
   HEALTH QUESTIONNAIRE      full name________________________________
Are you in good health?.............................................yes no

Date of last physical exam__________________________________________

Name of your physician?_____________________city?_______phone?______

Are you now under the care of a physician?  Alternative Healthcare           

 Provider?.........................................................yes  no

Why?________________________________________________________________

Have you ever had any illness or operation?........................yes  no
What illness or operation?__________________________________________

Have you ever been hospitalized?...................................yes  no

Why?________________________________________________________________

Are you taking prescription medicine,vitamins,supplements,herbs?...yes  no

Please list:_________________________________________________

____________________________________________________________________

____________________________________________________________________

Do you use tobacco? alcohol?.......................................yes  no

In what form & amount?_____________________________________________

Are you taking any recreational drugs (marijuana, cocaine, etc.)?..yes  no

If so what?________________________dosage?__________________________

Are you sensitive or allergic to any drugs? to latex?..............yes  no

penicillin?  tetracycline?  sulfa?  aspirin?  codeine?  other?______

Please check the conditions/treatments you now have or have had in the past:

Fen Phen        sinus trouble      dementia                pain in jaw joints

stroke          blood disease      joint replacement       respiratory disease

emphysema       drug addiction     fainting spells         Parkinson’s disease

heart murmur    kidney disease     tumors or growths       tuberculosis (T.B.)

bruise easily   phobias            allergies or hives      epilepsy or seizures

head injuries   angina pectoris    cortisone medicine      artificial prosthesis

HIV+, STD       cold sores         excessive bleeding      psychiatric treatment

liver disease   rheumatic fever    nose bleeds             difficulty in swallowing 

scarlet fever   thyroid disease    ulcers                  high blood pressure

chicken pox     cerebral palsy     Multiple sclerosis      mitral valve prolapse

anemia          tonsillitis        hay fever               heart ailments or attack

herpes          arthritis          glaucoma                radiation &/or chemotherapy                                    asthma          diabetes           hepatitis or jaundice   hiatal hernia/reflux

cancer          Crohn’s disease    alcoholism              other_________________________
Have you had heart surgery, or do you wear a pacemaker?............yes  no

Do you have a disease, condition or problem not listed that you think

 we should know about?.............................................yes  no

 What is it?________________________________________________________

(women) Are you pregnant?  If so, how many months?_________________yes  no

(women) Do you take birth control pills?...........................yes  no

To the best of my knowledge, all of the preceding answers are true & correct.  If I ever have any change in my health, or if my medications change, I will, without fail, inform the doctor at my next appointment.

date______________signature__________________________________________staff review________

date______________signature__________________________________________staff review________

date______________signature__________________________________________staff review________


