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HEALTH HISTORY QUESTIONNAIRE
Present Health Concerns:

(please indicate if acute or chronic)
1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

Allergies: Please list any drugs, food or other allergens:

________________________________________________________________________

________________________________________________________________________

Childhood Illnesses:

________________________________________________________________________________________________________________________________________________

Hospitalization/Surgeries: (please indicate the reason and approximate date)
____________________________________________________________________________________________________________________________________________________________________________

History of serious illnesses/Accidental injuries (please indicate approximate date)

______________________________________________________________________________________

______________________________________________________________________________________
History of medical conditions in your immediate biological family

(i.e. Arthritis, Cancer, Diabetes, Heart Disease, High Blood Pressure, Other)
______________________________________________________________________________________

______________________________________________________________________________________

List all the prescription drugs, over-the counter medications, vitamins and other natural health products you are currently taking. Please include dosage if known.
1. _________________________________
4. __________________________________

2. _________________________________
5. __________________________________

3. _________________________________
6. __________________________________

Have you ever used Homeopathic remedies? ___________________________________

Which ones? _____________________________________________________________

Please turn page over____________________________________________________→
Reproductive History:
Female:

Age menses began: __________ Number of days period lasts: _____________________

Are your cycles regular? _______How many days? ___, Date of last period? __________

Do you have pain or other difficulties with our period? ___________________________

If yes, please describe: _____________________________________________________

________________________________________________________________________

If you use birth control, please indicate the type: ________________________________

Number of pregnancies: ________Number of live births: _______________________

Number of miscarriages: _______Number of abortions: _______________________

Difficulties conceiving? ____________________________________________________

Date of last pap: ______________ Any abnormal results? ________________________
Have you had a mammogram? ____Results? ___________________________________

Do you perform breast self-exam: ____Any tenderness lumps or discharge? __________

Have you experienced menopause and/or symptoms? ____________________________ ________________________________________________________________________

Male:

History of prostate enlargement? _____________________________________________

Difficulties stopping or starting stream of urine? ________________________________

History of testicular masses or pain? __________________________________________

Do you perform regular testicular examination on yourself? _______________________

Thank you for taking the time to fill out this form. All information contained within is confidential, and will not be released without your permission.
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