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Today’s Date: Referred By:

Name: Email:

__Male___ _Female __ Minor ____ Single __ Married ____ Divorced ___ Widowed
Address:

City: State: Zip:

Birth Date: Age:

Employer Occupation:

Driver’s License: Social Security Number:

Home Phone: (__ ) Work Phone: (__)

If you are a minor (under 18), fill out the name and address of the responsible parent:

Parent’s Name:

Parent’s Name:

City: State: Zip:
Parent’s Home Phone: __ ( ) Work Phone: (_~ )

In the event of an emergency, whom should we contact?

Name: Relationship:
Home Phone: (__ ) Work Phone: (__)

OFFICE VISIT PAYMENT

I understand that professional services are rendered and charged to the client, not to the insur-
ance company, and that it is my sole responsibility to pay for services rendered at the time the
services are rendered. | understand you do NOT accept Medicare.

Signature of Client Date
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Today’s Date: Referred by:
Name: M [J F [0 Birthdate: / / Age:

FIRST TIME EVALUATION

Current Health Complaints: Please rank your current ailments (on a scale of 1 to 10, 10 being most severe)

Other Information: Please list any history of chronic infections and how long you have known about them.

Medications: Please list any you are currently taking and how long you’ve taken them (including birth control pills,
aspirin, pain medication, etc)

Please list all recent and any long term use of antibiotics, when taken and duration taken.

Did you have the usual childhood vaccines? If not, what were the circumstances?
Do you smoke? If yes, how much? How long have you smoked?
Do you drink? If yes, how much? How often?

(This is strictly confidential information) Have you used recreational drugs? Y/N

Do you still use them? Y/N For how long? How often?
Have you ever had full-body anesthesia? Y/N When? Do you have a pacemaker? Y/N
Have you ever had anaphylactic shock? Y/N When? To what allergen:

Do you have any other allergies:

Stress: Please rate your current stress level (on a scale of 1 to 10, 10 being the highest)

What is the main reason(s) for your stress?

If you’re above level 5, what steps are you taking to alleviate your stress?

Dental Work: Please indicate how many of the following you have:
Have you had dental surgery ? [yes/no] Do you need further dental work? [yes/no] If so, what?

METAL FILLINGS: PARTIAL OR FULL DENTURES: IMPLANTS GUM: SENSITIVE GUMS:
BRACES: BAD BITE: DENTURES? WHITE FILLINGS: EXTRACTIONS:
BRIDGEWORK: VENEERS: CROWNS OR INLAYS: [CIRCLE] (GOLD, STAINLESS STEEL, PORCELAIN,

DEGUSSA,) ROOT CANALS:
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Check the following illnesses/ problems you now have or have had. If it is a current problem, please indicate with a star (*)

HIGH BLOOD PRESSURE ALLERGIES HIVES
HYPER/HYPO-THYROIDISM ALOPECIA INSOMNIA
KIDNEY DISEASE ANEMIA JAUNDICE
NEUROLOGICAL DISEASE ANOREXIA KIDNEY STONES

L
|

STOMACH ULCER ARTERIOSCLEROSIS LIVER DISEASE
PERIODONTAL DISEASE BACK PROBLEMS LOW BLOOD PRESSURE
TUBERCULOSIS BULIMIA LUPUS

OBSESITY DIPHERIA NUMBNESS

SENILITY DIVERTICULITIS OSTEOPENIA
ARTERIOSCLEROSIS DRUG ADDICTION OSTEOPOROSIS
ARTHRITIS EAR INFECTIONS PANCREATITIS
ASTHMA ECZEMA PERSISTENT COUGH
CANCER EMPHYSEMA PNEUMONIA

DIABETES ENDOMETRIOSIS POLIO

EPILEPSY EXCESSIVE FATIGUE PSORIASIS

GLAUCOMA EYE DISEASE RHEUMATIC FEVER
GOUT FAINTING/DIZZINESS RHEUMATOID ARTHRITIS
HEART DISEASE/ STROKE HERNIATED DISC SCARLET FEVER

ACNE HERPES SCIATICCA

AIDS HIGH BLOOD PRESSURE

HEALTH OVERVIEW

EXERCISE: What kind of exercise do you do?

How often? For how long at a time?

SLEEP: What time do you usually go to sleep?
Number of hours of sleep per night:
How is your sleep? [Circle: restless, hard to fall asleep, bad dreams.]
How do you feel when you wake up? Rested/Tired

Do you get 5 continuous hours of sleep per night?
Wake up during the night? Y/N If so, what time
Do you have insomnia? Y/N

Other complaints?

DIGESTION: How is your digestion? [Circle: adequate, poor, acid reflux, burp often, bloating, burning/pain.]
Do you have gas? Bloating? Pain after eating?
Other complaints?

BOWELS: How are your bowel eliminations? (Circle)

[How Often? 3times daily, once a day, skip days. Amount: normal, too little, too large Consistency: normal too hard,
very soft, diarrhea Color: brown, black, whitish. Other: Lots of mucus, lots of gas, foul smell]

Other complaints?

5. WOMEN ONLY:': Are you pregnant? Are you breast-feeding? Do you have monthly periods?
Date of last menstrual period? Are you going through menopause? Have your periods stopped?
Had a hysterectomy? If so, when?

Menstrual Cycle: Are your monthly periods regular (28 days)? Number of days of your menstrual flow?

[Circle any of the following symptoms associated with your period: cramping, bloating, feeling weak, mood swings,
cravings, heavy bleeding, back pain, headaches, bright red blood, dark clotty blood.]
Other complaints?

Pregnancy: Have you ever been pregnant? Number of births Complications?
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Client Name: Date:

Directions: Rate each of the following symptoms based upon your typical
health for the past 30 days.

Scale:

0 - Never or almost never have the symptom
1 - Occasionally have it, effect is not severe
2 - Occasionally have it, effect is severe

3 - Frequently have it, effect is not severe

4 - Frequently have it, effect is severe

HEAD
Headaches
Faintness
Dizziness
Insomnia

EYES
Watery or Itchy Eyes
Swollen, reddened or sticky eyelids
Bags or dark circles under eyes
Blurred or tunnel vision (not including near or far-sightedness)

EARS
Itchy ears
Earaches, ear infections
Drainage from ear
Ringing in ears, hearing loss

NOSE
Stuffy Nose
Sinus problems
Hay fever
Sneezing Attacks
Excessive mucus formation

MOUTH/THROAT
Chronic coughing
Gagging, frequent need to clear throat
Sore throat, hoarseness, loss of voice
Canker sores
Swollen or discolored gums, tongue or lips

SKIN
Acnhe
Hives, rashes, dry skin
Hair loss
Flushing, hot flashes
Excessive sweating

HEART
Irregular or skipped heartbeat
Rapid or pounding heartbeat
Chest pain
High cholesterol, C-reactive Protein, homocysteine



Please list all surgeries, operations, traumas, car accidents, injuries you’ve had SINCE BIRTH and label
with dates. Please include elective surgeries such as breast implantations, tummy tuck, face-lift, burned off
moles, etc. Don’t Forget C-sections, Vaccination scars, episiotomies, earring punctures, tattoos, facelift
scars, previous sprains, burns, falls, whiplash (from auto accidents), radiation, etc.

A. Date: B. Date:
C Date: D Date:
E. Date: F Date:
G Date: H. Date:
l. Date: J Date:
K. Date: L Date:
M. Date: N Date:

FOR THE FIGURE BELOW: Indicate the location of your traumas with the corresponding letter (A-L) from
the list above. Please draw a line for any scar, an X for any trauma and a circle for any internal metal objects
such as a surgical steel pin, metal plate, hip replacement, surgical wire mesh, etc.





