Personal & Confidential Health History Questionaire

Please complete all sections of the questionnaire that pertain to your health concerns. Doing so will help your Wellness Consultant to more thoroughly understand your specific needs. All of your answers will be held absolutely confidential. If you have any specific concerns, please ask. Thank you.

Personal Information

	Full Name



	Email:
	
	Age:



	Date of Birth:


	Occupation:



	Address:

	Who kindly referred you to us?


Chief Complaint/ Vital Signs

	Main Reason for Visit?

(tick all that apply)
	
	How long have you been experiencing this challenge? When did it begin?

	More energy
	
	

	Lose weight
	
	

	Aches and pains
	
	

	Specific challenges
	
	

	Fatigue
	
	

	Other aches and pains? (list)
	
	

	Sleeplessness
	
	

	Digestive complaints
	
	

	Heartburn/indigestion
	
	

	Constipation / diarrhea
	
	

	Headaches
	
	

	Allergies (list)
	
	

	Skin conditions
	
	

	Other?
	
	

	
	
	


What medications or drugs have you taken within the last 3 months (include asprin, laxatives etc)

What nutritional supplements do you take?    Name and dosage?

Past Medical History and Family History (tick all that apply) Fam = family members

	
	Me
	Fam
	
	Me
	Fam
	
	Me
	Fam

	Arthritis
	
	
	Asthma
	
	
	Cancer
	
	

	Diabetes
	
	
	Hepatitis
	
	
	Leukemia
	
	

	Multiple Sclerosis
	
	
	Paralysis
	
	
	Rheumatic Fever
	
	

	Stroke
	
	
	Seizures
	
	
	Sexual diseases
	
	

	Kidney disease
	
	
	Thyroid disease
	
	
	
	
	

	Respiratory Disease (pneumonia etc)
	
	
	Alcohol / Drug addiction
	
	
	Other?
	
	


	Significant Past Trauma (auto accidents, whiplash, falls, head injuries, birth trauma: forceps/suction, etc.) – Please include with each significant past trauma any broken bones, loss of consciousness, or hospitalisation:

1. _______________________________________________________________________________

2. _______________________________________________________________________________

3. _______________________________________________________________________________

	Please list any dietary or nutritional restrictions:



	Please list everything you have consumed in the past 48 hours (food, drinks/alcohol, medication/ drugs, inhalants, tobacco, snacks/treats)?


	Is this reflective of your average diet and lifestyle? For how long?


