Name Date of Birth

QOccupation Age Height ___ _ Sex

Marital Status: 01 Single 0 Partner {2 Mearried L3 Separated {2 Divorced 0 Widow(er)
Are you recovering from a cold or flu? Are you pregnani?

Reason for office visit: Date began:

Date of fast physical exam ______ Prociitioner name and phone number,

Laboratory procedures performed fe.g., stool analysis, blood and urine chemistries, hair analysis):

Oulcome

What fypes of therapy have you tried for this problemisj:

U diet modification  Qlfasting O vitamins/minerals 0 herbs U homeopathy O chiropracic 0O acupuncture (1 conventional drugs

£ other

List current health problems for which you are being treated:

Current medicafions {prescription or overthe-counter):

Major Hospitalizations, Surgeries, Injuries: Please list oll pracedures, complications {if any} and dates:
Year Surgery, lllness, Injury Ouicome

Circle the leve of stress you are experiencing on a scale of 1 o 10 {1 being the lowest): 1 2 3 4

Identify the major cavses of siress fe.g., changes in job, work, residence or finances, legal problems):

Do you consider yoursel: [ underweight 0 overweight L2 just right Your weight foday

Have you had an wnintentional weight loss or gain of 10 pounds or more in the lost three months?

Is your job associated with potentially harmful chemicals (e.g., pesticides, radioactivity, sclvents) or health and/or life threatening activities le.g., fireman, farmer, miner)2

0 Corrective lenses U1 Dentures 01 Hearing aid 0 Medical devices/prosthetics/implants, describe:

Recent changss
O move around (sit upright;
Strong like for any of the following favors: Obiter Dswesr 0O nch/Faﬂ'y

Strong dislike for any one of the following flavors: 1 sour Bittes

Is your sleep disturbed af the some time each night2 éﬂﬁgwhar fime®

w abiliy to: [ see [ hear {1 taste 00 smell Q1 feel het/eold sensations

walk, run, pick up things, swing your arms freely, turn your head, wiggle fingers)

. - atty [ spicy/pungent O salty
Do you: [ Prefer warmth fi.e., food, drinks, weather, etc] 03 Prefer ccjd, (i€, Iotthnd] rmks wealher, ete [ No preference

QL your symptoms are aggravated:

pungent [l salty

-7 O11am-1pm
5pmkﬂ~6. Jn. ~7 p.m.
~itpm QM pm-Ta
~5am. QS5am.-7am.

Time of day you feel the most energy or the leas Fmploms: Time of day you Eeel the wars
Q7am. -9am. D?a.m‘"ﬂam Oilam-1pm. O7am.-9am. Od9om.
Dlp.m.jﬂfﬂg -3 pm. -5 p.m. Q5pm~7pm. Qipm-3pm. Q3pm.-
Q7pm m. U%pm -tipm Oilpm-1am Q7pm-9pm. O9pm.
Dam.-3am. O3am-5am. OQ5am -7 am. Qiam-3am. Q3am

Do you experience any of these general symptoms EVERY DAY?

O3 Debilitating fatigue {2 Shoriness of breath 0 insomnia Q Constipation

Q3 Depression 0 Panic attacks £ Nausea O Fecal incontinence
O Disinterest in sex 0 Headaches {3 Vomiting 2 Urinary incontinence
01 Disiaterest in eating (2 Dizziness A Biarthea Q Low grade fever

~2

01 Chronic poin/inflommation
0 Bleeding

O3 Discharge

0 Iiching/rash




A

Medical History

0 Arthritis

0 Allergies/hay fever

2 Asthma

2 Aleoholism

{3 Alzheimer's disease

O Avtoimmune disease

(3 Blood pressure problems
{1 Bronchitis

{1 Cancer

13 Chrenic fatigue syndrome
O3 Carpal tunnel syndrome
1 Cholesteral, elevated

1 Circulatory problems

Q Colisis

1 Denial problems

U Depression

{2 Digheles

O Diverticular disease

3 Drug eddiction

0 Egling disorder

O Epilepsy

(1 Emphysema

(3 Eyes, ears, nose, throat problems
{1 Environmental sensitivifies
0 Fibromyadlgia

{3 Food intolerance

{2 Gastroesophageol seflux diseose
3 Genetic disorder

3 Gloucoma

1 Goui

(3 Heart disease

(1 Infection, chronic

3 Inflammatory bowel disease
 Irvitoble bowel syndrome

3 Decreased sex drive

Q infertility

£ Sexuclly iransmitied disease
Other

Medical (Women)

O Menstrual irregularities

0 Endemetriosis

3 infertility

0 Fibrocystic breasts

{1 Fibroids/avarian cysts

{3 Premensfrual syndrome {PMS)
(3 Breast cancer

{3 Pelvic inflommoatory disease
0 Yaginal infections

[ Decreased sex drive

3 Sexyally ransmitted disease
Other
Age of first period
Date of last gynecological exam ___
Mommogram O+ O -

gap Q1+ Q-

Form of birth control

# of children
# of pregnancies
[ Csection
O3 Surgical menopause

{1 Mencpause

Date of last menstual cycle
Length of cycle days
Interval of fime befween cycles
days

Any recent changes in normal men-
strual flow {e.g., heavier, large clols,

{1 Kidney or bladder disense scanty]
O Learning dischilifies . .
3 Liver or golibladder disease %Famliy Health History
[stones] {Parents and Siblings)
{2 Mental illness 0 Asthritis
O Mentol retordation 3 Ashma
[ Migroine headaches 2 Alcoholism
1 Neurological problems O Alzheimer's disease
{Parkinson’s, poralysis) O Cancer
{3 Sinus problems 0 Depression
o SIroke. 2 Dighetes
U Thyroid trouble 0 Drug oddiction
03 Obesity ) 3 Ecting disorder
) Osteoporosis [ Genefic disorder
{2 Preumonia 0 Cloucoma
3 Sexunlly fransmitted disease 3 Heart disease
{2 Seasondl affective disorder O Infertility
Q Skin problems O leaming disabilities
O Tuberculosis O Mental illness
L Ulcer {1 Mental retardation
Q1 Urinary tract infection 3 Migraine headaches
O Varicose veins 0 Newrological disorders
Other {Parkinson's, paralysis)
02 Obesity
00 Osteoporesis
Medical {Men) (2 Stroke

2 Benign prostaic hyperplasio (8PH) L Suicide

1 Prostate cancer

er

Health Habits
0 Toboeco:

Cigareties: #/day
Cigars: #/day

QA Aleohol:

Wine: #glasses/d or wk
liquor: #aunces/d or wk
Beer: #glasses/d or wk
Q Caffeine:

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

Seda w/caffeine: #cans/d

Other sources

3 Water: #glasses/d

Exercise

0 57 days per week

[ 34 days per week

{1 12 days per week

{1 45 minutes or more durafion per
workout

00 3045 minutes duration per workout
(3 Less than 30 minufes

O walk

2 Run, jeg, jump rope

3 Weight i

L3 Swim

0 Box

{Q Yogn

Mutrition & Diet

13 Mixed food diet {onimal ond
vegefable sources)

3 Yegetorion

L2 Vegan

01 Saht restriciion

0 Fot restriction

[ Starch/carhohydrate restriction
£} The Zone Dies

0 Tetal colorie reskriction

Specific food restrictions:

O dairy 3 wheat [ eggs
Osoy Qcom Qallghen
Ciher

Food Frequency
Servings per day:
Fruits {citrus, melons, efe.}

Dark géeen or deep yellow/orange
vegefables

Grains {unprocessed)
Beans, pens, leguines
Doiry, eggs

Meot, pouliry, fish

Eating Habits

0 skip breakfost

2 Two meols/day

£1 One medl/day

2 Graze {small frequent meals)
{0 Food rotatfion

[ Eat constantly whether hungry
orf not

03 Generdlly eat on the rwn
0 Add salt to foed

Current Supplements
O Multivitamin/minesal

01 Vitamin C

1 Vitamin €

3 EPA/DHA

O Evening Primrose/GLA
(2 Calcium, source

03 Magnesium

O Zine

O Minerdls, describe

3 Friendly flora {acidophilus)
(1 Digestive enzymes

02 Amino acids

A CoQ10

2 Anticxidants fe.g., lutein,
resverafrol, efe.}

(O Herbs - teas

2 Herbs - extracts
1 Chinese herbs
3 Ayurvedic herbs
0 Homeopathy
[ Bach flowers
[ Protein shakes

01 Superfocds (e.?., bee pollen,
phytonutrient blends}

(2 liguid medls
Other

Would you like 10:
{3 Have more energy
3 Be stronger

{2 Have more endurance

£ Increase your sex drive
3 Be thinner
3 Be more muscular

O3 Improve your complexion

3 Have stronger nails

1 Have hedlthier hoir

0 Be less moody

{1 Be less depressed

£ Be less indecisive

3 Fesl more mofivaied

0 Be more organized

{3 Thick more clearly and be more
facused

L2 Improve memory
3 Do hetter on tests in school

02 Net be dependent on overthe-
counter medications like aspirin,
ib;profen, anfihisiamines, sleeping
aids, efc.

(3 Stap using laxatives or sicol
soffeners

01 Be free of pain

[ Sleep better

{2 Hove agreeable breath

1 Have agreecble bady odor
(3 Have sironger feeth

(1 Get less colds and flus

£ Get sid of your dllergies

[ Reduee your risk of inherited dis-
ease tendencies {e.g., concer,
heort disense, efc.)




