Nome Date of Birth TOdOY'S Dote

Occupation Age Height Sex Number of Children
Marilal Status: Q Single O Portner 3 Married Q Seporoted Q Divorced Q Widowler)

Are you recovering from o cold or flu? Are you pregnant?

Reason for office visit Dote began

Date of last physical exam Practitioner nome ond phone number

Laboratory procedures performed fe.g., stool analysis, blood and urine chemistries, hoir onalysis)

Ovutcome

What types of therepy have you fried for this problem(s):

Q diet modification U fosting QO vitomin/mineral O herbs (O homeopathy O chiropractic O acupuncture  (Q conventional drugs
Q other
List current health problems for which you are being frected:

Current medications {prescription or overthecounter):

Maijor Hospilalizations, Surgeries, Injuries: Please list all procedures, complications (if any} and dates:

Yeor Operation, llness, Injury Ovlcome

Circle the level of stress you are experiencing on ¢ scole of 1 to 10 (1 being the lowest): 1 2 3 4 5 6 7 8 9. 7710

Identify the mojor couses of stress [e.g., changes in job, work, residence or finances, legal problems):
Do you consider yoursel: (O underweight Q overweight Q just right Your weight today
Q Unintentional weight loss or gain of 10 pounds or more in the last three months

Is your job associated with potentially hormful chemicals (e.g., pesticides, radioactivity, solvents) or health and/or life threatening octivities (e.g., fireman, former, miner)

Q Corrective lenses O Dentures Q Hearing oid Q Medical devices/prosthetics/implants, describe:

Recent chonges in your ability fo: Q see Q hear Q 1aste Q smell Q feel hot/cold sensations
O move around (sit upright, stand, walk, run, pick up things, swing your arms freely, turn your head, wiggle fingers}

Strong like for any of the following flavors: Q sour Qbitter O sweet Q rich/fotty Q spicy/pungent  Q salty

Strong dislike for any one of the following flavors: O sour Q bitter Q sweet Q rich/fatty Q spicy/pungent  Q salty

Do you: Q Prefer warmth (i.e., food, drinks, weather eic.] O Prefer cold fi.e., food, drinks, wecther, etc] (O No preference

Is your sleep disturbed ot the same fime each night? If yes, whot time?

Time of day you feel the most energy or the least symptoms: Time of doy you feel the wors! or your symptoms are oggravaled:
Q7am-9am. Q%em-1lom Qllam-1pm Q70m-%9om. Q9%am-1lam TQllem-1pm.
Qlpm-3pm Q3pm-5pm. Q5pm-7pm. Qipm-3pm. Q3pm-5pm Q5pm-7pm
O7pm-9pm. Q9pm-11pm Qllipm-lam Q7pm-9pm. Q9%pm.-1lpm Q1lpm-1am
Olom-3am QO3am-5am. O50m-7om. Otlom-3om. Q3cm-50m. Q50m-7am.

Do you experience any of these general symptoms EVERYDAY?

Q1 Debilitating fatigue O Shortness of brecth 3 Insomnic Q Constipction Q Chronic poin/inflammation
Q Depression Q) Panic attocks Q Nousea O Fecal incontinence Q Bleeding
(2 Disinterest in sex Q Headoches Q Vomiting Q Urinary incontinence Q Discharge

Q) Disinterest in ealing Q Dizziness Q) Diorrheo Q Low grode fever O liching/rash




Medical History

) Arthritis

T Allergies/hayfever

O Asthmo

73 Alcoholism

3 Alzheimer’s disease

3 Autoimmune disecse

Q) 8lood pressure problems

QO Bronchitis

QO Concer

O Chronic fafigue syndrome

3 Corpal tunnel syndrome

O Cholesterol, elevated

0 Circulotory problems

Q Colitis

Q Dentol problems

O Depression

QO Dicbetes

QO Diverticulor disecse

Q Drug addicfion

Q Eoting disorder

Q Epilepsy

Q Emphysemc

O Eyes, ecrs, nose, throat problems

0 Environmental sensifivities

QO Fibromyalgic

Q) Food intolerance

QO Gastroesophogeal reflux disease

O Genetic disorder

QO Gloucoma

Q Gout

0O Heart disecse

O Infection, chronic

O Inflommatory bowel disease

Q Irritable bowel syndrome

Q Kidney or bladder disease

O3 Learning disabilities

Q Liver or gallblodder disease
(stones)

Q Mental iliness

O Mentol retardation

Q Migroine heodaches

QO Nevurological problems
(Pcrk;‘;?n's, pF::rolysis)

Q Sinus problems

Q Stroke

Q Thyroid trouble

Q Obesity

O Dsteoporosis

G Pneumonia

O Sexually transmitted disease
Q Seasonal affective disorder
Q Skin problems

QO Tuberculosis

Q Ulcer

Q Urinary tract infection

Q Varicose veins

Other

Medical (Men)
Q spH

Q) Prostote cancer

O Decreased sex drive
2 infertility

Q s

Other

Medical (Women)
O Menstrual irregularities
Q Endometriosis

Q Infertility

Q Fibrocystic breasts

QO Fibroids/ovarion cysts
Q PMS

Q) Brecst cancer

Q Pelvic inflammatory disease
Q Voginal infections

QO Decreased sex drive
Qs

Other

Age of first period

Date of lost gynecological exam

Mommogram (O + Q-
pap O+ Q-

Form of birth control

# of children

# of pregnancies
Q C-section

Q Surgical menopause

0 Menopause

Date of last menstrual cycle
length of cycle ____ doys

Interval of time between cycles

Any recent chonges in normal men-

strual flow (e.g., heavier, large clots,
sconty)
Family Health History

(parents and siblings)
O Arthritis, rheumatoid
Q Asthma

Q Alcoholism

O Alzheimer’s disease
QO Caoncer

Q Depression

Q Diabetes

Q Drug oddiction

Q Ecting disorder

Q Genelic disorder

O Gloucome

Q Heort disease

Q Infertility

(] Learning disabilities
Q Mental illness

O Mental retardation
QO Migraine headaches

O Neurological disorders
(Parkinson’s, paralysis)

QO Obesity

QO Osteoporosis
Q Stroke

Q Svicide
Other

Health Habits
3 Tobocco:

Cigorettes: #/day
Cigors: #/doy

3 Alcohol:
Wine: #glosses/d or wk
liquor: #ounces/d or wk

Current Supplements
Q Multivitamin/mineral

Q Vitamin C

O Vitomin E

2 EPA/DHA

Q Evening Primrose/GLA
QO Calcium, source

Beer: #glasses/d or wk
O Coffeine:

Coffee: #6 oz cups/d
Tea: #6 oz cups/d

Soda w/caffeine: #cans/d
Other sources

QO Woter: #giasses/d

Exercise

Q 57 days per week
O 3-4 days per week
QO 1-2 doys per week

Q 45 minutes or more duration per
out

Q 3045 minutes durction per workout
Q Less thon 30 minutes

O Walk

Q Run, jog, jump rope

Q Weight It

Q Swim

2 Box

Q Yoge

Nutrition & Diet

Q) Mixed food diet [animal ond
vegetable sources)

3 Vegelarion

a Vegan

Q Salt restriction

QO Fat restriction

Q Starch/ carbohydrate restriction
Q The Zone Diet

O Total calorie restriction
Specific food restrictions:

Q daoiry Q wheot O eggs
Qsoy Qcon Q ol gluten
Other

Food Frequency

Servings per day:
Fruits (citrus, melons, efc.)

Dark green or deep yellow/orange

vegelables

Grains (unprocessed)
Beans, peacs, legumes
Dairy, eggs

Meat, pouliry, fish

Eating Habits

Q Skip breckfost

Q Two meals/day

0 One meal/ day

Q Groze (small frequent meals)
Q Food rotation

O Eat constantly whether hungry

or not
O Generclly ect on the run
Q Add sclt 1o food

O Mognesium

Q Zinc

O Minerals, describe

Q Friendly flora (acidophilus)
O Digestive enzymes

Q Amino acids

Q CoQ10

Q Antioxidants (e.g., lutein,
resverifrol, elc.)

Q Herbs - teas

O Herbs - extracts
Q Chinese herbs
QO Ayvrvedic herbs
Q Homeopathy
QO Boch flowers

Q Protein shakes

1 Superfoods [e.g., bee polien,
phsteonuhien(te nds) v

Q liquid meals (e.g., Ensure)
Other

Would you like to:
QO Have more energy

Q) Be stronger

O Hove more enduronce
Q Increase your sex drive
O Be thinner

Q Be more musculer

Q Improve your complexion
QO Have stronger nails

QO Hove heglthier hair

Q) Be less moody

0 Be less depressed

Q Be less indecisive

Q Feel more motivated

QO Be more organized
O Think more clearly and be more
focused

Q Improve memory
O Do better on tests in school

0 Not be dependent on over-the-
counter medications like aspirin,

Tylenol, Benadryl, sleeping aids, etc.
Q Stop using laxatives or stool
eners
Q Be free of pain
Q Sleep better
O Hove agreeable breath
QO Hove ogreeable body odor
Q Have stronger teeth
Q Get less colds and fivs
Q Get rid of your dllergies
Q) Reduce your risk of inherited dis-

ease lendencies (e.g., concer,
heart disease, etc.)

—




