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 theSupplement.org
	Name: (Last, First, M.I.)
	 
	Date:             /         /            

	Gender   (  M    (  F
	Birth Date:          /         /
	# of Children 
and Ages:

	Marital status:   ( Single  ( Partnered  ( Married  ( Separated  ( Divorced  ( Widowed
	

	Family Physician:
	Date of last physical exam:               /          /

	Height:
	Weight:
	Goal Weight:

	PERSONAL HEALTH HISTORY

	Primary Reasons for Appointment: 

	

	

	

	REVIEW OF SYSTEMS
Important Note: Please Circle and Write ‘C’ for Current  Issues or ‘P’ for Past  Issues

	General Symptoms
	Eyes, Ears, Nose, Throat
	Gastrointestinal
	Genito-urinary
	Respiratory

	Headache/Migraine
	Failing Vision
	Lack of Appetite
	Frequent Urination
	Chronic Cough

	Fever
	Nearsighted
	Constant Hunger
	Painful Urination
	Spitting up phlegm

	Chills
	Eye Pain
	Difficult Digestion
	Blood/Pus in Urine
	Chest Pain

	Sweats
	Deafness
	Belching or Gas
	Kidney Trouble
	Difficulty Breathing

	Fainting
	Earache
	Bloating
	Incontinence
	Nervous System

	Dizziness
	Ear Noises
	Nausea/ Vomiting
	No Urination
	Memory Loss

	Convulsions
	Nose Bleeds
	Vomiting Blood
	Skin
	Ataxia

	Insomnia
	Sore Throat
	Pain Over Lower Abdomen
	Skin Eruptions
	Anxiety

	Fatigue
	Swollen Lymph Glands
	Pain Over Stomach
	Itching/Hives/ Allergies
	Neuralgia

	Nervousness
	Cardiovascular
	Constipation
	Bruise Easily
	Weakness

	Depression
	Rapid Heartbeat
	Diarrhea
	Dryness
	Women Only

	Weight Loss/Gain
	Slow Heartbeat
	Hemorrhoids
	Acne
	Irregular Cycle

	Allergies
	High Blood Pressure
	Rectal Bleeding
	Varicose Veins
	Tremors

	Numbness
	Low Blood Pressure
	Bloody Stool
	Musculoskeletal
	Hot Flashes

	Contact Lenses
	Pain Over Area of Heart
	Parasites
	Swollen Joints
	Excessive Flow

	Pacemaker
	Heart Attack
	Liver Problems
	Stiff Joints
	Painful Periods

	Retin-A/ Accutane
	Swollen Ankles
	Gall Stones
	Acute/Chronic Pain
	Pregnant?

	Metal Plates/Pins
	Poor Circulation
	Hepatitis
	Back Pain
	Men Only

	Claustrophobia
	Congestive Heart Failure
	Jaundice
	Spine Problems
	Prostate Trouble

	List any health issues that other doctors have diagnosed, and date of onset and / or diagnosis:  (below)

	

	

	

	List your prescribed drugs, over-the-counter drugs, including vitamins or inhalers, and recreational drugs.  Use page 6, if needed.

	Name of Pharmaceutical,     

Name and Brand of Supplement
	  Dosage / Strength                  Frequency    
	  Date Started               Reason for taking

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Do you currently have or have you ever been diagnosed with an infectious condition?  (Hepatitis, HIV, etc.)  Briefly Explain.

	

	

	

	Please list allergies: Foods, Environmental, Medications, Supplements, Herbs, etc. 

	  Name 
	  Reaction You Had

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	PERSONAL HEALTH HISTORY

	Exercise
	( Sedentary (No exercise)              ( Occasional vigorous exercise (i.e., work or recreation, less than 4x/week for 30 min.)

	
	( Mild exercise (i.e., climb stairs, walk 3 blocks, golf)        ( Regular vigorous exercise (i.e., work or recreation 4x/week for 30 minutes)

	Diet
	Are you dieting?   (   Yes   (  No      If yes, Name of Diet?                                                 Prescribed?   (   Yes   (  No      

	
	# of meals you eat in an average day?         
	Rank salt intake   ( Hi   ( Med   ( Low     
	Rank fat intake   ( Hi   ( Med    ( Low

	Caffeine
	( None
	( Coffee
	( Tea
	( Cola
	( Chocolate

	
	# of cups / cans / amt. per day?

	Alcohol
	Do you drink alcohol?   (   Yes   (  No      If yes, what kind?                                          How many drinks per week?              

	
	Are you concerned about the amount you drink?   (   Yes   (  No      Have you considered stopping?   (   Yes   (  No      

	
	Have you ever experienced blackouts?    (   Yes   (  No              Are you prone to “binge” drinking?   (   Yes   (  No      

	
	Have you ever been in an alcohol or drug treatment program?
	(
	Yes
	(
	No

	Tobacco
	Do you use tobacco?   (   Yes   (  No     
	Type:  Cigarette  Cigar  Pipe  Chew   
	Amt?                         per day/ per week

	
	(  # of years
	(  Or year quit

	Drugs
	Use of recreational or street drugs: (  Only in past  (  Currently  (  Never      
	Frequency?                     For how long?

	
	Name(s) of Drug(s)

	Other Health Care Providers:

	Name
	Reason for Seeing

	
	

	
	

	
	

	
	

	general health

	How would you rate your energy level on a scale of 1 to 10?  10 = vibrant and highly energetic, 1 = can hardly get out of bed       1 2 3 4 5 6 7 8 9 10


	Is your energy relatively even over the day, or does it vary significantly?  Explain.



	Do you have problems concentrating or finishing tasks?      Explain                                                                            ( Yes   (  No


	Do you have cravings for certain foods?                                                                                                                       ( Yes   (  No

         If so, please list foods and when during the day you crave them.



	Do you wake up refreshed?                                                                                                                                           ( Yes   (  No

         How many hours of sleep do you average per night:

         How many hours of naps do you average per day:



	What do you do for relaxation / recreation?

         How many hours per week do you allow for relaxation / recreation?          For work?            For family?          For volunteer activities?



	Do you consider your general health to be :                                                  ( Excellent   (  Good     ( Fair   (  Poor     
Explain.



	What is your general outlook on life :                                                             ( Excellent   (  Good     ( Fair   (  Poor        
Explain.



	Please summarize diets you have tried in the past:


	What is your blood type?      A       B       AB      O               Are you Rh positive or negative?    Positive   Negative


	gI Health

	Do you have regular bowel movements? 
	(  Yes   (  No
	  # of times _____ per day

	What color/consistency is your bowel movement?  
	Color
	___ Brown        ___ Tan         ___Green        ___ Red        ___  Black 

	
	Quality
	___ Regular  ___ Soft/rope  ___ Soft, no form  ___Medium/rope + pebbles ___ Hard  ___ Boulders

	Excessive gas/bloating?
	(
	Yes
	(
	No

	Constipation?
	(
	Yes
	(
	No

	Diarrhea?
	(
	Yes
	(
	No

	Heartburn / indigestion?
	(
	Yes
	(
	No

	Stomach pains?
	(
	Yes
	(
	No


	MENTAL HEALTH

	Is stress a major problem for you?
	(
	Yes
	(
	No

	Do you feel depressed?
	(
	Yes
	(
	No

	Do you panic when stressed?
	(
	Yes
	(
	No

	Do you have problems with eating or your appetite?
	(
	Yes
	(
	No

	Do you cry frequently?
	(
	Yes
	(
	No

	Have you ever attempted suicide?
	(
	Yes
	(
	No

	Have you ever seriously thought about hurting yourself?
	(
	Yes
	(
	No

	Do you have trouble sleeping?
	(
	Yes
	(
	No

	Have you ever been to a counselor?
	(
	Yes
	(
	No

	WOMEN ONLY

	Age at onset of menstruation:

	Date of last menstruation:

	Period every _____ days

	Heavy periods, irregularity, spotting, pain, or discharge?
	(
	Yes
	(
	No

	Number of pregnancies _____  Number of live births _____

	Are you pregnant or breastfeeding?
	(
	Yes
	(
	No

	Have you had a D&C, hysterectomy, or Cesarean?
	(
	Yes
	(
	No

	Any urinary tract, bladder, or kidney infections within the last year?
	(
	Yes
	(
	No

	Any blood in your urine?
	(
	Yes
	(
	No

	Any problems with control of urination?
	(
	Yes
	(
	No

	Any hot flashes or sweating at night?
	(
	Yes
	(
	No

	Do you have menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period?
	(
	Yes
	(
	No

	Experienced any recent breast tenderness, lumps, or nipple discharge?
	(
	Yes
	(
	No

	Date of last pap and bimanual exam?

	MEN ONLY

	Do you usually get up to urinate during the night?
	(
	Yes
	(
	No

	If yes, # of times _____

	Do you feel pain or burning with urination?
	(
	Yes
	(
	No

	Any blood in your urine?
	(
	Yes
	(
	No

	Do you feel burning discharge from penis?
	(
	Yes
	(
	No

	Has the force of your urination decreased?
	(
	Yes
	(
	No

	Have you had any kidney, bladder, or prostate infections within the last 12 months?
	(
	Yes
	(
	No

	Do you have any problems emptying your bladder completely?
	(
	Yes
	(
	No

	Any difficulty with erection or ejaculation?
	(
	Yes
	(
	No

	Any testicle pain or swelling?
	(
	Yes
	(
	No

	Date of last prostate and rectal exam?
	
	
	
	

	Sexual Health

	Sex
	Are you sexually active?      (  Yes     (  No          Gender of Partner(s):    (  Male     (  Female                                                                                                                         
	
	
	
	

	
	If yes, are you trying for a pregnancy?  (  Yes   (   No  
	If no, please list barrier method used:

	
	Any discomfort with intercourse?
	(
	Yes
	(
	No

	
	Do you have enough intimacy, touch, and love in your life?
	(
	Yes
	(
	No

	FAMILY HEALTH HISTORY

	
	Age
	Significant Health Problems
	
	Age
	Significant Health Problems

	Father
	
	
	Children
	(  M
(  F
	
	

	Mother
	
	
	
	(  M
(  F
	
	

	Sibling
	( M
(  F
	
	
	
	(  M
(  F
	
	

	
	( M
(  F
	
	
	
	(  M
(  F
	
	

	
	( M
(  F
	
	
	Grandmother

Maternal
	
	

	
	( M
(  F
	
	
	Grandfather

Maternal
	
	

	
	( M
(  F
	
	
	Grandmother

Paternal
	
	

	
	(  M
(  F
	
	
	Grandfather

Paternal
	
	


	tOXIC eXPOSURES

	Please list current and former occupations.



	Have you had any known exposure to volatile chemicals, heavy metals, dental fillings, pesticides?  Dates?  Please explain.



	List any allergies.  Date of onset.  Are they seasonal or persistent?  Please explain.

Is there mold in your home?

	Have you lived near factories, electrical power substations or trunk lines, incinerators, golf courses, farms or known hazardous chemical dumps?


	Have you worked in agriculture?  Chemical based or organic?


	What is the source of your drinking water?
How much water do you drink in one day?


	Childhood illness:
	( Measles   ( Mumps   ( Rubella   ( Chickenpox   ( Rheumatic Fever   ( Polio   ( Other ______________________

	Immunizations and dates:
	( Tetanus
	
	( Pneumonia
	

	
	( Hepatitis
	
	( Chickenpox
	

	
	( Influenza
	
	( MMR Measles, Mumps, Rubella
	

	Surgeries / Hospitalizations

	Year
	Reason
	Outcome?

	
	
	

	
	
	

	
	
	


Which of the following foods do you regularly eat and how often?

FOODS

SERVINGS


PORTIONS



Per day

Per Week
Ounces

Small
Medium
  Large

Beef

______

_______

______

_____ 
 _____
  _____


Pork

______

_______

______

_____
 _____
  _____

Chicken

______

_______

______

_____
 _____
  _____

Turkey

______

_______

______

_____
 _____
  _____

Fish

______

_______

______

_____
 _____
  _____

Eggs

______

_______

______

_____
 _____
  _____

Nuts

______

_______

______

_____
 _____
  _____

Whole Grains
______

_______

______

_____
 _____
  _____

Beans/Peas
______

_______

______

_____
 _____
  _____

Tofu/Soy
______

_______

______

_____
 _____
  _____

Milk

______

_______

______

_____
 _____
  _____

Yogurt

______

_______

______

_____
 _____
  _____

Green Leafy
______

_______

______

_____
 _____
  _____

Vegetables
______

_______

______

_____
 _____
  _____

Other Veg
______

_______

______

_____
 _____
  _____

Potatoes

______

_______

______

_____
 _____
  _____

Bread

______

_______

______

_____
 _____
  _____

Pasta

______

_______

______

_____
 _____
  _____

Cereals

______

_______

______

_____
 _____
  _____

Crackers

______

_______

______

_____
 _____
  _____

Cookies

______

_______

______

_____
 _____
  _____

Desserts

______

_______

______

_____
 _____
  _____

Ice Cream
______

_______

______

_____
 _____
  _____

Sugar

______

_______

______

_____
 _____
  _____

Nutrasweet
______

_______

______

_____
 _____
  _____

Splenda

______

_______

______

_____
 _____
  _____

Other:

______

_______

______

_____
 _____
  _____

Citrus fruits
______

_______

______

_____
 _____
  _____

Butter

______

_______

______

_____
 _____
  _____

Cheese

______

_______

______

_____
 _____
  _____

Cream

______

_______

______

_____
 _____
  _____

Olive oil

______

_______

______

_____
 _____
  _____

Vegetable Oil
______

_______

______

_____
 _____
  _____
Margarine
______

_______

______

_____
 _____
  _____

Please tell us anything else that you feel we should know in order to give you the very highest level of care. Use extra pages if necessary:
I have provided accurate information on this form to the best of my knowledge and acknowledge that the practitioners at thSupplement.org are not responsible for untrue statements that I have made.
Signed ______________________________________________     Date ________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​
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