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CURRENT HEALTH HISTORY

Family Medical History:

___ Asthma

___ Allergies/Hay Fever

___ Cancer (specify): ________________________

___ Diabetes

___ Heart Disease

___ Hepatitis

___ High Blood Pressure

___ Infectious Disease

___ Kidney Disease

___ Rheumatic Fever

___ Seizures

___ Stroke

___ Other: ________________________________

Personal Birth History

___ Alcohol/drugs used by mother

___ Mother exposed to chemicals, pesticides, or 

        toxins before conception or during pregnancy

___ Father exposed to chemicals, pesticides, or 

        toxins before conception

___ Emotional or physical trauma suffered by 

        mother

___ Poor nutrition by mother

___ Mother smoked or exposed to second hand 

        smoke

___ Prior miscarriage by mother 

___ Late delivery

___ Premature delivery

___ Rapid labor by mother

___ Slow, long labor by mother

___ Induction of labor

___ High forceps

___ Breech birth

___ Cord wrapped around neck during delivery

___ Low birth weight

___ Spent time in incubator after birth

___ Jaundiced as an infant 

___ Bottle-fed

___ Breastfed

# of siblings: _______________________________

# Position among your siblings: ________________

Other: ________________________________

Childhood Illnesses:

___ Chicken Pox

___ Diphtheria
___ Measles

___ Mumps

___ Rheumatic Fever

___ Rubella

___ Scarlet Fever

___ Other: ________________________________

Immunizations:

___ Diphtheria
___ HIB

___ Hepatitis B

___ Measles, Mump, Rubella (MMR)

___ Pertussis

___ Polio

___ Tetanus

___ Other: ________________________________

Head, Eyes, Ears, Nose, Throat

___ Facial pain or paralysis

___ Headaches

___ Migraines

___ TMJ/Jaw pain

___ Dizziness

___ Vertigo

___ Blurry Vision

___ Cataracts

___ Double Vision

___ Floaters (spots in visual field)

___ Glaucoma

___ Glasses/contacts: _______________________

___ Deafness or diminished hearing

___ Discharge from the ears

___ Earaches or infections

___ Tinnitus (ringing in the ears)

___ Allergies/Hay Fever

___ Sinusitis

___ Bleeding Gums

___ Cavities

___ Gingivitis

___ Sore throat

___ Other: ________________________________

Skin & Hair:

___ Acne

___ Boils

___ Cancer

___ Dryness

___ Hives

___ Itching skin

___ Moles, recent or changes to

___ Rashes

___ Sebaceous cysts

___ Shingles

___ Skin tags

___ Swellings, lumps, nodules

___ Warts

___ Alopecia (hair loss)

___ Dandruff

___ Other: ________________________________

Respiratory:

___ Asthma

___ Bronchitis

___ Chest pain or tightness

___ Colds, frequent

___ Cough

___ Emphysema

___ Nasal congestion

___ Pleurisy

___ Pneumonia

___ Other: ________________________________

Blood/Cardiovascular

___ Anemia

___ Aneurysm

___ Angina/heart pain

___ Blood clots

___ Chest pain

___ Fainting

___ Heart attack

___ Irregular heart beat

___ Heart disease

___ High cholesterol

___ Hypertension (high BP)

___ Hypotension (low BP)

___ Mitral valve prolapse

___ Heart Murmur

___ Palpitations

___ Stroke

___ Varicose veins

___ Other: ________________________________

Gastrointestinal:

___ Abdominal pain/cramps

___ Acid reflux/heartburn

___ Anorexia 

___ Bulimia

___ Chronic use of laxatives, history of

___ Colitis

___ Crohn’s Disease

___ Constipation

___ Diarrhea

___ Esophageal spasms

___ Food allergies/sensitivities

___ Gallbladder disease

___ Liver Disease (cirrhosis)

___ Gas/flatulence

___ Hemorrhoids

___ Stomach or duodenal ulcers

___ Hepatitis B or C

___ Hiccoughs

___ Indigestion

___ Irritable Bowel Syndrome

___ Nausea and/or vomiting

___ Pancreatitis

___ Parasites, history of

___ Other: ________________________________

# of bowel movements per day: __________

Do your bowel movements float or sink? ________

Genito-Urinary:

___ Blood in the urine

___ Dribbling after urination

___ Frequent urination

___ Nocturia (waking at night to urinate)

___ Urinary incontinence

___ Cystitis or Urethritis
___ Edema/water retention with swelling of the 

        legs

___ Kidney disease

___ Kidney stones

___ Nephritis

___ Urinary tract infections

___ Other: ________________________________

Menstrual/Birth History

___ Age of 1st menses: _______________________

___ Length of menses: _______________________

___ Time between cycles: ____________________

___ Heavy Bleeding

___ Light Bleeding

___ Menstrual blood color: ___________________

___ Lack of menstruation

___ Irregular menstruation

___ Painful menstruation

# of abortions: _____________________________

# of live births: ______________________

# of miscarriages: ____________________

___ Traumatic births

___ Use of birth control: ____Currently, ___ In Past

___ Postpartum weakness

___ Difficult conception/infertility

Female Reproduction

___ Abdominal lumps or masses

___ Breast cancer

___ Breast cysts or lumps

___ Breast tenderness

___ Endometriosis

___ Fibroids

___ Hot flashes

___ Menopause, age begun

___ Use of estrogen replacement

___ Menopausal symptoms

___ Menstrual odor, strong

___ Nipple discharge

___ Pelvic/genital pain

___ Positive mammogram/pap smear

___ Severe menstrual cramps

___ Painful sex

___ Vaginal discharge

___ Vaginal dryness

___ Vaginal odor

___ Venereal diseases: _______________________

___ Other: ________________________________

Male Reproduction

___ Impotence/Erectile Dysfunction 

___ Penile discharge

___ Premature ejaculation

___ Prostate enlargement/problems

___ Seminal incontinence

___ Venereal disease

___ Other: ________________________________

Endocrine/Energy

___ Addison’s Disease

___ Adrenal Insufficiency

___ Cushing’s Syndrome

___ Diabetes Type I or II

___ Diabetes Insipidus

___ Energy Drops (time of day): _______________

___ Feeling Hot or Cold (circle one)

___ Hypoglycemia

___ Hypothyroid

___ Hyperthyroid (Grave’s Disease)

___ Lethargy

___ Pituitary Disorders

___ Night Sweats

___ Weight Gain

___ Weight Loss

___ Other: ________________________________

Immune

___ Cancer (specify): ________________________

___ Candidiasis

___ Chronic Fatigue Syndrome

___ Chronic infections: ______________________

___ Epstein Barr Virus

___ HIV/AIDS

___ Leukemia

___ Lymph node swelling

___ Lymphoma

___ Mononucleosis

___ Other: ________________________________

Neurological

___ History of concussions

___ Epilepsy

___ Lack of coordination and balance

___ Numbness and tingling in the limbs

___ Paralysis

___ Seizures

___ Vertigo or dizziness

___ Other: ________________________________

Musculo-skeletal

___ Neck, shoulder, upper back pain

___ Arm and elbow pain

___ Hand and wrist pain

___ Lower back pain

___ Hip pain &/or sciatica

___ Knee pain

___ Calf pain, spasms

___ Whole body pain

___ Rheumatoid arthritis

___ Osteoarthritis
___ Muscle cramps, pain, spasms

Lifestyle (include frequency & amount)

___ Alcohol consumption: ____________________

___ Caffeinated & carbonated beverages: ______

___ Coffee or black tea: ______________________

___ Exercise: _______________________________

___ Exposure to toxins, chemicals

___ Recreational drugs: ______________________

___ Tobacco consumption: ___________________

___ Water consumption: _____________________

How many meals do you eat per day? _________________________________________

How many hours of sleep per night? 

_________________________________________

Do you wake feeling rested? 

_________________________________________

Patient’s Printed Name:______________________

Patient’s Signature: _________________________

Date: _____________________________________
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