnosed	
  your	
  illness?	
  ___________________________When	
  was	
  your	
  diagnosis	
  made?	
  ____________	
  
	
  
What	
  specialists	
  have	
  you	
  seen?	
  __________________________________________________________________________	
  
	
  
	
  
If	
  you	
  are	
  female	
  are	
  you	
  currently	
  pregnant?	
  	
   YES/NO	
  



	
  

	
  
CURRENT	
  MEDICATIONS:	
  
List	
  all	
  CURRENT	
  prescribed	
  medications	
  and	
  dosages:	
  
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________	
  
_______________________________________________________________________________________________________________	
  
	
  
List	
  all	
  CURRENT	
  non-­‐prescription	
  medication	
  used:	
  	
  
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________	
  
_______________________________________________________________________________________________________________	
  

	
  
List	
  all	
  CURRENT	
  vitamins,	
  minerals,	
  herbs,	
  that	
  you	
  take	
  more	
  than	
  occasionally:	
  
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________	
  
_______________________________________________________________________________________________________________	
  

	
  
List	
  all	
  PAST	
  prescribed	
  medications	
  that	
  you’ve	
  taken	
  for	
  longer	
  than	
  3	
  months:	
  
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________	
  
_______________________________________________________________________________________________________________	
  
	
  
Have	
  you	
  had	
  any	
  adverse	
  reactions	
  to	
  medications	
  in	
  the	
  past:	
  YES	
  /	
  NO	
  
If	
  so,	
  indicate	
  the	
  medication	
  name,	
  when	
  you	
  took	
  it,	
  and	
  the	
  reaction	
  you	
  experienced:	
  
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________	
  
_______________________________________________________________________________________________________________	
  

	
  
List	
  all	
  known	
  allergies:	
  
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________	
  
_______________________________________________________________________________________________________________	
  

	
  
How	
  many	
  times	
  have	
  you	
  been	
  treated	
  with	
  antibiotics	
  in	
  the	
  last	
  5	
  years?	
  ________________________	
  



	
  

	
  
FAMILY	
  MEDICAL	
  HISTORY:	
  
Please	
  indicate	
  if	
  anyone	
  in	
  your	
  family	
  has	
  experienced	
  any	
  of	
  the	
  following	
  
	
  
Anemia:	
  _____________________________________________________________________________________________________	
  

Arthritis:	
  ____________________________________________________________________________________________________	
  

Asthma:	
  _____________________________________________________________________________________________________	
  

Autoimmune	
  disease:	
  ______________________________________________________________________________________	
  

Cancer:	
  ______________________________________________________________________________________________________	
  

Diabetes:	
  ____________________________________________________________________________________________________	
  

Eczema:	
  _____________________________________________________________________________________________________	
  

Epilepsy:	
  ____________________________________________________________________________________________________	
  

Glaucoma:	
  __________________________________________________________________________________________________	
  

Hay	
  fever:	
  ___________________________________________________________________________________________________	
  

Heart	
  disease:	
  ______________________________________________________________________________________________	
  

High	
  blood	
  pressure:	
  ______________________________________________________________________________________	
  

Hives:	
  _______________________________________________________________________________________________________	
  

Kidney	
  disease:	
  _____________________________________________________________________________________________	
  

Mental	
  illness:	
  ______________________________________________________________________________________________	
  

Psoriasis:	
  ___________________________________________________________________________________________________	
  

Stroke:	
  ______________________________________________________________________________________________________	
  

Substance	
  Abuse:	
  __________________________________________________________________________________________	
  

Other:	
  _______________________________________________________________________________________________________	
  

MEDICAL	
  HISTORY	
  
	
  
Blood	
  type:	
  ____________________________	
  
	
  
Date	
  of	
  last	
  physical	
  exam:	
  _______________________________	
  For	
  what	
  reason?	
  ____________________________	
  
	
  
Do	
  you	
  get	
  regular	
  SCREENING	
  TESTS	
  done	
  by	
  another	
  doctor?	
  (PAP,	
  Blood	
  tests	
  etc.)	
  	
  YES	
  /	
  NO	
  
	
  
	
  
	
  
	
  
	
  
	
  

	
  



	
  

	
  
Please	
  check	
  only	
  those	
  that	
  pertain	
  to	
  you	
  personally	
  	
  
	
  
☐Alcohol	
  abuse	
   	
   	
   ☐Female	
  Gynaecological	
  problems	
   	
   ☐Skin	
  Problems	
  
☐Allergies	
   	
   	
   	
   ☐Gallstones	
   	
   	
   	
   	
   ☐Stroke	
  
☐Anaemia	
   	
   	
   	
   ☐Gum/Teeth	
  problems	
   	
   	
   ☐Suicide	
  
☐Asthma	
   	
   	
   	
   ☐Heart	
  attack	
  	
   	
   	
   	
   ☐Thyroid	
  problems	
  
☐Arthritis	
   	
   	
   	
   ☐Heart	
  problems	
   	
   	
   	
   ☐Tuberculosis	
  
☐Back,	
  muscle,	
  joint	
  pain	
   	
   ☐High	
  blood	
  pressure	
   	
   	
   ☐Ulcers	
  
☐Bladder/urine	
  problems	
   	
   ☐Kidney	
  problems	
   	
   	
   	
   ☐Venereal	
  disease	
  	
  
☐Candida	
   	
   	
   	
   ☐Measles	
   	
   	
   	
   	
   ☐Chronic	
  fatigue	
  
☐Epilepsy	
   	
   	
   	
   ☐Depression	
   	
   	
   	
   	
   ☐Liver	
  problems	
  
☐Diabetes	
   	
   	
   	
   ☐Overweight	
   	
   	
   	
   	
   ☐Chronic	
  sinusitis	
  
☐Rheumatic	
  fever	
   	
   	
   ☐Psychological	
  problems	
   	
   	
   ☐Cancer	
  
☐Lung	
  problems	
   	
   	
   ☐Pneumonia	
   	
   	
   	
   	
   ☐Gout	
   	
  
☐Mononucleosis	
   	
   	
   ☐Eczema	
   	
   	
   	
   	
   ☐Bowel	
  disease	
  
☐Influenza	
   	
   	
   	
   ☐Hay	
  fever	
   	
   	
   	
   	
   ☐Constipation	
  
☐Rheumatism	
   	
   	
   ☐Pleurisy	
   	
   	
   	
   	
   ☐Hives	
  
☐Malaria	
   	
   	
   	
   ☐Chronic	
  swollen	
  glands	
   	
   	
   ☐Hypoglycaemia	
  
	
  
PERSONAL	
  HEALTH	
  HABITS	
  
	
  
Height:	
  _______________________	
  Current	
  weight:	
  _________________	
   Weight	
  1	
  year	
  ago:	
  ________________	
  
	
  
Do	
  you	
  smoke?	
  YES	
  /	
  NO	
   Amount/day?	
  ___________________	
   Years	
  smoking?	
  ____________________	
  
	
  
Are	
  you	
  exposed	
  to	
  smoking	
  at	
  home?	
  YES/NO	
   Are	
  you	
  exposed	
  to	
  smoking	
  at	
  work?	
  YES/NO	
  
	
  
Alcohol	
  use?	
   	
   	
   	
  YES/NO	
  	
   Type?	
  ________________	
  	
  Frequency?________________________	
  
	
  
Recreational	
  Drug	
  Use?	
  	
   YES/	
  NO	
   Type?	
  ________________	
  	
  Frequency?________________________	
  
	
  
Caffeine	
  use?	
   	
   	
   YES/NO	
   Type?	
  ________________	
  	
  Frequency?________________________	
  
	
  
Are	
  there	
  any	
  food	
  groups	
  that	
  you	
  avoid?	
  	
   YES/NO	
  
	
  
Which	
  foods	
  and	
  why:	
  
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________	
  
	
  
Are	
  you	
  frequently	
  exposed	
  to	
  animals?	
  	
   YES/NO	
  
	
  
	
  
	
  



	
  

	
  
Are	
  you	
  regularly	
  exposed	
  to	
  toxins	
  or	
  other	
  hazards?	
  	
   YES/NO	
  
	
  
What	
  kind?	
  _________________________________________________________________________________________________	
  
	
   	
  
Do	
  you	
  exercise	
  regularly?	
  	
   YES/NO	
   Type:	
  ___________________	
   Frequency:	
  _________________	
  
	
  
How	
  many	
  hours	
  do	
  you	
  sleep	
  at	
  night?	
  ___________________________Do	
  you	
  wake	
  rested?	
  YES/NO	
  
	
  
What	
  level	
  of	
  personal	
  stress	
  are	
  you	
  experiencing?	
  ___________________________________________________	
  
	
  
What	
  would	
  you	
  say	
  your	
  main	
  stressor	
  is?	
  ____________________________________________________________	
  
	
  
What	
  do	
  you	
  do	
  to	
  deal	
  with	
  stress?	
  ______________________________________________________________________	
  
	
  
When	
  was	
  your	
  last	
  vacation?	
  ____________________________________________________________________________	
  
	
  
What	
  are	
  your	
  hobbies?	
  ___________________________________________________________________________________	
  
	
  
CHRONOLOGICAL	
  HEALTH	
  HISTORY	
  
	
  
This	
  kind	
  of	
  health	
  history	
  helps	
  to	
  establish	
  trends	
  in	
  a	
  person’s	
  health	
  that	
  may	
  be	
  relevant	
  to	
  
present	
  conditions.	
  Indicate	
  below	
  any	
  accidents,	
  broken	
  bones,	
  falls,	
  illnesses,	
  hospitalization,	
  
surgeries,	
  and	
  any	
  emotional	
  traumas	
  such	
  as	
  deaths,	
  loss	
  of	
  jobs,	
  divorces,	
  etc.	
  	
  
	
  
Year	
  1-­‐5:	
  ____________________________________________________________________________________________________	
  
Year	
  6-­‐10:	
  __________________________________________________________________________________________________	
  
Year	
  11-­‐15:	
  _________________________________________________________________________________________________	
  
Year	
  16-­‐20:	
  _________________________________________________________________________________________________	
  
Year	
  21-­‐25:	
  _________________________________________________________________________________________________	
  
Year	
  26-­‐30:	
  _________________________________________________________________________________________________	
  
Year	
  31-­‐35:	
  _________________________________________________________________________________________________	
  
Year	
  36-­‐40:	
  _________________________________________________________________________________________________	
  
Year	
  41-­‐45:	
  _________________________________________________________________________________________________	
  
Year	
  46-­‐50:	
  _________________________________________________________________________________________________	
  
Year	
  51-­‐60:	
  _________________________________________________________________________________________________	
  
Year	
  61-­‐70:	
  _________________________________________________________________________________________________	
  
Year	
  71-­‐75:	
  _________________________________________________________________________________________________	
  
Year	
  76-­‐80:	
  _________________________________________________________________________________________________	
  
Year	
  81-­‐90:	
  _________________________________________________________________________________________________	
  
Years	
  90+:	
  __________________________________________________________________________________________________	
  
	
  



	
  

	
  
SYMPTOMS	
  REVIEW	
  
	
  
Please	
  check	
  (✓)	
  Y	
  if	
  you	
  have	
  the	
  symptom	
  now,	
  and	
  P	
  if	
  the	
  symptom	
  is	
  in	
  the	
  past	
  

	
  



	
  

	
  

	
  


