Nature's Restorative Health

Thank you for taking the time to fill this out carefully. Though some questions might seem irrelevant to your
condition, every piece of information helps to form a complete picture of your overall health. Holistic medicine
treats the whole person,not just disease. All information will be confidential. If you have any questions, please ask.

Patient Information

First Last Today’s Date
Address City State Zip
Phone Birth Date

Email Address:

Emergency Contact: Phone Number

Main problem(s):

What diagnosis, if any, have you received for this problem?

When did this problem begin? To what extent does this problem interfere with your
daily activities (work, sleep, sex, etc.)?

What kind of treatment(s) have you tried?

What makes it worse? What makes it better?

Please rate your current pain or discomfort on a scale of 1 — 10:
Veryslight 1 2 3 4 5 6 7 8 9 10  Unbearable

Is there anyone in your family with the same/similar problems?

Medical History: (Please include the mo/yr when the event occurred or when the diagnosis was established)

Diagnosis Self |Family |Diagnosis Self |Family |Diagnosis Self | Family
Cancer (what type ) Diabetes High blood pressure
HIV/AIDS Seizures Heart Disease
Hepatitis (what type) Thyroid disease High cholesterol
Anemia Tuberculosis Breathing problems
Arthritis Digestive disorders Alcohol/drug
addiction
Emotional disorders Depression or anxiety Other
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Surgeries: Hospitalization:

Significant trauma: (auto accidents, sports injuries, etc)

Medicines taken within the last two months (including vitamins, OTC drugs, herbs, etc., and dosages):

Allergies: (drugs, chemicals, foods, environmental):

Personal  Gender Age Height Weight

Weight one year ago Maximum weight

Occupation: Occupational stress (chemical. physical, psychological,
etc.) Do you work indoors or outdoors?

Daily Routines

Do you smoke? WdYes WNo What? How many per day? Since when?

Please describe any use of drugs for non-medical purposes
How many hours do you sleep in general? When do you usually go to bed?

Do you exercise regularly? U Yes U No What kind of exercise?

Diet
How much coffee do you drink? cups/day; soft drinks /day; tea /day; water /day
What kind of alcoholic beverages do you usually drink, if any? Avg number of drinks/wk?

Are you a vegetarian? O Yes 0O No QO Yes, but not strict Do you eat a lot of spicy food? O Yes Q No

What kind of food cravings do you have?

Please describe your average daily diet (Please be as specific as possible):

Morning

Afternoon

Evening

Snacks

Remarks and additional information regarding diet
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Indicate painful or distressed areas:

i

Signs & Symptoms: Please check any of the following that applies to you now or in the past 6 months.

General WPoor appetite WPoor sleeping Fatigue UFever UChills
UNight Sweats ~ USweat easily UTremors QCravings UChange in appetite
UWPoor balance UBleed easily UBruise easily WLocalized weakness UWeight loss/gain

WPeculiar tastes  WDesire hot food WDesire cold food  QStrong thirst (cold or hot drinks)

WSudden energy drop (What time of day) Favorite time of year Worst time of year
Skin & Hair QRashes QUlcerations WHives Qltching UEczema
WPimples WDandruff UDry skin URecent moles  WLoss of hair WPurpura
WChange in hair or skin texture QOther?

Musculoskeletal WJoint disorders WMuscle weakness WMuscle pain/soreness W Tremors
UDifficult walking dCold hands/feet WSwelling of hands/feet UBack pain WScoliosis
WHernia UNumbness UTingling WParalysis WNeck tightness/pain

UShoulder pain ~ UHand/wrist pain QHip pain UKnee pain WJoint sprain UOther
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Head, Eyes, Ears, Nose, Throat WDizziness WMigraines WConcussion

UEye strain UEye pain UColor blindness WNight blindness WPoor vision UCataracts
UBlurry vision WEaraches URinging in ears W Poor hearing ~ QSpots/floater in vision

USinus problems WNose bleeding [ Sore throat UGrinding teeth  UTeeth problems WFacial pain

WJaw clicks/TMJ WSores on lips/tongue UDifficulty swallowing WOther
Cardiovascular QOHigh Blood Pressure ~ QLow Blood Pressure WChest pain WPalpitations

UFainting UPhlebitis Qlrregular heartbeat QRapid heartbeat Varicose veins WOther
Respiratory QcCough WCoughing blood UWheezing WUDifficulty in breathing

UBronchitis UPneumonia UChest pain UProduction of phlegm UOther
Gastrointestinal UNausea WVomiting WDiarrhea UConstipation UGas
UBelching UBIlack stools WBIlood in stools  WIndigestion UWBad breath URectal pain
WHemorrhoids U Abdominal pain/cramps UParasites UWChronic laxative use

UGallbladder problems

Neuro-psychological ULoss of balance Lack of coordination WConcussion
WDepression UAnxiety UStress UBad temper UBi-polar

Genito-Urinary UPain on urination ~ UFrequent Urination WBlood in urine OUrgency to urinate
UKidney stones ~ WUnable to hold urine ~ WDribbling ~ WPause of flow WFrequent urinary tract infection

WPain in genitals QItching in genitals WOther

Female WFrequent vaginal infections WPelvic infection WEndometriosis  Vaginal discharge
UFibroids WOvarian cysts ~ Wlrregular periods ~ WClots WPain/cramps prior/during periods
UBreast tenderness dBreast lumps UFertility problems Hot flashes ~ Moodiness related to periods

# pregnancies # births # miscarriages # abortions

# premature births # cesareans # difficult delivery

Menstrual flow: QOHeavy QOLight OClots OPainful ~— Qspotting between periods Color of menses

Length of period Date of last period Days in cycle

First date of last period Age of first period Duration of periods days, cycle days

Do you practice birth control ? Q Yes O No. If yes, what type and for how long?
If you’re on birth control pills, what are you taking and for how long?

PMS symptoms
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Female (continued)
Is there any possibility that you are pregnant? O Yes QO No

Menopause: Age Hysterectomy/age and reason
HRT

Male UProstate problems ~ WDischarge ~ WImpotence UFrequent seminal emission

UFertility problems WEjaculation problems WPainful/swollen testicles ~ WOther

Other health concerns:

I have completed this form correctly to the best of my knowledge.

Signature: OAdult Patient QParent or Guardian QSpouse

Print Name: Date:
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