Woman's Confidential Health History Form

Privacy Policy: Your HH form is private and we do not share any information with other parties, unless ordered by law.
Please FILL OUT THIS FORM ON YOUR COMPUTER AND SEND IT BACK VIA ATTACHMENT 
 IMPORTANT: Please attach also a photo of your face and a body shot. 
Please provide me with a few times and days to call for the initial consultation: _____________________________

____________________________________________________________________________________________           

	 Date: ______________________

Name:       
	     



	Address:
	



	Email address:
	
	How often do you check email?
	

	Website:

Telephone – Work:
	
	Home
	
	Cell
	


How did you hear about me: _____________________________________________________________________

	Age:
	
	Height:
	
	Date of Birth:
	
	Place of Birth:
	


	Current weight:
	
	Weight six months ago:
	
	One year ago:
	


	Would you like your weight to be different?
	
	If so, what?
	


	Relationship status:
	

	How many Children?
	



	Occupation:
	
	Hours of work per week:
	


	Please list your main health concerns:
	


	

	

	


	Other concerns?
	


	


What are your goals? _____________________________________________________________________________

_____________________________________________________________________________

	Did you have any serious illness/hospitalizations/injuries?
	

	


	How is the health of your mother?
	



	How is the health of your father?
	



How is the health of your siblings? ______________________________________________

	What is your ancestry?
	
	What blood type are you?
	


	Do you sleep well?
	
	How many hours?
	
	Do you wake up at night?_

Why? 
	At what time?
	                                                                                           At what time?


	How many times during the day do you urinate?   _______________

Color of urine: ____Transparent ____Dark yellow _____Light yellow



	Constipation/Diarrhea/Gas/Color
	
	Explain:
	

	Monthly Cycle History:
	

	Birth control history:
	What type of birth control do you use now? _______________Before? _______________




Are you in Menopause? ____ Natural? __Artificial? ___

Are you in Peri - Menopause? __ Since when? __________

Post-Menopause? ____Since When? _____________

	Are your cycles regular?
	
	How many days is your flow?
	
	How frequent?
	


	Painful or symptomatic?
	
	Please explain:
	


	When was your last cycle? _______________________

If you have children, did you have a natural childbirth? _____________________



	Vaginal infections, reproductive concerns?
	


	



At the present time, do you experience any of the following symptoms?

_ Allergies other then food? Which ones? _________________________________

_ Fatigue _Nausea _Loss of appetite _Visual problems _ Speech problems

_ Disturbed sleep _ Bleeding from nose or gums __ or elsewhere? 

_ Any pain, stiffness or swelling? If so, where? _________________________

_______
	Do you take any supplements or medications? Please name and indicate length of time
	


__Sleeping pills ____Pain pills __Diet pills __Medications for allergy

__Laxatives __Vitamins __Hormone pills __Heart pills ___Blood pressure pills __Herbs _Others

______________________________________________________________________________

What vaccinations have you had?

___Smallpox __Influenza __Tuberculosis __German Measles ___Others

Did your mother have natural childbirth or was she medically aided when she gave birth to you? _____________________________________________

Where you given breast milk, cow’s milk, and goat’s milk, formula, or other? _______________

Have you had any psychological concerns?  If yes, what type of treatment if any did you had? ______________________________________________________________________________

	What role do sports and exercise play in your life?
	

	

	Any healers, helpers, pets or therapies with which you are involved?  Please list:
	

	


	What foods did you eat often as a child?


	Breakfast
	
	Lunch
	
	Dinner
	
	Snacks
	
	Liquids

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	What’s your food like these days?


	Breakfast
	
	Lunch
	
	Dinner
	
	Snacks
	
	Liquids

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Do you eat the following foods now?

_ Whole cereal grains
__ Whole wheat bread
__ White bread
__ Sugar _ Honey

_  Artificial Sweeteners __ Sugar pastries__ Other backed goods __ Refined flour products 

_ Chocolate__ Soft drinks __ Brown Rice Syrup _ Barley Malt _ Maple _ Stevia _ other sweetener _____________ 
__ Fish __Red Fish __White Fish __Canned Fish __Dried Meet __ Beef _ Buffalo__ Poultry 

_ Turkey_ Other__ Eggs__ Dairy Food _ Cheese__ Milk _ Ice Cream__ Goat Products

__ Fresh vegetables cooked __ Fresh vegetables raw ___ Frozen__ Sea vegetables



             

__ Beans __fresh __canned



             

__ Soy Milk _ Rice Milk _ Almond Milk _ Hemp Milk__ Cow Milk?

__ Nuts
__ Seeds __ Spices__ Frozen foods

__ Fermented Foods? Which one? ___________________

___Fruits __ raw__cooked__canned__tropical ___seasonal__local
__Do you eat organically grown food?  What percentage ____

__ Do you cook with gas? __ Electricity? __ Do you use the microwave?

List any foods or items you are allergic to now: ___________________________________________

	What percentage of your food is home cooked?
	
	What percentage is not?
	


	Where do you get the rest of your food?
	


	Do you crave sugar, coffee, cigarettes, or have (had) any major addictions?
	


	

	

	

	

	Anything else you would like to share? _______________________________________________________________________________________

	


Please Provide Medical information if available:

Medical Doctor’s name _____________________Phone number______________

Address____________________________________________________________

Hospital name______________________ Phone number ___________________

Address____________________________________________________________

Alternative or Natural Health Care Provider’s Name __________________________

Phone Number_________________ Address ______________________________

In chronological order, please list a brief medical history. Include all: diagnosis, surgery (including tonsils, appendix, abortions, etc....) as well as miscarriages, accidents, broken bones, etc.

Date
                                     Description__________________________________ 
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