Medical History

Date_________
Patients Name_____________________

Reason for Treatment: __________________________________________________________________.

Secondary Complaint (if any): ____________________________________________________________.

Date Major Problem Began: _____/_____. Have you tried other types of medicine for this problem?    Y   N
                                                       Month       Year

Degree of severity of major complaint usually (1=Not very bad, 10=Severe): _______.
Please list any allergies to foods or drugs: ___________________________________________________.

Please list any significant trauma, illness or accidents:
Date: ________   Illness/Trauma: _______________   Hospitalization/Surgery:   Y         N

Date: ________   Illness/Trauma: _______________   Hospitalization/Surgery:   Y         N
Additional Info: ________________________________________________________________________
Please list all medications you are taking or have taken in the last six months or for prolonged time periods.

_____________________________________________________________________________________

Please list any herbal supplements, vitamins/minerals and/or diet therapy regimen you are on.

_____________________________________________________________________________________

Have you recently experienced sudden weight gain or loss:      Y         N
Do you smoke:      Y         N

Do you drink alcohol:      Y         N      If yes, how much per week:_________________
Do you use any illegal drugs:      Y        N     If yes, what drug/s:___________________
Females:

Are you pregnant or planning pregnancy;      Y        N      Do you have any pain with intercourse:     Y        N   
Do you suffer from moderate to severe PMS:     Y        N    
Are you periods regular:      Y         N      If not please explain:
Flow:    Normal       Heavy      Light     Discharge:     Y         N     Pain or Burning:     Y         N          

______________________________________________________________________________________
______________________________________________________________________________________
Check any condition you have or have had in the past: 

[image: image1]
Do any of these conditions run in your family:    Y        N   , if yes please list who and which condition/s.
_______________________________________________________________________________________
_______________________________________________________________________________________
___Low Blood Pressure   





___Hemorrhoids   





___Phlebitis                  





___Rheumatic





___Headaches                   





___Typhoid          





___Herpes                     





___Asthma





___Depression/Anxiety    





___Bronchitis       





___Nausea/vomiting     





___Appendicitis





___Abnormal Sweating





Other __________________





__________________________       





___Heart Disease             





___Ulcers              





___Ringing in ear         





___Rubella





___Arteriosclerosis          





___Diarrhea          





___Seizures                   





___Scarlet Fever





___High Blood Pressure  





___Constipation    





___Epilepsy                  





___Tuberculosis





___Thyroid Disorder     





___Multiple Sclerosis





___Sleep Disorders          





___Chest Pain





___Anemia





___AIDS/HIV





___Difficulty breathing


 


___Palpitations





___Bruise easily    





___Glaucoma                 





___Mumps





___Pacemaker                 





___Stomach Pain   





___Cataract                    





___Measles





___Goiter





___Gout                            





___Emphysema    





___Dizziness


                      ___Pneumonia


            ___Hepatitis/Jaundice			 ___Frequent colds





___Fainting


                        ___Allergies			


___Diabetes			                      ___Tetanus





___Stroke


                            ___Epstein Barr





___Cancer





___Chicken Pox





___Bladder Infection        





___Pleurisy           





___Chronic Cough








