Personal Health History
Date




I. General Information

Name 







Phone (H) 




Address 







(W) 




City, State, Zip 






(C) 




Work / Occupation 





Birth date 




Are you presently under a doctor’s care?

Y
N
Who? 




For what? 












Do you currently take any medications?

Y
N
What? 



Rx: 













Non Rx and Supplements: 










Are there any other healers, helpers, or therapies with which you are involved?

Who and/or what? 


















  How long: 





II. Focus

What is your chief concern? 









What are your goals for your health/life? 







List any other current symptoms or problems: 







What factors in your life seem to affect your daily health? 





III. Review of Systems/Symptoms
Please indicate the symptoms you are CURRENTLY having with a check mark ().

 Absent Minded

 Abdominal Bloating


 Acne


 Acid Reflux


 Addiction to Alcohol

 Addition to Drugs

 Addiction to Tobacco

 Anxiety/Nervousness

 Appetite-Excessive/Low

 Arthritis 

 Asthma

 Bad Breath

 Blood Pressure-High/Low

 Body Odor


 Breast Pain/Swelling/Lumps

 Bruise Easily

 Burping

 Canker Sores/Cold Sores

 Colds-Frequently get

 Colitis

 Constipation

 Cough

 Crave Salt/Sour/Sweet

 Diarrhea

 Digestive Troubles

 Dreams-Disturbing

 Dry Eyes

 Dry Skin

 Earache/Infection/Congested

 Ear Ringing

 Eating Disorder

 Edema (swelling)

 Excessive Thirst

 Eyes-Watery

 Eyes-Red/Puffy/Itchy

 Eye-Vision Problems

 Fatigue

 Fever

 Fungus

 Gas

 Gums Swollen/Red

 Hay Fever

 Heart Palpitations

 Headaches

 Hemorrhoids

 Hoarseness

 Hot Flashes

 Humidity Discomfort

 Hyperactivity

 Indigestion

 Insomnia

 Irritable Bowel

 Joint Pain/Swelling

 Infections

 Loss of Taste/Smell

 Lump in Throat

 Menses

 Mental Confusion

 Metallic Taste

 Moody

 Motion Sickness

 Muscle Cramps

 Muscle Spasms

 Nasal Polyps

 Nasal Congestion

 Nasal Drip

 Nausea

 Nervous Stomach

 Night Sweats

 Numbness

 Poor endurance

 Psoriasis

 Restless Leg

 Seizures

 Shortness of Breath

 Sinusitis/Nasal Congestion

 Skin Burning

 Skin Itch

 Skin Rash

 Sleeping Problems

 Sneezing

 Sore Throat

 Stomach Discomfort

 Swollen Glands

 Teeth Pain

 Tongue Swelling

 Throat Constriction

 Tightness in Chest

 Urinary Tract Disorders

 Urination Painful/Burning

 Vomiting

 Weight Loss/Gain

 Yeast infections
Any other symptoms: 










Is there anything else you would like Mauree to know about your health?

IV. Women 
Are your periods regular
Y
N
frequency? 






How many days in your flow? 









Painful or symptomatic periods? 









Do you suffer from PMS?

Y
N
What are your symptoms? 




Are you menopausal?
Y
N

V. Past Medical History
Do you have allegories?

Y
N

Is so, which medicines? 











To which foods? 












Or to what in the environment? 










Have you had any operations? 
Y
N

If so, what and when (year) 










Any major injuries or accidents? 

Y
N

If so, what and when (year) 










Any major illnesses or hospitalizations? 

Y
N

If so, what and when (year) 










Check  any of these you have incurred.  Include approximate date (year)


 Pneumonia

 Tuberculosis


 Hepatitis


 Asthma


 Diabetes


 Hypoglycemia


 Epilepsy

 Gout

 ADD/ADHD

 High Blood Pressure

 Low Blood Pressure

 Heart Disease

 Heart Attack

 Cancer

 Blood Transfusion

 Stroke

 Kidney Infection

 Systemic Infection

 Parasites

 Rheumatic Fever

 German measles

 Regular measles

 Mumps

 Chicken pox

 Shingles

 Lymes

 Eczema

 Skin Boils

 Kidney Stone

 Drug Reactions

 Psoriasis

 Hives

 Ulcer

 Anemia

 Arthritis

 Obesity

 Jaundice

 Polio

 Whooping Cough

 Diphtheria

 Colitis

 STD’s
VI. Diet and exercise
Do you have a good appetite? 









List the percentages in your diet of these food categories.  Total should equal 100.


 Fruits



 Grains



 Dairy


 Vegetables


 Nuts, beans, seeds


 Meats

List the percentages of these meat categories.  Total should equal 100.


 Beef


 Chicken


 Fish



 Other
Do you use foods made with chemical additives or preservatives? 

Y
N
What foods? 












What percent of your food is from restaurants? 




What percent of your food do you prepare yourself? 



For the next categories, list the average number of times in a week these items are consumed in your diet? (i.e., 0=never, 2/w=twice weekly, 3/d=three times a day)

Fried foods 




Alcohol 


Beer 



White/brown sugar 



White flour 


Wine 



Dairy 





Gluten 


Wheat 


Coffee 




Nicotine 


Diet 













Beverages

Is there one or more particular food flavors that you crave (circle below)

Sweet

Salty

Spicy

Bitter

Sour

Other 



How often a week do you exercise? 








Do you sweat easily?
Y
N

What types of exercise? 










Do you have any pets? 
Y
N
Type and quantity 





Are you able to express your emotions/feelings? 
Y
N

Is there much stress in your life? 

Y
N

Do you sleep well?

Y
N
How many hours per night? 



