
HEALTH HISTORY FORM

Today's Date:______________
Name: ___________________________Age:_____ Date of Birth:_________Gender:____
Address:__________________________City: _____________State:____Zip:__________
Telephone: (Home)_____________Work)________________ (Cell)__________________
Occupation:____________________________________Full or Part Time:_____________
Employer:_________________________________________________________________

Email address: (if you would like to receive my monthly health e-bulletin)  _________________________

Referred by: _______________________________________________________________
Emergency Contact: ___________________________ Relationship:_______________
Address:__________________________City: _____________State:____Zip:__________
Telephone: (Home)_____________Work)________________ (Cell)__________________

When, where and from whom did you last receive medical or health care? ____________________________

What are your most important health concerns?

1.______________________________________________3.______________________________________

2.______________________________________________4.______________________________________

Which of the above problems are of most immediate concern? _____________________________________

List of current prescription medications 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Any history of allergic reaction to medications?
_____________________________________________________________________________________________
_____________________________________________________________________________________________

List of current vitamins and supplements
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

List of any other current medical or health treatments (e.g. acupuncture, massage, dental, chiropractic) 
___________________________________________________________________
___________________________________________________________________

Height _________________    Weight _________________



Have you had any of the following conditions (please check)
Now Past       Now     Past Now     Past
___ ___ AIDS      ___ ___ Diarrhea ___ ___ Meningitis
___ ___ Alcohol Abuse      ___ ___ Drug abuse ___ ___ Mental illness
___ ___ Allergies      ___ ___ Dysentery ___ ___ Headaches
___ ___ Anemia      ___ ___ Easy bruising ___ ___
___ ___ Anorexia      ___ ___ Emphysema ___ ___ Obesity
___ ___ Anxiety      ___ ___ Eczema ___ ___ Polio
___ ___ Arthritis      ___ ___ Fainting spells ___ ___ Psoriasis
___ ___ Asthma      ___ ___ Food poisoning ___ ___ Ringing in ears
___ ___ Bulimia      ___ ___ Frequent colds ___ ___ Sinus Problems
___ ___ Bleeding          ___ ___ Gallstones ___ ___ Stroke
___ ___ Bronchitis      ___ ___ Gonorrhea ___ ___ Swollen glands
___ ___ Cancer      ___ ___ Gout ___ ___ Syphilis
___ ___ Cholera      ___ ___ Gum/Tooth disease ___ ___ Thyroid problems
___ ___ Colitis      ___ ___ Heartburn ___ ___ TMJ
___ ___ Constipation      ___ ___ Herpes ___ ___ Tuberculosis
___ ___ Epilepsy      ___ ___ Hypertension ___ ___ Tumors
___ ___ Crohn's Disease      ___ ___ Hepatitis ___ ___ Ulcers
___ ___ Depression      ___ ___ Kidney disease ___ ___ Urinary problems
___ ___ Diabetes      ___ ___ Lung disease ___ ___ Warts

Male reproduction
Now Past       Now     Past Now     Past
___ ___ Hernias       ___       ___   Testicular mass ___ ___ Testicular pain
___ ___ Prostate disease       ___       ___   Impotence ___ ___ Difficult erections

Female reproduction/breasts
Age of first menses________________________ Length of cycle________________________
Duration of menses________________________ Number of pregnancies__________________
Number of live births________________________ Number of miscarriages _________________
Number of Abortions ________________________ Type of birth control ___________________

Now Past       Now     Past Now     Past
__ ___ Painful menses ___ ___ Difficulty conceiving ___ ___ Abnormal PAP
___ ___ Breast tenderness ___ ___ Cervical dysplasia ___ ___ Tumors
___ ___ Pain during intercourse ___ ___ Yeast Infections ___ ___ Menopausal  
___ ___ Bleeding between cycles ___ ___ Pelvic pain ___ ___ Endometriosis
___ ___ Sexual difficulties    ___ ___ Ovarian cysts ___ ___ PMS

Hospitalizations:  
Illnesses/inpatient or outpatient surgery Date 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Check any of the following that you use.  How much of each?
____ Coffee ____ Marijuana ____ Sleeping pills
____ Tea ____ Other recreational drugs ____ Thyroid replacement
____ Cigarettes/cigars ____ Aspirin ____ Hormone replacement
____ Snuff/chewing tobacco ____ Tylenol ____ DHEA
____ Soft drinks ____ Ibuprofen  ____ Chinese herbs
____ Alcohol ____ Laxatives ____ Herbs
   
Do you get regular exercise?     ____ yes  ____ no  
If so, what kind? 
_____________________________________________________________________________________________










