Patient Name: ________________________________________			Date: ____________________________
Chief Health Concerns
What are your health concerns, in order of importance to you:
1. ________________________________________________________________________________________________________________
2. ________________________________________________________________________________________________________________
3. ________________________________________________________________________________________________________________
List any other concerns you may want to discuss:
__________________________________________________________________________________________________________________
Medical History
Please list all past & present injuries, surgeries and/or hospitalizations? Include approximate date(s) or age.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list all allergies (medications, environmental, foods, other)?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever had a reaction to anesthetics?  Y  N   (local   or   general)
List ALL current medications (prescription, over-the-counter, vitamins, herbs, etc), with dose and frequency that you take them:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you frequently ingest any of the following? 
	
	
	Details: What & How often?

	Laxatives 
	Y     N
	

	Antacids
	Y     N
	

	Aspirin/Tylenol/Advil
	Y     N
	

	Caffeine
	Y     N
	

	Alcohol 
	Y     N
	

	Cigarettes 
	Y     N
	

	Recreational Drugs
	Y     N
	

	Dairy 
	Y     N
	

	Sweets/Sugar
	Y     N
	


Do you have regular screening tests done by a doctor? (Pap, blood tests, etc.)   Y 	N
	Date of last Pap: _____________________________________________ 
Have you ever had an abnormal Pap result?  Y  N 
	Date of last blood tests: _______________________________________________
	Date of last prostate exam: ______________________________________________
	Height: ________________
	Weight: ________________

Health History (present & past)
Indicate if you have or have had any of the following:
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· Allergies 
· Asthma
· Headaches/Migraines
· Sinusitis
· Osteoporosis/Osteopenia
· Gallstones
· Appendicitis
· Tonsillitis 
· Kidney stones
· Kidney conditions 
· Arthritis (any)
· Heart condition
· Heart attack/stroke
· Anemia
· Blood disorders
· Liver condition 
· Thyroid condition
· High/Low Blood Pressure
· Eczema
· Psoriasis
· Skin Conditions 
· Diabetes 
· Obesity
· Multiple Sclerosis
· G6PD Deficiency  
· Sexually Transmitted Infections          
· Constipation
· Diarrhea
· Chicken Pox/Shingles
· Herpes (face or genital)
· Parasites
· Epilepsy
· Mental Illness/Depression/Anxiety 
· Abuse
· Alcoholism 
· Drug Addiction 
· PMS
· Miscarriage or Abortion 
· Erectile dysfunction
· Frequent Colds/Flu


Have you ever had any concerns with the following organ systems: 
HEART 	LIVER 		KIDNEY 

Please list all other notable past & present medical conditions?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you exercise regularly? 	Y 	N
What type of exercise, how much, how often?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list your primary sources of stress. 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there anything that you feel that is important that hasn't been covered?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________













