Name ______________________________________________  Date _____________________

Age  __________  Date of Birth (mo/day/yy) _____/_____/_____  Sex:   Female    Male

Address  __________________________________________  City _______________________

State  _____________  Zip  ___________  E-mail Address ______________________________

Telephone  (home)  ____________________  (work)  _____________________  ext.  ________
Occupation  ________________________ Hours per week  ___________  Retired ___________
Employer  ______________________  Address  ______________________________________
Education  _________________________

Are you:
Married ___    Separated ___    Divorced ___    Widowed ___    
     
Significant Partner ___    Single ___

Live with: 
Spouse ___   Partner ___   Relatives ___   Friends ___    Alone ___

Do you give the clinic permission to leave a message stating the clinic name and reason for calling at the phone numbers listed above? (Please circle your answer below to the corresponding phone numbers)




Home:  yes / no

Work:  yes / no

Specific instructions for message leaving:  ____________________________________________________________________________________________________________________________________________________________
Next of kin or other to reach in an emergency:

Name  _________________________________________  Relationship  ___________________
Phone  ___________________  Address  ____________________________________________
When and where did you last receive medical or health care?  ____________________________  ______________________________________________________________________________
What was the reason? ____________________________________________________________
What are your most important health problems/ concerns?  List as many as you can in order of importance.
1) _______________________________________________

2) _______________________________________________

3) _______________________________________________

4) _______________________________________________

Health Care Questionnaire

Holistic health care and preventative medicine are only possible when the physician has complete understanding of the patient physically, mentally, and emotionally. Please complete this questionnaire as thoroughly as possible. Print all information and mark anything you do not understand with a question mark.

Family History




             His

   Her 
       Father       Parent’s    Mother    Parent’s    Brothers     Sisters     Children 

Age (if living)

       _____        _____       _____      _____        _____       _____       _____
Alcoholism/ Addictions
       _____        _____       _____      _____        _____       _____       _____
Allergies                                    _____        _____       _____      _____        _____       _____       _____
Anemia                                      _____        _____       _____      _____        _____       _____       _____
Arthritis
                                    _____        _____       _____      _____        _____       _____       _____
Asthma, Hay fever, Hives         _____        _____       _____      _____        _____       _____       _____
Birth Defects                             _____        _____       _____      _____        _____       _____       _____
Cancer                                       _____        _____       _____      _____        _____       _____       _____
Diabetes                                     _____        _____       _____      _____        _____       _____       _____
Epilepsy                                     _____        _____       _____      _____        _____       _____       _____
Gallbladder Disease                   _____        _____       _____      _____        _____       _____       _____
Glaucoma                                   _____        _____       _____      _____        _____       _____       _____
Health (G=good / P= poor)        _____        _____       _____      _____        _____       _____       _____
Heart Disease                             _____        _____       _____      _____        _____       _____       _____
Heart Murmur                            _____        _____       _____      _____        _____       _____       _____           

Hepatitis

        _____        _____       _____      _____        _____       _____       _____
High Blood Pressure                  _____        _____       _____      _____        _____       _____       _____         
Hypoglycemia                            _____        _____       _____      _____        _____       _____       _____
Kidney Disease                          _____        _____       _____      _____        _____       _____       _____
Liver Disease                             _____        _____       _____      _____        _____       _____       _____
Mental Illness                            _____        _____       _____      _____        _____       _____       _____
Migraines

        _____        _____       _____      _____        _____       _____       _____
Stroke                                         _____        _____       _____      _____        _____       _____       _____
Tuberculosis

        _____        _____       _____      _____        _____       _____       _____

Thyroid problems
                      _____        _____       _____      _____        _____       _____       _____

Ulcer 


        _____        _____       _____      _____        _____       _____       _____

                                       
Age (at death)                            _____        _____       _____      _____        _____       _____       _____                   

Cause of Death                          _____        _____       _____      _____        _____       _____       _____
For the following selections, please circle Y=yes or N=no
Hospitalization and Surgery
What Hospitalization or surgeries have you had? ______________________________________________

______________________________________________________________________________________

Medical

Date of last physical examination ___________
 Lab work done  Y  N


Dexascan (Bone Scan) Y  N
Date______________
Where_____________________________
Cancer Evaluation _________________________  Heart Disease_________________________________

Diabetes Evaluation ________________________

X-rays and Special Studies
X-rays, CAT scans, or MRI’s you have had?  _________________________________________________

______________________________________________________________________________________

Electrocardiogram     Y  N



Electroencephalogram    Y  N

Immunizations
Diphtheria 


Y  N


Polio



Y  N

Measles/ Mumps/ Rubella

Y  N


Tetanus shot (not antitoxin)
Y  N
Pertussis



Y  N


Other ______________________________
Childhood Illnesses

Scarlet Fever   Y   N

Diphtheria    Y  N

Rheumatic Fever
   Y  N

Mumps             Y  N

Measles        Y  N 

German Measles     Y  N

Other_________________________________________________________________________________

Allergies
Allergies to medications:_________________​_________________________________________________ What happens to you when you when you take it? _____________________________________________
Please list any foods or other allergens: ______________________________________________________
Current Medications
Do you take or use?
Antacids
           

Y  N
    Cortisone         
  Y  N
      Sleeping Pills   
Y  N

Antidepressants

Y N
    Laxatives           Y  N
      Thyroid Medication
Y  N

Appetite Suppressants
Y  N
    Pain Relievers
  Y  N
      Tranquilizers    
Y  N

Prescription medications, over the counter medications, vitamins or other supplements you are taking:

NAME:


     DOSE:

FREQUENCY:
       FOR WHAT:

1) ___________________
     _______________
_____________
       _________________________


2) ___________________      _______________        _____________
       _________________________
3) ___________________
     _______________        _____________          _________________________

4) ___________________
     _______________        _____________
       _________________________
5) ___________________
     _______________        _____________          _________________________
6) ___________________
     _______________        _____________
       _________________________
7) ___________________
     _______________        _____________
       _________________________

8) ___________________
     _______________        _____________
       _________________________

Living

Birth Place: _________________________City, State, Country :_________________________________
List places where you have lived :    ___________________________________  How Long ___________





 ___________________________________  How Long ___________





 ___________________________________  How Long ___________





 ___________________________________  How Long ___________
Military Services: _______________________________________________________________________

Have you experienced any major life changes in the last few years? Please describe:___________________

______________________________________________________________________________________

______________________________________________________________________________________
Review of Symptoms
For the following please circle the correct answer:

Y= a condition you have now               P= a condition you have had in the past

N= never had       
General







Weight

  ______________


Urinary

Weight 1 yr. ago    ______________


Pain on urination

Y  P  N
Maximum weight  ______________


Increase frequency
Y  P  N
(when was this)
  ______________


Frequency at night 
Y  P  N

Height 

  ______________


Inability to hold urine
Y  P  N

Gastrointestinal





Frequent infections
Y  P  N
Change in taste 

Y  P  N



Kidney Stones 

Y  P  N

Feel full quickly

Y  P  N



Lower back pain

Y  P  N

Trouble chewing 

Y  P  N



Bedwetting

Y  P  N
Trouble swallowing
Y  P  N



Times a day you urinate     ______
Heartburn

Y  P  N



Times a night you urinate
 ______
Change in thirst

Y  P  N



Thirst
Change in appetite
Y  P  N



Water: ounces a day ___________
Nausea


Y  P  N



Coffee: ounces a day ___________
Vomiting

Y  P  N



Pop/ soda: ounces a day ________
Vomiting blood

Y  P  N



Diet foods (ie: nutra sweet)Y  P  N
Bowel movements




Energy Scale 1-10 (10 being best)
-Times a day

______



Upon rising _________
-Is this a change?

Y  N



Mid AM ___________
-Consistency (smooth, pellets, loose):


Mid afternoon_______
____________________________


Evening _________


Blood in stool

Y  P  N



Fatigue 
           Y  P  N
Belching or passing gas
Y  P  N



Sleep
Jaundice (yellow skin)
Y  P  N



Fall right to sleep 
Y  N

Liver disease

Y  P  N



Time you go to sleep ________
Gall bladder disease
Y  P  N



Wake during the night 
Y  N

Ulcer


Y  P  N



Time you wake up __________

Hemorrhoids

Y  P  N



Wake refreshed 

Y  N
Neurologic





Difficulty Sleeping
Y  N
Numbness or tingling
Y  P  N



Sleep (hours per night) _______

Fainting 


Y  P  N



Respiratory
Seizures


Y  P  N



Cough


Y  P  N
Paralysis

Y  P  N



Sputum


Y  P  N
Muscle weakness

Y  P  N



Spitting up blood

Y  P  N
Loss of memory

Y  P  N



Wheezing

Y  P  N
Head






Asthma


Y  P  N
Headache

Y  P  N



Bronchitis 

Y  P  N
Head injury

Y  P  N



Pneumonia
 
Y  P  N
Event/ date __________________



Difficulty breathing
Y  P  N
Skin






Pain with breathing
Y  P  N


Rashes


Y  P  N



Shortness of breath
Y  P  N

Eczema, hives 

Y  P  N



 
- at night 
Y  P  N
Acne, boils

Y  P  N



 
- lying down
Y  P  N
Itching


Y  P  N



Tuberculosis

Y  P  N
Color change

Y  P  N



Emphysema

Y  P  N
Lumps


Y  P  N



Pleurisy


Y  P  N
Night sweats

Y  P  N



Musculoskeletal

Emotional





Joint pain or stiffness
Y  P  N
Depression

Y  P  N



Arthritis


Y  P  N
Mood Swings

Y  P  N



Muscle spasm/ cramps
Y  P  N
Anxiety or nervousness
Y  P  N



Broken bones

Y  P  N
Tension


Y  P  N



Weakness

Y  P  N
Blood







Anemia


Y  P  N




Easy bleeding or bruising
Y  P  N






Eyes






Male Reproductive


Impaired vision

Y  P  N



Hernias


Y  P  N
Glasses or contacts
Y  P  N



Testicular masses

Y  P  N
Eye pain


Y  P  N



Testicular pain

Y  P  N
Tearing or Dryness
Y  P  N



Prostate disease

Y  P  N
Double vision 

Y  P  N



Venereal disease 

Y  P  N
Glaucoma 

Y  P  N



Discharge or sores
Y  P  N
Cataracts

Y  P  N



Are you sexually active 
Y  N    
Dry, burning, itchy
Y  P  N



Sexual difficulties 
Y  P  N
Water excessively
Y  P  N



Sexual preference:
Sensitive to light

Y  P  N




Heterosexual
______

Night blindness

Y  P  N




Bisexual

______
Blood shot or puffy 
Y  P  N




Homosexual
______

Other ______________________




Ears








Impaired hearing

Y  P  N





Ringing


Y  P  N




Earache


Y  P  N






Dizziness

Y  P  N





Nose & Sinuses






 
Frequent colds

Y  P  N





Nose bleeds

Y  P  N





Stuffiness

Y  P  N





Hay fever

Y  P  N





Sinus problems

Y  P  N





Chronic sinusitis 

Y  P  N




    
Mouth & Throat





Frequent sore throat
Y  P  N





Sore tongue/ burning
Y  P  N





Gum problems

Y  P  N





Hoarseness

Y  P  N





Dental cavities 

Y  P  N





TMJ


Y  P  N 




Cardiovascular






Heart Disease

Y  P  N

Angina


Y  P  N    







High blood pressure
Y  P  N

Murmurs

Y  P  N

Rheumatic fever

Y  P  N

Chest pain

Y  P  N


Swelling in ankles
Y  P  N

Palpitations, fluttering
Y  P  N

Sigh frequently

Y  P  N

Breathing heavily

Y  P  N

High altitude discomfort
Y  P  N
Opens window in closed rm Y  P  N







Peripheral Vascular
Deep leg pain

Y  P  N
 

Cold hands/ feet

Y  P  N

Varicose veins

Y  P  N

Thrombophlebitis

Y  P  N

Endocrine




Hypothyroid

Y  P  N

Heat or cold intolerance
Y  P  N
Excessive thirst

Y  P  N
Excessive hunger

Y  P  N
Neck


Tension


Y  P  N





Lumps


Y  P  N

Swollen glands

Y  P  N

Goiter


Y  P  N






Pain or Stiffness

Y  P  N
Female Reproductive




Breast
Age menses began
______



Lumps


Y  P  N
Average number of days
______



Pain or tenderness
Y  P  N

Length of cycle

______



Nipple discharge

Y  P  N

Bleeding between periods
Y  P  N



History of breast disease in family?
     Y  N
Are cycles regular
Y  P  N



Personal history of breast disease?
     Y  N
Pain during intercourse
Y  P  N



Fibrocystic?  Y  P  N    Tumor?  Y  P  N

Painful menses

Y  P  N



Surgery:
_______Implants: Y  N Date:_____

Excessive flow

Y  P  N



Self exam frequency: __________________
PMS symptoms

Y  P  N



Mammogram:  Y  N       Last date:________
Cravings

Y  P  N



Frequency:__________________________

Kind:_______________________



Findings: ___________________________
___________________________
Breast tenderness

Y  P  N




Mood changes

Y  P  N
Irritability

Y  P  N

Crying 


Y  P  N




Birth control

Y  N
What type?  __________________
Number of Pregnancies
_______
Number of live births
_______

Number of miscarriages
_______

Number of abortions
_______
Difficulty conceiving
 Y  P  N
Menopausal symptoms
Y  P  N
Hot flashes

Y  P  N

x a day _______



x a night ______

Are you sexually active 
Y  N    
Sexual difficulties 
Y  P  N

Sexual preference:
Heterosexual
______


Bisexual

______

Homosexual
______

Venereal disease 

Y  P  N



Date of last Pap:

______

Normal?  

Y  P  N

Ever abnormal?

Y  P  N
If yes, date of abnormal:
______
Treatment of Cervix:
Laser  LEEP  Cryosurgery  Herbal
Ever diagnosed with pelvic disease  Y N:
Endometriosis Ovarian cysts Uterine tumors
Problems with fertility: 
Y  P  N
Did your Mother use DES during pregnancy:
Y  N  Not known
Habits
What are your main interests & hobbies? ____________________________________________________

Exercise  Y  N
What forms _________________________
How often and how long? ______________

Do you eat three meals daily?  Y  N

Spend time outside  Y  N



Watch television?  Y  N    How may hours a day? ______     Read?  Y  N    How many hours a day? _____

Caffeine ________ per day
Amount of water you drink a day __________

Been treated for drug dependence?  Y  N   Type of Treatment ________________________Date ________

Been treated for alcoholism?  Y  N   Type of Treatment_____________________________ Date________
Use alcoholic beverages?  Y  N  P
Kind _______________  How much _______________

Tobacco  Y  N  P     Type of Tobacco: cigarettes  cigars  pipes  chew/dip         _________ packs/ dips a day
           

Total number of years using tobacco________      When did you start_______
Ever quit _______

Other
What are the major stresses in your life? ___________________________________________________ Do you enjoy your work?  Y  N P
Are you currently in a situation you feel unsafe?  Y  N P
Are you currently in a relationship where you are physically hurt, threatened, or made feel afraid?  Y  N P
I find it difficult to make decisions.  Y  N P



I feel downhearted, blue, and sad.  Y  N P
I am more irritable than usual.  Y N P
Do you need help preparing meals?  Y  N P
Do you need help grocery shopping?  Y  N P



I am feeling lonely.  Y  N P





I often feel fearful.  Y  N P




I notice that I am loosing weight.  Y  N P



I am restless and can not keep still.  Y  N P
I have crying spells, or feel like it.  Y  N P
I worry about the future.  Y  N  P                         

I do not feel useful and needed.  Y  N P

Self destructive behavior Y N P

NAME: ______________________

 AGE: _________
DATE: ___________





Context of Care
Why did you choose to come to this clinic?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Who may we thank for referring you? ______________________________________________________________________________________
For your care to be a true win for you, what do you want to take place over the course of your care here?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How long do you feel this will take?

________________________________________________________________________________________________________________________________________________

Do you think the signs and symptoms that you are experiencing could be purposeful? ie Could they be your body’s wisdom saying, “ I need some help… lets change some things here!”

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you feel your signs and symptoms are a reflection of short term superficial circumstances or longer term, potentially deeper seated challenges? (Please circle your inclination here).
What are the areas of your lifestyle that you would like to improve:

(Circle, then prioritize #1,2,3, etc.)


My level of anxiety



Time spent in nature


My pace of living



My creative expression


Not enough quiet time & rest

My feelings around career


My diet & nutrition program

My social & family life


My exercise program


My communication skills

Self-destructive lifestyle habits: (please list): ________________________________________________________________________________________________________________________________________________
What might it cost you if you don’t significantly improve your lifestyle and any underlying contributors to compromised health? (e.g. Percentage of vitality and/ or longevity, percentage of joy, happiness, peace of mind, future physical independence, current and/ or future relationships, career effectiveness, etc.)
________________________________________________________________________________________________________________________________________________________________________________________________________________________
What is your present level of commitment to address any underlying causes of your signs and symptoms which relate to your lifestyle? (Rate from 1 to 10, with 10 being 100% committed)
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Reflect on your highest priorities in life and list the top 3 which come to your mind and speak to your heart. Where does your health and vitality factor in?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What potential obstacles do you foresee in addressing the lifestyle factors which are undermining your health and adhering to the therapeutic protocols which we will be sharing with you?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name: _____________________________________ Age:_______ Date: _______

NAME: ______________________

 AGE: _________
DATE: ___________
Prostate Questionnaire
Men 30 + years




Not
 Less than          Less than
       About half
 More than         Almost






at all
 1 time in 5        half the time    the time
 half the time      always

1. Over the past month, how often 

have you had a sensation of not 

emptying your bladder completely 

after you finish urinating?

  0
      1

2
          3                           4                     5
2. Over the past month, how often 

have you had to urinate again less than 

2 hours after you finish urinating?
  0
      1

2
          3                           4  

   5                    
3. Over the past month, how often have 

found you stopped and started again

several times when you urinated?
  0
      1

2
          3                           4                     5

4. Over the past month, how often

have you found it difficult to 

postpone urination?


 0
      1

2
          3                           4                     5
5. Over the past month, how often

have you had a weak urinary stream?
 0
      1

2
          3                           4                     5

6. Over the past month, how often 

have you had to push or strain to 


begin urination?


 0                  1                     2                      3
                  4                      5






7. Over the past month, how many times

did you most typically get up to urinate 

from the time you went to bed at night 

until you got up in the morning?
  0                 1                      2                      3
                        4                     5

Mild = (0-7)    Moderate = (8-19)    Severe = (20-35)

Your Score: _________

When was your last prostate exam (manual)? ___________________What were the findings? _____________________

Have you had a PSA blood test (“male pap”, prostate specific antigen)?  Y  N
Date:

Value:

Have you had Acid phosphatase levels checked? 


         Y  N
Date:

Value:


Have you had your urine checked?



         Y  N
Date:

Findings:

Have any imaging studies been done?


Ultra sound
I.V.P
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