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Center for Integrative Medicine
Medical History Intake Form

. Today's Date
[ General Information J

First Name Middle Name Last Name

Preferred Name

Date of Birth Age

Height ! " Weight Gender [0 Male (J Female
Primary Language Secondary Language

Occupation

Place of Birth City/ Town and Country if not U.S.

Highest Education Level [IHigh School OGraduate OPost Graduate

Primary Address Address Apt #
City State Zip

Alternate Address Address Apt#
City State Zip

Home Phone

Work Phone
Cell Phone
E-Mail Fax
Emergency Contact Name Phone Number
Address Apt #
City State Zip

Physician Name

Phone Number Fax

Referred By




PHARMACY INFORMATION

Primary Pharmacy

Compounding/

Supplement Pharmacy

Name Phone Number
Address City State Zip
Fax* E-mail

*It is extremely important that you list the pharmacy’s fax number
Name Phone Number
Address City State Zip
Fax* E-mail

*It is extremely important that you list the pharmacy’s fax number

[ Medical Questionnaire

What are your expectations and goals for this visit?

HEALTH CONCERNS
When was the last time you felt well?
Did something trigger your change in health?

What makes you feel better?

What makes you feel worse?

Please rank current and ongoing problems by priority

. -.o.7 DESCRIBE PROBLEM -~ . MILD/MODERATE/SEVERE TREATMENT APPROACH .. |- -~ . SUCCESS -.
Example: Post Nasal Drip Moderate Elimination Diet Moderate
ALLERGIES
' MEDICATION/ SUPPLEMENT/. FOOD REACTION
Do you live with a pet? (OYes ONo Any reactions? OYes ONo What kind? How many How long
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MEDICAL HISTORY

Diseases/ Diagnosis/ Conditions

GASTROINTESTINAL

Qoooooogf )
aooooaoq

Irritable Bowel Syndrome

Inflammatory Bowel Disease

Crohn’s

Ulcerative Colitis

Gastric or Peptic Ulcer Disease

GERD (reflux)

Celiac Disease

Other

§

CARDIOVASCULAR

N [ Y R

ooooooooa |

Heart Attack

Other Heart Disease

Stroke

Elevated Cholesterol

Arrythmia (irregular heart rate)

Hypertension (high blood pressure)
Rheumatic Fever

Mitral Valve Prolapse

Other

o

METABOLIC/ ENDOCRINE

aoaaadaooaaoaaoaooooaaa

Type 1 Diabetes

Type 2 Diabetes

Hypoglycemia

Metabolic Syndrome

(insulin resistance or pre-diabetes)
Hypothyroidism (low thyroid)

Hyperthyroidism (overactive thyroid)
Endocrine Problems

Polycystic Ovarian Syndrome (PCOS)
Infertility

Weight Gain

Weight Loss

Frequent Weight Fluctuations

Bulimia

Anorexia

Binge Eating Disorder

Night Eating Syndrome

Eating Disorder (non-specific)

Other

CANCER

QOQO0Ooooao ¢ ) ooooogooQoQoooQoQoaoaaaa

1 16 i o L

Lung Cancer

Breast Cancer

Colon Cancer

Ovarian Cancer

Prostate Cancer

Skin Cancer

Other

[ =Past Condition

0 =Ongoing Condition

Check appropriate box and provide date of onset

GENITAL AND URINARY SYSTEMS

Q aaaaoaaaq

Kidney Stones

Gout

Interstitial Cystitis

Frequent Urinary Tract Infections

Frequent Yeast infections
Erectile Dysfunction

Or sexual Dysfunction

Other

MUSCULOSKELETAL / PAIN

aaoaan

Osteoarthritis

Fibromyalgia
Chronic Pain

Other

INFLAMMATORY/ AUTOIMMUNE

aaaoaa aaaoaoaaaaqa

Chronic Fatigue Syndrome

Autoimmune Disease

Rheumatoid Arthritis

Lupus SLE

Immune Deficiency Disease

Herpes- Genital

Severe Infectious Disease

Poor Immune Function

(Frequent infections)
Food Allergies

Environmental Allergies

Multiple Chemical Sensitivities

Latex Allergy

Other

RESPIRATORY DISEASES

aaaaaaaa

Asthma

Chronic Sinusitis

Bronchitis

Emphysema
Pneumonia

Tuberculosis

Sleep Apnea

Other

SKIN DISEASES

QOoOooqf YQoooooaogr ) oouoQo oooooaQa (Yyaoaaaaao 'T a DDDDEID'T

agaaaaa

Eczema

Psoriasis

Acne

Melanoma

Skin Cancer

Other




e

NEUROLOGIC/ MOOD J

Depression
Anxiety
Bipolar Disorder
Schizophrenia
Headaches
ADD/ADHD
Autism

aoaooaoaaanq
aaaaaad

PREVENTIVE TESTS AND DATE OF LAST TEST
Check box if yes and provide date

O Full Physical Exam
O Bone Density

O Colonoscopy
O Cardiac Stress Test
0 EKG
O Hemoccult Test- stool test for blood
O MRI
O CT Scan

O Upper Endoscopy
O Upper Gl Series

O Ultrasound
O X-rays

INJURIES

O Back Injury O Neck Injury

Do you have any artificial joints or implants? [ Yes [ONo

O Head Injury

HOSPITALIZATIONS O None

O Broken Bones O Other

Mild Cognitive Impairment

Memory Problems

Parkinson’s Disease

Multiple Sclerosis

ALS

Seizures

aaaaaaa
aaaoaaoaaq

Other

SURGERIES
Check box if yes and provide date of surgery
O Appendectomy

O Hysterectomy +/- Ovaries,

O Gall Bladder

O Hernia

O Tonsillectomy

O Dental Surgery

O Joint Replacement — knee/ hip

O Heart Surgery — bypass valve

[ Angioplasty or Stent
O Pacemaker

O Other

0 None

DATE

REASON

PATIENT BIRTH HISTORY

O Term O Premature

Pregnancy Complications

Birth Complications

O Breast Fed How long?

Age at introduction of:  Solid Foods Dairy

GYNECOLOGIC HISTORY (FOrR WOMEN ONLY)
Obstetric History Check box if yes and provide number of

O Pregnancies (0 Caesarean O Vaginal Deliveries
(J Toxemia O Gestational Diabetes O Baby over 8 pounds

O Post-Partum Depression

O Breast Feeding- For how long?

O Bottle-fed Did you eat a lot of candy or sugar as a child? O Yes O No

Wheat

O Miscarriage

O Abortion O Living Children



Menstrual History
Age at first period Menses Frequency Length Pain O Yes &1 No Clotting (J Yes OO No

Has your period ever skipped? (¥ Yes (J No For how long? Date of Last Menstrual Period

Use of Birth Control Pills 3 Yes [0 No How long?
Do you use contraception? O Yes O No Type: O Condom O Diaphragm OuDb [ Partner Vasectomy

Women’s Disorder Hormonal Imbalances

O Eibrocystic Breasts OEndometriosis CIFibroids O Infertility 3 Painful Periods O Heavy Periods O PMS

Last Mammogram O Breast Biopsy/ Date
Last PAP Test O Normal O Abnormal
Date of Last Bone Density Results: CT High 0 Low 0 Within Normal Range

Are you in menopause? [J Yes (J No Age at Menopause
OJHot Flashes TIMood Swings OJConcentration/ Memory Problems (JVaginal Dryness ODecreased Libido
OHeavy Bleeding OJoint Pains [IHeadaches OWeight Gain OLoss of Control of Urine CJPalpitations

O uUse of hormone replacement therapy? [ Yes O No How long?

In second half of your cycle, do you have symptoms of breast tenderness, water retention or irritability (PMS)? O Yes (O No

Sexual Patterns

Do you have any questions about sex? (J Yes (O No Is your present sex life satisfactory? 0 Yes [J No

Do you have pain or discomfort with sexual intercourse? 3 Yes [0 No How many partners have you had in the past 10 years?

Have you ever had a sexually transmitted disease? O Yes [J No

MEN’S HISTORY (roRrR MEN ONLY)

Have you had a PSA done? (3 Yes 0 No PSA Level: 0J0-2 (12-4 [J4-10 O>10

OIProstate Enlargement [JProstate Infection OChange in Libido OImpotence (JDifficulty Obtaining an Erection
OIDifficulty Maintaining an Erection [JUrgency/ Hesitancy/ Change in Urinary Stream

ONocturia {urination at night) How many times at night? OJLoss of Control of Urine

Do you have any questions about sex? O Yes OJ No Is your present sex life satisfactory? O Yes O No

Do you have pain or discomfort with sexual intercourse? J Yes O No How many partners have you had in the past 10 years?

Have you ever had a sexually transmitted disease? O Yes O No

MEDICATION AND NUTRITIONAL SUPPLEMENTS

Current Medications

MEDICATION - ~ DOSAGE - - FREQUENCY. STARTDATE. | REASON FOR USE
R RS R ' (MONTH/YEAR) =~ ~ [~ =

Any hormones (estrogens, progesterone, DHEA, testosterone, growth hormone, steroids)

5



Current Nutritional Supplements (Vitamins, Minerals, Herbs, Homeopathy)

SUPPLEMENT -
& BRAND * -

~ DOSAGE ~ FREQUENCY

START DATE

* (MONTH/YEAR)

REASON FOR USE

Have your medications or supplements ever caused you any side effects or problems? 0 Yes 0 No

Describe

Have you had prolonged or regular use of NSAIDs? (Advil, Aleve, etc.} Motrin, Aspirin? O Yes O No

Have you had prolonged or regular use of Tylenol? O Yes (3 No

Have you had prolonged or regular use of Acid Blocking Drugs (Tagamet, Zantac, Prilosec, etc.?) 0 Yes OO No

Use of steroids (prednisone, nasal allergy inhalers) in the past? (3 Yes O No

Use of oral contraceptives? [ Yes (J No

Long term antibiotics? O Yes {J No

How often have you taken antibiotics:
Infancy/ Childhood: <5 times O>5 times Teen: (<5 times (J>5 times

IMMUNIZATIONS/ VACCINATIONS

Adulthood: (<5 times O>5 times

| CHECKANYYOU |,
- RECEIVED.. - |.*

. 'DATE. " | 'BOOSTERS: " | X| '~ DATE .

. DESCRIBE ANY ADVERSE REACTIONS

Smallpox

Within past 7 years?

DPT

Diptheria

Pertussis

Tetanus

Tetanus booster?

Measles

Mumps

Rubella

Polio

Within past 2 years?

Hepatitis

Influenza

Your last flu shot?

Pneumovax

Other

Have you been out of the country in the last 2 years? J Yes 00 No When?
Tuberculin {TB) Skin Test: £ Yes (0 No Date:

Where?

Result: OJ Positive £1 Negative




FAMILY HISTORY

Check family members that apply

Mother

Father

Brother(S)

Sister(s)

Children

Maternal

Grandmother

Maternal

Grandfather

Paternal

Grandmother

Paternal

Grandfather

Aunts

Uncles

Other

Age (if still alive). -

TAge at Death (if deceased)

Cancers

Colon Cancer

Breast or Ovarian Cancer

Heart Disease

Hypertension

Obesity

Diabetes

Stroke

Inflammatory Arthritis
(Rheurnatoid, Psoriatic, Ankylosing Spondylitis)

Inflammatory Bowel Disease

Multiple Sclerosis

Auto Immune Disease {such as Lupus)

|rritable Bowel Syndrome

Celiac Disease

Asthma

Eczema/ Psoriasis

Food Allergies, Sensitivities or Intolerances

Environmental Sensitivities

Dementia

Parkinson’s

ALS or other Motor Neuron Diseases

Genetic Disorders

Substance Abuse (such as alcoholism)

Psychiatric Disorders

Depression

Schizophrenia

ADHD

Autism

Bipolar Disease




Gl HISTORY

Have you traveled outside of the U.5.? O Yes O No If yes, where?

Wilderness Camping? (3 Yes (O No Where?

Have you ever had severe [JGastroenteritis [JDiarrhea

DENTAL HISTORY

silver Mercury Fillings How many?

Gold Fillings CIRoot Canals Implants (3Tooth Pain OIBleeding Gums OGingivitis CJProblems with Chewing

How often do you brush your teeth? How many minutes each time?

Do you use fluoridated toothpaste? O Yes I No
What type of dental floss do you use? OWaxed OUnwaxed ONone How often do you floss?

[ Social History | ]

NUTRITION
Have you ever had a nutrition consultation? O Yes 0 No
Have you made any changes in your eating habits because of your health? O Yes [ No

Describe

Are you on a special diet? O Yes [0 No Check all that apply
CIlow Fat Olow Carbohydrate OOHigh Protein OLow Sodium CIDiabetic (No Dairy ONo Wheat
CINo Gluten OVegetarian (OVegan (JOvo-Lacto OOther/Describe

How often do you weigh yourself? CIDaily 0 Weekly TOManthly ORarely ONever

Do you avoid any foods? O Yes [ No If yes, what foods and reason?

Do you crave any foods? O Yes (3 No What foods?

Do you grocery shop? O Yes 0O No If no, who does the shopping?

Do you cook? O Yes {3 No If no, who does the cooking?

How many meals do you eat out per week? £J0-1 2-3 [J4-5 O>5 meal per week
Do you have symptoms immediately after eating, such as belching, bloating, sneezing, hives? (J Yes O No

a) Ifyes, are these symptoms associated with any particular food or supplement?

b) Please name the food or supplement and the symptoms. Example: Milk- gas and diarrhea

Do you feel you have delayed symptoms after eating certain foods (symptoms may not be evident for 24 hours or more) such
as fatigue, muscle aches, sinus congestion, etc.? 0 Yes (J No Describe

Does skipping a meal greatly affect your symptoms? O Yes £ No

ALCOHOL, TOBACCO, SUBSTANCE USE
Alcohol
Have you ever used alcohol? O Yes 0 No

How many drinks currently per week? (1 drink= 50z wine, 120z beer, 1.50z spirits} ONone 01-3 04-6 07-10 O0>10
8



Previous alcohol intake? CIMild OModerate OHigh ONone if “None” skip to Tobacco

Have you ever been told you should cut down your alcohol intake? 3 Yes O No

Do you get annoyed when people ask you about your drinking? O Yes O No

Do you ever feel guilty about your alcohol consumption? (3 Yes (J No

Have you ever been unable to remember what you did during a drinking episode? O Yes O3 No

Do you ever take an eye-opener? O Yes O No

Have you ever been arrested or hospitalized hecause of drinking? O Yes £ No

Have you ever thought about getting help to control or stop your drinking? O Yes O No

Tobacco
Have you ever used tobacco? O Yes O No

Do you currently smoke? (J Yes O No How many years?

Previous smoking: How many years? How many packs a day?

How many packs a day?

Number of attempts to quit Are you exposed to second-hand smoke regularly? [ Yes [J No

Cther Substances

Caffeine Intake: O Yes OO No Cups/day: O Coffee/ (D Tea O 1 O2-4 O>4/day
Caffeinated Soda or Diet Soda Intake: [ Yes O No Cups/day: O 1 O 2-4 O>4/day

Green Tea Intake: [J Yes O No Cups/day: O 1 O 2-4 O>4/day

How many glasses of water do you drink a day? 0 1 (3 2-4 (O>4/day OTap OSpring OwWell OFiltered ODistilled

Are you currently using any recreational drugs? (J Yes O No Type

Have you ever used IV or inhaled recreational drugs? (7 Yes (J No Have you ever been treated for drug abuse? OJ Yes O No

SAFETY

Do you use sunscreen regularly? O Yes [J No How often?

What Brand?

Do you wear a seat belt? (J Yes O No

EXERCISE
Do you exercise regufarly? O Yes O No

Current Exercise Program

ACTIVITY TYPE

FREQUENCY/ WEEK

DURATION IN MINUTES

Stretching

Cardio/ Aerobics

Strength

Other (yoga, pilates)

Sports {golf, tennis)

Do you feel you have time to exercise? [0 Yes [ No Do you feel unusually fatigued after exercise? 0 Yes [J No

List problems that limit activity:

PSYCHOSOCIAL

Are you happy? O Yes [0 No Do you enjoy your work? £J Yes {J No

Have you rmade significant occupational changes in the last 10 years? O Yes 0 No

Do you take vacations? O Yes OO No

If yes, describe them briefly:

What gives your life meaning and purpose?




What does health mean to you?

What do you do for fun?

What interests/hobbies do you have?

Do you have any insight into your iliness?

How important is religion or spirituality in your life?
OINot at all important $)Somewhat important OExtremely important

Unfortunately, abuse and violence of all kinds, verbal, emotional, physical and sexual are leading contributors to chronic stress,
illness, and immune system dysfunction; witnessing violence and abuse can also be very traumatic. If you have experienced or
witnessed any kind of abuse in the past, or if abuse is now an issue in your life, it is very important that you feel safe telling us about
it, so that we can support you and optimize your treatment outcomes.

a) Did you feel safe growing up? 0 Yes O No

b} Have you been involved in abusive relationships in your life? O Yes O No

¢) Was alcoholism/substance abuse present in your childhood home, or is it present now in your relationships? 3 Yes (3 No

d} Do you currently feel safe in your home? O Yes O No

e) Do you feel safe, respected and valued in your current relationship? I Yes (J No

f)  Have you had any violent or otherwise traumatic life experiences, or have you witnessed any violence or abuse?OYes ONo

g) Would you feel safer discussing any of these issues privately? O Yes 0 No

SLEEP

Do you have problems with sleep? O Yes (3 No Do you have trouble falling asleep? [J Yes O No

If you awaken during the night, how often? Do you have trouble faliing back asleep? O Yes O No
Do you snore? [ Yes £J No Do you use sleeping aids? OJ Yes (0 No Describe

Average number of hours you sleep at night 3>10 08-10 (36-8 O<6

Do you feel rested upon awakening? O Yes O No  What time of day are you most awake and alert?

STRESS

Do you feel you have an excessive amount of stress in your life? O Yes O No

Do you feel you have the ability to cope with the stress in your life? 3 Yes O No

Have you ever seen a psychotherapist? OYes [ No Are you currently in counseling? O Yes 0 No
Do you practice meditation or relaxation techniques? O Yes O No

Check alf that apply: OYoga OIMeditation (JTai Chi 0QiGong Oimagery OBiofeedback [IPrayer CIBreath Work

RELATIONSHIPS
Marital Status: (ISingle CIMarried (IDivorced [Gay/Lesbian OLong-term Partner OWidow

Children’s Name (if any), Age and Gender

with whom do you live? List Name, Ages, Relationship

10



Who are the most important people in your life? List names and relationship

ENVIRONMENTAL

Do you have known adverse food reactions or sensitivities? OYes 0 No Describe

Do you have any food allergies or sensitivities? OYes £3 No Describe

Do you have an adverse reaction to caffeine? OYes O No  When you drink caffeine to you feel Olrritable or Wired OAches/Pains
Do you adversely react to: Check alf that apply

DMonosodium glutamate (MSG) OAspartame (Nutrasweet) (Caffeine OBananas OGarlic O0nion OCheese

CICitrus Fooeds CIChocolate JAlcohol CJRed Wine OSulfite-containing Foods (wine, dried fruit, salad bars)

(JPreservatives {ex. Sodium benzoate} OJOther

Which of these significantly affect you? Check afl that apply
OCigarette Smoke OPerfumes/ Colognes (JAuto Exhaust Fumes OOther

In your work or home environment, are you exposed to: OChemicals (JElectromagnetic Radiation {IMold
Do you have a known history of significant exposure to any harmful chemicals such as: OHerbicides Opesticides

Oinsecticides (frequent visits of exterminator) Organic Solvents [(OHeavy Metals OJOther

Chemical Name, Date, Length of Exposure

Do you dry clean your clothes frequently? OYes O No Do you have any or farm animals? OYes CJ No

Do you or have you lived or worked in a damp or moldy environment or had other mold exposures? OYes O No

[ Food Diary ]

Please list all food and beverages consumed in a 24-hour period. [nclude meals, snacks, beverages and condiments.

TIME FOOD/ BEVERAGE AMOUNT (CUP, OUNCES)

11




[ MSQ- MEDICAL SYMPTOM/TOXICITY QUESTIONNAIRE ]

The Toxicity and Symptom Screening Questionnaire identifies symptoms that help to identify the underlying causes of iliness, and
helps you track your progress over time. Rate each of the following symptoms based upon your health profile. If you are taking this
questionnaire for the first time, record your symptoms for the last 48 hours ONLY. [f this is a follow-up questionnaire, record your
symptoms for the past 30 days.

POINT 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
DIGESTIVE TRACT HEAD
___Nausea or Vomiting ___Headaches MOUTH/THROAT
___Diarrhea __ Faintness ___Chronic Coughing
____Constipation ___Dizziness ____Gagging, Frequent Need to Clear Throat
___Bloated Feeling __ Insomnia ___Sore Throat, Hoarseness, Loss of Voice
___Belching or Passing Gas Total ___Swollen/ Discolored Tongue, Gum, Lips
___Heartburn HEART Total
—_Intestinal/Stomach Pain ___Irregular or Skipped Heartbeat NOSE
Total __ ___Rapid or Pounding Heartbeat ___Stuffy Nose
EARS __ Chest Pain ___Sinus Problems
__ltchy Ears Total ____ __ Hay Fever

___Earaches, Ear Infections
____Drainage from Ear
___Ringing in Ears, Hearing Loss
Total

EMOTIONS

___Mood Swings

____Anxiety, Fear or Nervousness
___Anger, Irritability, or Aggressiveness
___Depression

Total

ENERGY/ ACTIVITY
___Fatigue, Sluggishness
____Apathy, Lethargy
____Hyperactivity
___Restlessness

Total

EYES

___ Watery or ltchy Eyes

___Swollen, Reddened or Sticky Eyelids
. Bags or Dark Circles under Eyes

___ Blurred or Tunnel Vision {Does not
include near- or far-sightedness

Total

JOINTS/MUSCLES

____Pain or Aches in Joints

__ Arthritis

___Stiffness or Limitation of Movement
____Pain or Aches in Muscles

___ Feeling of Weakness or Tiredness
Total _____

LUNGS

___Chest Congestion
____Asthma, Bronchitis
__ Shortness of Breath
____Difficult Breathing
Total

MIND

___Poor Memory

___Confusion, Poor Comprehension
___ Poor Concentration

____Poor Physical Coordination

___ Difficulty in Making Decisions
___Stuttering or Stammering
—_Slurred Speech

___learning Disabilities

Total

__ Sneezing Attacks
____Excessive Mucus Formation
Total

SKIN

___Acne

___Hives, Rashes or Dry Skin
____Hair Loss

____Flushing or Hot Flashes
___ Excessive Sweating
Total ____

WEIGHT

____Binge Eating/ Drinking
___ Craving Certain Foods
_._Excessive Weight
____Compulsive Eating
____Water Retention
__Underweight
Total

OTHER

____Frequent lliness
___Frequent or Urgent Urination
___ Genital Itch or Discharge
Total

GRAND TOTAL

KEY TO QUESTIONNAIRE
Add individual scores and total each group. Add each group scores and give a grand total.
Qptimal is less than 10 sMild Toxicity: 10-50 eModerate Toxicity: 50-100 eSevere Toxicity: over 100
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: [SYIVI PTOM REVIEW

Please check all current symptoms occurring in the past 6 months

[ GENERAL ]

OCold Hands & Feet
OCold Intolerance
OLow Body Temperature
Ollow Blood Pressure
ODaytime Sleepiness
OIDifficulty Falling Asleep
OEarly Waking

OFatigue

Ofever

OFlushing

(OHeat intolerance
ONight Waking
ONightmares

ONo Dream Recall

( HEAD, EVES & EARS )

OcConjunctivitis
OIDistorted Sense of Smell
(ODistorted Taste

CIEar Fullness

OEtar Pain

OEtar Ringing/ Buzzing
(JEye Crusting

O&ye Pain

OHearing Loss

CHearing Problems
OHeadache

OMigraine

OSensitivity to Loud Noises

(IVision Problems (Other than glasses)

[ MUSCULOSKELETAL |

(8ack Muscle Spasm
OCalf Cramps
OcChest Tightness
OFoot Cramps
OJoint Deformity
(Joint Pain
Cloint Redness
Ooint Stiffness
(IMuscle Pain
OMuscle Spasms
OMuscle Stiffness

Muscle Twitches:
OAround Eyes
OArms or Legs

PMuscle Weakness

ONeck Muscle Spasm

OTendonitis

OTension Headache

OTMI Problems

( moob/NERVES |

OAgoraphobia
OAnxiety
Oplack-out
ODepression
Difficulty:
OConcentrating
Owith Balance
Owith Thinking
Owith Judgment
Owith Speech
Owith Memory
ODizziness {Spinning)
(JFainting
OFearfulness
Olrritability
[OLight-Headedness
ONumbness
O0Other Phobias
OPanic Attacks
OParanoia
(JSeizures
Osuicidal Thoughts
OTingling
OTremor/ Trembling
OVvisual Haliucinations

( EATING ]

OBinge Eating

Oeulimia

OCan’t Gain Weight

OCan’t Lose Weight

OPoor Appetite

Osalt Cravings

OcCarbohydrate Craving {breads, pastas)

Osweet Cravings (Candy, Cookies, Cakes)

OChocolate Cravings

13

OcCaffeine Dependent
( DIGESTION ]

OBad Teeth
OBleeding Gums
Bioating of:
OLower Abdomen
Owhole Abdomen
OBloating after meals
OBlood in Stools
OBurping
OCanker Sores
O)Cold Sores
OConstipation
OCracking at Corner of Lips
OCramps
(ODentures w/Poor Chewing
ODiarrhea
BYAlternating Diarrhea & Constipation
ODifficulty Swallowing
ODry Mouth
JExcess Flatulence/ Gas
OFissures
OFoods “Repeat” (Reflux}
OGas
OHeartburn
OHemorrhoids
Oindigesticn
(ONausea
OUpper Abdominal Pain
Ovomiting
Intolerance to:
Olactose
OAll Dairy Products
OwWheat
OGluten (wheat, rye, barley}
OcCorn
OJEggs
OFatty Foods
OYeast
ClLiver Disease/laundice
OAbnormal Liver Function Tests
OLower Abdominal Pain
OMucus in Stools



: [ SYMPTOM REVIEW continued

Please check all current symptoms occurring in the past 6 months

(JPeriodontal Disease
OSore Tongue

OsStrong Stool Odor
(QUndigested Food in Stecol

( skinPROBLEMS |

OJAcne on Back
OAcne on Chest
OAcnhe on Face
OAcne on Shoulders
OAthlete’s Foot
OBumps on Back of Upper Arms
OcCellulite
ODryness
ODark Circles Under Eyes
OEars Get Red
OEasy Bruising
OLack of Sweating
OEczema
OHives
OlJock Kch
(Moles w/ Color/Size Change
CI0ily Skin
ORash
ORed Face
OSensitive to Bites
(ISensitivities to Poison lvy/ Oak
Oshingles
Oskin Darkening
(strong Body Odor
OHair Loss
O vitiligo
[ ITCHING SKIN )

(skin in General
CJAnus

OArms

OEar Canals
OEyes

OFeet

[Hands

OlLegs
ONipples
ONose

OPenis

ORoof of Mouth
Olscalp
OThreat

(LympHNODES )

OEnlarged/ Neck
OTender/ Neck

Oother Enlarged/ Tender
OLymph Nodes

( nNaiLs )

OBitten

OBrittle

OFungus/ Fingers
OFungus/ Toes
OPpitting

ORidges

OSoft

OWhite Spots/ Lines

LgESPIRATORY )

Bad Breath
OCough
(OHoarseness
OSore Throat
Hay Fever:

Ospring
OSummer
OFall
(OcChange of Season
ONasal Stuffiness
ONose Bleeds
(IPost Nasal Drip
OSinus Fullness
OSinus Infection
OSnoring
OWheezing
Owinter Stuffiness

[ caRDIOVASCULAR |

OAngina/Chest Pain
OBreathlessness
OHeart Murmur
Olrregular Pulse
OPalpitations
OPhlebitis

BIswollen Ankles/ Feet
OVaricose Veins

14

( uRINARY }

(OBed Wetting

OHesitancy {trouble starting)
Olnfection

3Kidney Disease

OlLeaking/ Incontinence
OPain/Burning

OProstate Infections
OUrgency

( MALE REPRODUCTION )

ODischarge from Penis
OEjaculation Problem
OGenital Pain

Olmpotence

OPrestate or Urinary Infection
(ALumps in Testicles

OPoor Libido {(sex drive)

[ FEMALE REPRODUCTION ]

(JBreast Cysts
OBreast Lumps
OBreast Tenderness
OOvarian Cyst
OPoor Libido {sex drive)
(OVaginal Discharge
(Jvaginal Odor
Olvaginal Itch
Ovaginal Pain with Sex
Premenstrual;
OBloating, Breast Tenderness
OCarbohydrate Cravings
BcChocolate Cravings
OConstipation
ODecreased Sleep
ODiarrhea
OFatigue
Oincreased Sleep
CHrritability
Menstrual:
C¥Cramps
(JHeavy Periods
C3irregular Periods
(INo Periods
OScanty Periods
OSpotting Between Periods



