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Neurologic 

Seizures Y  N P Loss of balance Y  N P 

Muscle weakness Y  N P Vertigo or dizziness Y  N P 

Loss of memory Y  N P Numbness or tingling Y  N P 

Paralysis Y  N P Fainting Y  N P 

Nose and Sinuses 

Sinus pain Y  N P Post nasal drip Y  N P 

Sinus infection Y  N P Chronic stuffy nose Y  N P 

Hay fever/ other nasal allergies Y  N P Loss of smell Y  N P 

Eyes/Ears 

Floaters/ spots Y  N P Eye pain/strain Y  N P 

Corrective lenses Y  N P Tearing or dryness Y  N P 

Blurriness or double vision Y  N P Glaucoma or cataracts Y  N P 

Hearing impairment Y  N P Ringing in ears Y  N P 

Excessive ear wax Y  N P Pain in ears Y  N P 

Mouth and Throat 

Frequent sore throat Y  N P Hoarse voice Y  N P 

Grinding teeth: awake or asleep Y  N P Excess saliva or dry mouth Y  N P 

Gum problems Y  N P Mouth sores: inside or out Y  N P 

Respiratory 

Cough Y  N P Shortness of breath Y  N P 

Tuberculosis Y  N P Wheezing or Asthma Y  N P 

Pain with breathing Y  N P Bronchitis Y  N P 

Urinary/Kidney 

Painful urination Y  N P Inability to hold urine Y  N P 

Increased frequency  (day or night) Y  N P Kidney stones Y  N P 

Urgency Y  N P Urinary tract infections Y  N P 

Skin 

Rashes/eczema Y  N P Lumps Y  N P 

Acne or boils Y  N P Itching or fungus Y  N P 

Color Change Y  N P Psoriasis Y  N P 
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Please check: Y = current condition, N = never had this condition, P = past condition 



Head 

Headaches Y  N P TMJ issues Y  N P 

Head Injury Y  N P 

Cardiovascular 

Heart Disease Y  N P Problems with veins Y  N P 

Murmur or valve problems Y  N P Chest Pain Y  N P 

Blood Clots Y  N P High Blood pressure Y  N P 

Palpitations or fluttering Y  N P Low blood pressure Y  N P 

Gastrointestinal 

Trouble swallowing Y  N P Change in bowel habits Y  N P 

Liver disease Y  N P Change in appetite Y  N P 

Nausea or vomiting Y  N P Heartburn or ulcer Y  N P 

Pain or cramps Y  N P Diarrhea Y  N P 

Black, green, or white stool Y  N P Constipation Y  N P 

Hemorrhoids or blood in toilet Y  N P Gallbladder disease Y  N P 

How often do you have a bowel movement? 

Immune 

Chronic Fatigue Syndrome Y  N P Get sick often Y  N P 

Chronically swollen glands Y  N P Autoimmune disease Y  N P 

Slow wound healing Y  N P Frequent infections Y  N P 

General Reproductive 

Are you sexually active? Y  N P Sexual orientation 

Chlamydia or gonorrhea Y  N P Low sex drive Y  N P 

Syphillis Y  N P Hepatitis Y  N P 

Herpes Y  N P Genital warts Y  N P 

Type of contraception (if applicable.) 

Have you been recently tested for sexually transmitted infections? 

Female Reproductive 

Do you menstruate?        Y         N      if N,  please skip to the next page (5) 
Are your cycles regular? Y  N First day of last menstrual cycle 
How many days between the first day of one cycle and the first day of the next cycle? 
How many days of bleeding (typically)? 

Pain or cramps Y   N   P PMS Y   N   P 
Clotting Y   N   P  Heavy flow Y   N   P 
Abnormal pap smear Y   N   P Endometriosis Y   N   P 
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Ovarian cysts Y   N   P Yeast infection Y  N   P 
Menopausal symptoms Y   N   P Vaginitis (gardnerella or BV) Y  N   P 
Nipple discharge Y   N   P Breast pain Y  N  P 
Do you do self breast  exams? Y  N Have you had a mammogram?  Y  N 
# pregnancies # abortions # miscarriages # live births 

Male reproductive 

Hernia Y   N   P Testicle pain Y  N  P 

Premature ejaculation Y  N   P Testicle lump Y  N  P 

Prostate problems Y  N   P Impotence Y  N  P 

Musculoskeletal 

Joint pain or stiffness Y  N   P Arthritis Y  N  P 

Broken bones Y  N   P Muscle pain, spasm, or cramping Y  N  P 

Low bone density Y  N   P Nerve pain Y  N  P 

Other 
Cancer Y  N   P Anemia Y  N  P 

Bruising Y  N   P Swelling Y  N  P 

Habits 

Main interests and hobbies: 

Regular exercise Y  N P Hours of exercise per week 

Quality sleep Y  N P Average hours of sleep per night 

Enjoyable work Y  N P Is your work stressful? Y  N 

Spiritual practice Y  N P Type of spiritual practice? 

How much TV do you watch daily? Physical or sexual abuse Y  N P 

Regular vacations Y  N Supportive relationship Y N 

Recreational drugs Y  N P Personal history of addiction Y  N 

Do you think you’re overweight? Y  N Do you think you’re underweight? Y  N 

Cups coffee per day: Cups tea per day: Amt of soda per day: 

How much water do you drink on an average day? 

Food intolerances (if known): 
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Please check: Y = current condition, N = never had this condition, P = past conditin 
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A few final questions: 
1. Is there anything else I should know about your health?

2. How does your current state of health affect your day to day life?

3. How would your life be different if you felt 100%?

For questions 4 and 5, please use a scale of 1 to 10. 

4. How committed are you to improving your health?   _____

5. How much change are you willing to make at this time to improve your health?  _____

Thank you. I look forward to working with you! 
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