Health History Questionnaire
Please help us provide you with a complete evaluation by taking the time to thoughtfully fill out this questionnaire. All material will be held absolutely confidential. Please ask the receptionist if you have any questions before your appointment. Thank-you.









                                Date _______________________


Name ___________________________________________ Age_________   Sex         M            F
Address___________________________________________________________________________________                       



____________________________________________________________________________________

City ______________________________________________________________________________________

State _________________    Zip ________________________ Date of Birth __________________________

Home Phone _______________________________________________________________________________

Current Occupation __________________________________________ # of Years at Job _____________

Company’s Name __________________________________________________________________________

Company Address ______________________________________Work Phone________________________

Marital Status ___________                          Partner’s Name_______________________________________
Partner’s Employer ________________________________________________________________________

Social Security # __________________________  Driver’s Lic. # _______________________

Primary Insurance Carrier ________________________________________________________

Policy Number ______________________________ 

Primary Physician __________________________________________ Telephone ____________________

IN EMERGENCY NOTIFY___________________________________Telephone ____________________

Who referred you to this office? ___________________________________________________
Main Problem:  What would you like to change ? ________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

When did this problem begin?  ______________________________________________________

What extent does this problem interfere with your daily activities?___________________________

_______________________________________________________________________________

_______________________________________________________________________________

Have you been given a diagnosis? ____________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

List any previous or current / ongoing treatment modalities: ________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Past Medical History

Color circles of significant illness’ and list dates of diagnosis:

   ( Anemia/Blood disorder ______________     ( Heart disease ____________   ( Cancer _____________
   ( Asthma _______________       (  Kidney disease _______________          ( Diabetes _______________

   ( Hepatitis _______________  ( Thyroid disease _____________    ( Rheumatic Fever _______________

   ( High blood pressure ______________ ( Seizures ________________    ( Meningitis _______________

Past Hospitalizations:     (  Yes    (  No

___________________________________________________________

___________________________________________________________

___________________________________________________________

Past Surgical History

Previous surgeries ( year and diagnosis):




    ________________________________________________________




   ________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

Significant Trauma (injuries, falls, loss of consciousness, motor vehicle accidents, fractures):
________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

Dental History:

Extractions:       ( Yes     ( No  ___________________   Braces:      (  Yes      ( No  __________________ 

Current Dentist? __________________________________________      

_______________________________________________________

_______________________________________________________

Allergies
____________________


____________________

Medications

____________________


____________________





____________________


____________________

____________________


____________________

____________________


____________________

Family Medical History

 (   Cancer

        (
 Diabetes

        (
  Heart Disease

         (   Stroke

 (  Migraine

       (  Seizures

        (   Asthma

         (   Allergies

Below please list any specific illness, disease ,current age or age at time of death:
Grandparents :   paternal____________________________________________   ages? --  _____/_____


    
  maternal____________________________________________  ages? --  _____/_____

                                        ____________________________________________

Parents :                _________________________________________________  age? --  _____



     _________________________________________________  age?--   _____

Siblings :              ________________________________________________________________________

Occupation:



    

Occupational stress? (chemical, physical, psychological):   ________________

_____________________________________________________________________________

_____________________________________________________________________________

Exercise/fitness programs?   ________________

______________________________________________________________________________________________________________________________________________________________________________

Diet/Habits

Describe an average daily meal plan:

Morning: _____________________________________________________________________

Afternoon: ____________________________________________________________________

Evening: ______________________________________________________________________

Please shade the appropriate circles:

Dietary exclusions?    (  Yes             (    No            ___________________________

(   Alcohol: if so, how  many drinks weekly?   _________  (   Recreational drugs: type of drugs? ____________

(    Coffee      (  Tea        (  Cola       (   Salt           (  Sugar        

(    Cigarettes:  if yes how long?    ________ years     packs per day?   ________packs
Please  color the circles next to of any of the following problems that you have experienced over the last six months, even if the problem has improved.

General

(   Fevers     (  Chills      (  Night sweats    (  Localized weakness   (  Easy bleeding/bruising     ( Tremors 

(   Poor balance
(  Sleeping changes        (  Appetite  changes    (  Weight loss/gain   _________

(   Strong thirst        (  Peculiar tastes/smells         (  Cravings  _________________________________ 

Skin and Hair

(  Rashes      (   Ulceration       (  Hives       (  Itching       (  Eczema     (  Pimples         (  Dandruff       

(   Hair loss      (   Recent moles      (  Changes in skin  or hair    (  Other problems?  _________________

Head, Ears, Eyes, Nose and Throat

(   Dizziness      (  Ringing in Ears       (  Poor hearing       ( Earaches/infections       (  Grinding Teeth            (   Jaw clicks       (   Facial pain          (   Nosebleeds        (    Migraines        (   Headaches    

(   Recurrent sore throats      (   Poor Vision       (   Glasses       (  Cataracts/glaucoma     (  Eye strain 

(   Night blindness         (   Spots before eyes         (   Sores on lips/tongue      (   Swollen neck glands          

Last eye exam? ____________________________________     Doctor ______________________________

Last dental exam ?__________________________________    Dentist _______________________________ 

Cardiovascular  

(   High blood pressure   (  Low blood pressure       (  Chest pain      (  Irregular heartbeat    (   Fainting

(  Blood clots       (   Shortness of breath       (   Pheblitis      (   Cold hands/feet         

(  Other heart/blood vessel problems?________________________________________________________

Respiratory

(   Cough      (  Coughing Blood    (   Asthma        (  Bronchitis      (   Pneumonia   (  Pain with breathing

(  Difficulty breathing when lying down        (   Production of phlegm , color _________________

(  Any other lung problem?________________________________________________________________

Gastrointestional

(  Nausea        ( Vomiting       (  Diarrhea       (  Constipation     (  Gas     (  Belching    ( Black stool 

(  Blood in stools      (  Indigestion       (  Bad breath         (  Rectal pain           (  Hemorrhoids        

(   Abdominal pain/cramps         (  Dfficulty swallowing        (  laxative use       (  Any other problems with stomach or intestines?  _________________________________________________________________

Genito-urinary

(  Pain with urination     (   Frequent urination      (  Blood in urine       (  Urgency to urinate     

(  Unable to hold urine     (  Kidney stones      (  Decreased urine flow     (  Impotency 

( Abdominal/genital pain        (  Sores on genitals      (  Loss of libido    

(  Do you wake to urinate? ____________  How often? _______

(   Other problems with your genital or urinary system? __________________________________________

Neuropsychological

 (  Seizures       (  Dizziness      (  Loss of balance     (  Areas of numbness       (  Poor memory         

(  Concussion     (  Lack of coordination    (  Changes in speech      (  Depression       (  Anxiety       

(  Bad temper     (  Panic attacks     (  Easily  stressed      (  Shaking/tremor      (   Concussion 

(  Have you or are you currently seeing a therapist? ___________  Therapist’s name ___________________

(  Have you  considered or attempted suiscide? _____________

Musculoskeletal

(  Hand pain      (  Arm pain        ( Wrist pain       (  Shoulder pain         (  Knee pain        (  Neck pain      

( Back pain        ( Hip pain       ( Ankle/foot  pain  ( Leg pain     ( Muscle weakness         

(  Joint swelling          (  Numbness in an extremity         (  Night pain     

(  Other bone or joiut problems? ____________________________________________________________

Pregnancy and Gynecology  

Number of pregnancies _______  Number of  births  ________  Term births  ______ Preterm births ______

Abortions ______  Children (living) ________  Miscarriages _______  Age at first period  ________

Days between periods ________  Length of period ___________   First day  of  last period ________

Please shade the appropriate  circles that describe your periods:

 (  Heavy     ( Irregular     ( Painful prior      (  Painful during     (  Clots       (  Vaginal sores     

 (  Estrogen/progesterone replacement  

Last pelvic exam ?  ______________________   Last breast exam/mammogram?  _______________________

Gynecologist/Physician? ___________________________________________________________________

Do you practice birth control ? ______________   Method?  ________________________________________

If postmenopausal,  year of last period?  ________   Bone density studies? (   Yes         (   No

For Children (parents of patients)

Please shade the appropriate circles that describe your pregnancy /delivery with this child:

(  post term  (  preterm     (  nausea     (  high blood pressure  (   diabetes     (   back pain    (   cigarettes

(  excessive weight gain    (  anemia   (   recurrent infections     (   preterm labor   (  use of  medications  

(  excess stress  (  other complications ___________________________________

Length of labor (onset of contractions to delivery): ______________________________________________

(   pitocin      (  epidural       (  pain medication during labor       (  forceps       (   vacum extraction             

(  cesarian        (  prolonged hospital stay       (  circumcision    (  jaundice

Weight of newborn? ______________     Apgar scores? _______________   

(  Breast  ( Bottle  ( Formula, type  ______________  ( Difficulties with  nursing  (   frequent spitting up 

(  Difficulties with sitting  ( Difficulties with crawling   (  Difficulties with walking     (  Difficulties with language  

(  Slow development or coordination     (  Febrile seizures  (  Sleeping problems   (  Immunizations up-to-date

( Hospitalizations? reason __________________________________________________________________

Please list any immunizations which were excluded:   ______________________________________________








_____________________________________________

Special diet? ( Yes  (  No              Does your child drink milk? (  Yes (   No         Food cravings? ( Yes  (  No  

Reactions to immunizations?  ________________________________________________________________

Is your child treated homeopathically ?_________________By whom?_______________________________

* All services are paid for as they are rendered.  Our office does not accept direct billing.  Insurance reimbursements are paid directly to the patient.  Please check with your insurance company about the extent of your medical coverage.  Any other financial arrangements must be made in advance with the office manager.  Please take the time to read our “Office Policy Statement” before your appointment.  Thank-you.

________________________________________________           __________________________________

Patient’s (guardian’s) signature




Date

