Date_______________   How did your hear about us__________________________
Name                                                                            

Address____________________________________________________

City____________________State________Zip____________________

Telephone_______________________Cell________________________

Email______________________________________________________

Birthdate___/______/____    Age__________

Gender________Height_______________Weight_____________________

Marital Status__________Children_____________________________

Occupation_________________________

Hobbies/Special Interest____________________________________________
Philisophical/Religious Affiliation (optional) _____________________________

Medical Doctor/Practitioners currently seeing__________________________________
_______________________________________________________________________
Medications you are taking                                  Herbs/Vitamins you are taking

_____________________________                  ________________________________ 
_____________________________                  ________________________________

_____________________________                  ________________________________

_____________________________                  ________________________________

_____________________________                  _________________________________
Therapies you are undergoing                               Physical Exercise or Activity

________________________                             _______________________________

________________________                             _______________________________

Primary Complaint-
_____________________________________________________________________

 When did you first notice it______________________________________________

How long has it been occurring___________________________________________

Ever treated for condition before_________________________________________

When and by whom?___________________________________________________

Secondary Complaint-

_____________________________________________________________________

 When did you first notice it______________________________________________

How long has it been occurring___________________________________________

Ever treated for condition before_________________________________________

When and by whom?___________________________________________________

List any other symptoms you are having ( even if they seem unrelated)

______________________                        ____________________________
______________________                        ______________________________
_______________________                     _________________________________

List all past illnesses/accidents/operations

___________________________________________________________________
___________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Describe your general diet:

Breakfast______________________________________________________

Lunch________________________________________________________
Dinner________________________________________________________
How many ounces of water do you drink daily?

Any thirst or absence of thirst?                             Do you prefer hot or cold liquid?

Do you follow any particular diet or nutritional program? (Example: vegetarian, macrobiotic, meat & potatoes)


Do you generally cook your own food?

How often do you cook at home?

How often do you eat out?   

Do you microwave your food?

Where do you shop for your food?
What type of foods do you crave?

What flavors do you prefer or crave? Sweet, salty, sour, spicy,

Would you consider yourself to have a sugar, caffeine, nicotine, and alcohol or drug addiction?

Do you use alcohol, cigarettes, cola, sugar, coffee, marijuana, cocaine, or any other recreational drugs?

How often do you move your bowels?
Constipation?                    Diarrhea?              Pain?             Strain?              Blood?

Float or Sink?                           Does stool stick to toilet?

Excess Smell?                           Usual Color?

Is stool more like balls or tubes?

Any gas/bloating?

Any belching, sour regurgitation, or reflux?
Sleepy after eating?

How many times do you urinate?                         Night time Urination?
Is there a strong odor to your urine?                     Is urine clear, yellow, or darkly colored?

Any pain with urination?                                       History of UTI?

Do you experience chills or fevers?

Do you have a tendency to feel hot or cold?

Do you have a preference for hot or cold?

Do you perspire?                                                 Day time or Night ?

What part of your body do you sweat from?

Are you experiencing pain anywhere in your body?

Where in your body?
Since when?

How often ?(per day/week/month)

Scale of 1-10?

Briefly describe how it feels?( sharp, shooting, numb etc.)

What relieves the pain?

Are you experiencing any headaches or dizziness? (even if occasionally)

When?                                                        Since when?

Scale of 1-10?                                             What relieves it?

How many hour of sleep is normal for you?
What time do you go to sleep?                                  Do you fall asleep easily?
Wake during the night?                                             Easy to get back to sleep?

Dream excessively?

Any ringing in ears (even occasionally)?                                     Hard of hearing?

Blurred vision?               Eye pain?           Itchy eyes?           Dry eyes?

Check if you have experienced any of the following

High blood pressure____Hypoglycemia_____Low body temp.___
Low blood pressure____ Epilepsy___Gallstones____Heart Problems_____
Nervous Complaints____Kidney Stones____Shortness of Breath ______ Spasms/Twitches______Hepatitis_______Asthma_____Carcinoma___Allergies_____
Cancer_____ Sinus Infections______ Enlarged lymph nodes_____ 

Low back pain_____ Enlarged Spleen_____ Frequent Cold/Flu____  

Enlarged Liver_____ Poor Memory___ Mononucleosis______ Teeth Problems____
Cold hands/feet_____ Thyroid Problems______ Depression______ Varicose Veins______ Glandular Problems_____TB______Over excitable ______ HIV/AIDS______ STD_________ Frequent Yeast Infections _________Palpitations___

Poor Circulation____________ Anxiety_____________ Fatigue____________
How would you describe your energy level?

High_______Low__________Up/Down___________

How would you describe you sex drive?

High_______Low___________Up/Down____________

How would you describe your stress level?

Home________Work__________Other______________

What do you do to relieve stress?_____________________________________________
Any emotional issues in relation to personal/business life ? Describe……..

Any grief or sadness?

For Women:

What is the length of your cycle?

Do you experience PMS?          Cramping?                When?

Clotting?                 Light flow?               Excessive Flow?

Number of  Pregnancies____Abortions_____________Miscarriages______Births______

Any problems experienced with the above; Describe______________________________
Thank You!

