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HEALTH & WELLNESS HISTORY/INTAKE

TODAY'S DATE: / /

NAME

ADDRESS

PHONE

CHIEF COMPLAINTS/WHY ARE YOU HERE?

WELLNESS GOAL

HEIGHT CURRENT WEIGHT AGE
BLOOD PRESSURE BAD CHOL. GOOD CHOL.
ARE YOU UNDER THE CARE OF AN MD, DC OR ND? YES [ NO [

[F YES, WHOM?

HAVE YOU HAD A RECENT PHYSICAL EXAM? YES [ NO [] WHEN

ANYTHING YOU NEED TO REPORT OR WOULD LIKE US TO KNOW?
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FAMILY HISTORY: DISEASES? WHAT DO RELATIVES DIE FROM?

FATHER'S SIDE

MOTHER'S SIDE

ANY SURGERIES TO REPORT

KNOWN ALLERGIES

LAST ILLNESS: COLD, FLU, ETC.

ENERGY LEVEL:
LowesT 100 200 300 400 500 o0 70 800 900 100 HIGHEST

SAD [J GRIEF [ MOODINESS [ ANXIOUS [ DREADING [] FRUSTRATED []
ANGRY [ PANIC [ CRYING [ FEEL FLAT
OTHER:

MEMORY: CONCENTRATION [ WORD LOSS [ SHORT TERM LOSS [

APPETITE: GOOD [0 OK [ CRAVINGS: SUGAR [ SALT [

CURRENTLY TAKING VITAMINS/MINERALS/FORMULAS

PRESCRIBED MEDICATIONS/PHARMACEUTICALS
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PRIMARY PROBLEMS (PLEASE CHECK BOXES THAT APPLY TO YOU)

HEADACHES: TEMPLES [0 CLUSTERI CROWN [ TM]J [ NAUSEA [
BEHIND EYES [

EARS: RINGING I PLUGGED [0 POPPING [0 ITCHING O wWAXY D LOSS [

EYES: BURNING [J TEARING [ RED [J MUCOSA [ FILMY [ FLOATERS []
SPOTS LI SENSITIVE TO LIGHT [

SINUS: DRY [ DRAINING [ PLUGGED [ SMELL LOSS [J TASTE LOSS [
SNEEZING A LOT [

SORE THROAT: HOARSENESS [ COUGH J CANKERS LJ BLISTERS U
HALITOSIS J DRY MOUTH [

CHEST PAIN: PALPITATIONS [0 MURMUR [J ARM PAIN [

HEARTBURN: CRAMPS [0 NAUSEA L1 QUEASY [0 BLOATING [ BURPING L[]

BOWELS: REGULAR[] SLUGGISH [ DIARRHEA [J CONSTIPATION L[]
USE OF LAXATIVES L ENEMAS [ OTHER [

HEMORRHOIDS: YES [ NO LI OCCASIONALLY [

DOES YOUR SKIN BRUISE EASILY?: YES O No O

PROSTATE: CURRENTLY-BURN [ ACHE [0 PAIN [ RESTRICTION DRIBBLE []
SWOLLEN [

VAGINA: CURRENTLY-BURN [0 DRY [J PAIN WITH INTERCOURSE []
BLOOD [J DISCHARGE [
MENSES: REGULAR [ IRREGULAR [ LATE [ EARLY [ ON THE PILL [
OTHER CONTRACEPTIVE [
FLOW: HEAVY [ MODERATE [J LIGHT [ LONG [ BRIEF [
CRAMPS: MILD [ MED [ SEVERE [ BACK LI

PUFFY FACE [0 HANDS [0 FEET [

BREAST TENDERNESS [J ACNE [ SPOTTING [ CLOTS [
PMS: MODERATE LJ SEVERE L WHAT KIND:
DO YOU OVULATE? YESO NO L FIBROIDS O OTHER:

MENOPAUSE: DO YOU HAVE A UTERUS? YES L0 NO [ HRT YES O NO U
HOT FLASHES: YESUI No [

DRY VAGINA: ANXIETY [ OTHER:

URINATION: TIMES UP A NIGHT __ BURN [ PAIN [ ODORL[] LEAKING [
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