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Date: 	_________	Name: ______________________________	Age:___________
Briefly describe your symptoms and why you are seeking help from me today? _____________________________________________________________________
_____________________________________________________________________
LIST OF CURRENT MEDICATIONS: _________________________________________
_____________________________________________________________________
_____________________________________________________________________
MEDICATION ALLERGIES:________________________________________________
DO YOU SMOKE: YES□ NO□  CIGARETTES: YES□ NO□ MARIJUANA: YES□ NO□
DO YOU DRINK ALCOHOL: YES □ NO □ HOW MANY SERVINGS PER WEEK?  _________
OPERATIONS/HOSPITALIZATIONS (PLEASE INCLUDE DATE):
1. _____________________________________________________________
2. _____________________________________________________________
3. _____________________________________________________________
DO YOU HAVE PETS IN THE HOME? YES□ NO□
KIND OF PET:					HOW MANY:
_________________________			_____________________________
_________________________			_____________________________
HAVE YOU EVER BEEN ALLERGY TESTED: YES □ NO □ 	RESULTS:__________
___________________________________________________________________
REVIEW OF SYSTEMS: Are you currently experiencing any significant problems with: 
Constitutional: Weight loss❑ Fever❑ Chills❑ Poor appetite❑ Fatigue❑ Weight gain❑ Insomnia❑ Night sweats❑ 
Eyes:     Blurry vision❑ Eye pain❑ Eye discharge❑ Eye redness❑ Decrease in vision❑ Dry Eyes❑ Double vision❑ 
ENT:         Sore throat❑ Hoarseness❑ Ear pain❑ Hearing loss❑ Nose bleeds❑ Tinnitus❑ Sinus issues❑ Polyps ❑ 
Cardiovascular:   Chest pain❑ Cough❑Palpitations❑ Heart murmur❑ Swelling in legs or feet❑ Varicose Veins ❑
Respiratory:   Short of breath❑ Chronic cough❑ Cough up blood❑ Tuberculosis❑ sputum production❑ Clearing❑
Gastrointestinal: Nausea❑ Diarrhea❑ Constipation❑ Blood in stool❑ Frequent heartburn❑ Trouble swallowing❑ 
Genitourinary:   Urinary frequency❑ Blood in urine❑ Incontinence❑ Painful urination❑ Urinary retention ❑ UTIs❑ 
Skin:    Hair loss❑ Skin sores/ulcers❑ Itching❑ Skin thickening❑ Nail changes❑ Mole changes❑ Hives ❑ Rash ❑
Musculoskeletal:         Joint pain/swelling❑ Frequent leg cramps❑ Muscle weakness❑ Bone pain❑  Back pain❑
Psychiatric:      Anxiety❑ Depression❑ Alcohol/drug dependence❑ Suicidal thoughts❑ Use of anti-depressants❑ 
Endocrine:     Goiter❑ Heat intolerance❑ Cold intolerance❑ Increased thirst❑ Change in skin pigment❑ Weak ❑
Neurological:   Seizures❑ Migraines❑ Numbness❑ Dizziness/Vertigo❑ Loss of balance❑ Stroke❑ Weakness ❑
Hem/Lymphatic:        Easy bruising❑ Swollen lymph nodes❑ Transfusions❑ Prolonged bleeding❑ Blood clots❑ Immunological:         Allergic reactions❑ Frequent infections❑ Hepatitis❑ HIV positive❑ Positive PPD❑ CVID ❑
Any history of the following in you or your family? (please designate you/mom/dad/sibling/grandparent)
Hay fever 		Y__ N__  describe:____		Anemia 		Y__ N__ describe:____
Asthma 		Y__ N__  describe:____		Hypertension		Y__ N__ describe:____
Hives	 		Y__ N__  describe:____		Heart disease 		Y__ N__ describe:____
Atopic dermatitis	Y__ N__  describe:____		Arthritis 		Y__ N__ describe:____
Chronic sinus problems Y__ N__  describe:____		Diabetes 		Y__ N__ describe:____
Nasal polyps 		Y__ N__  describe:____		Seizure Disorder 	Y__ N__ describe:____
Bee allergy 		Y__ N__  describe:____		Cancer 			Y__ N__ describe:____
Cystic fibrosis 		Y__ N__  describe:____ 	Chronic bronchitis	Y__ N__ describe:____
Sexual Issues		Y__ N__  describe:____ 	Anxiety			Y__ N__ describe:____
Depression		Y__ N__  describe:____		Sleep Issues		Y__ N__ describe:____
Food/GI Issues		Y__ N__  describe:____		Pain Issues		Y__ N__ describe:____
Skin Issues		Y__ N__  describe:____		Thyroid Issues		Y__ N__ describe:____
____________________________________________________________________________________

IS THERE ANYTHING YOU FEEL I SHOULD KNOW ABOUT YOU, THAT I FAILED TO ASK ABOUT?  
____________________________________________________________________________
____________________________________________________________________________


THE ABOVE INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE

_______________________________________ 			______________________
Patient Signature:							Date:
(if minor signature of the parent)

THIS FORM SHOULD BE UPDATED ANNUALLY:
Any changes? Y___ N___ 	Explain:______________________ 	Date:____Sign:___________
Any changes? Y___ N___ 	Explain:______________________ 	Date:____Sign:___________
Any changes? Y___ N___ 	Explain:______________________ 	Date:____Sign:___________
Any changes? Y___ N___ 	Explain:______________________ 	Date:____Sign:___________
Any changes? Y___ N___ 	Explain:______________________ 	Date:____Sign:___________
Any changes? Y___ N___ 	Explain:______________________ 	Date:____Sign:___________
Any changes? Y___ N___ 	Explain:______________________ 	Date:____Sign:___________
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