PATIENT HISTORY

CONFIDENTIAL

EMail AdAress: c.oooveeeiiiiiieieeieeeeie ettt s Birthdates: . .cvuemammmsemessssamssssasssss Sex M D/ F
This is my first visit to a Natural Therapist Yes L/ No D No. of Children: .......cccocveeveviicriicciiiiien
I have beenirecommended to this  CHDIC DY surssisssonmisssmmmimissmsmmmsisimmmioilivsensssserssmmsesstovissonmsns snasasnnssssenss asantosts ssas sonvas s HEFS335 503 RSB

MAIN HEALTH CONCERN:
Exact description of SYMIPIOMIS: ..... ..o cmsessessssessrsisisussisssosssssosmpsinssnissuessasssssiass

Previous Medical Care For Chief Complaint
Name and location of Doctor or Natural Therapist

o o) il B 21 0L 1 T T
Durationiof TYeatment: c.u. s asmmsswssnssmonssson dosvesd st sossisroasastsssms i oedey
Results of Treatment: Good D Fair [_] Poor D

PAST HISTORY
List all sutgery you have had and What'age inl ;... .o e cvesemeeresee tiiiis senssoubensanssonssunssunons ionasasssssssasasssasss suessasans srassassssssnssbassiobnssss anbsse s6iss

Are you aware of any serious illness / condition existing at the present time? Yes D No D

It yes; PleasEiAESCIIDE: . uiseissismuissssamninssessss ssosasshssassinianssersmssa i Eos 505 SUE VA5 3 $Aeo s susewe P T SA 554 A5 4H 3 s AR S OVH S PR TS K8 SRS H AT SRS

HABITS, DRUGS AND SUPPLEMENTS

Sleep: How many hours nightly?..........cccccecurueenee. LRGHTE AL s ieneenssnsasissspemsens

Do you exercise? Daily [d Twice or more [_] Weekly [ Never D

I applicable: What 501t of eXercise:do YOU MO ijicuisiuitiniiuommbioiiiviiio oo boomssisiashseins sariossen siasassnbassisassnasssseansosassrebnshornssasssinsssssiosis
Doiy ol participateimsany SPOTS Lo mmr s e e D e s e e A R ot I e ST T ont 4w e st S SRS B T IS
Do you smoke? Yes [_] No [_] How many per day?.................... How:longrhave-youSmoked? v sassmssmamsmssasmssomsemsssonses
Do you drink alcohol? Yes D No D How many tMes & WEEK? «:cvsuusiissisiss ssscmssonsssonseresssossesssasisssassassanssassassss soasssiosssssasiassressssssosyos
What drugs are you presently taking? (include dosage) and for what cOndition: .............ccooeivieiiiiiieiinieiieceeee e
What vitamins or mineral supplements are you taking? (include brand name and doSage) ..........ccccvevirieririeinieineiniiiieeeeee e
How-often doiyou have a bowel MOtiON? (. u..sisiiiiiassslomssisbiostiorsssshuestesitiseshsssiatosistssdiessnssissiobsesosssslisssssunsvessiastessisssborsssisdsionssssssssssanaes

Do youhaveanyiallergies e rnmmn s o a1 it st o v BN ERT b s b enwvwrva mevemsmmnn SRR S5 SA o s Pt



Do you have headaches - if SO NOW OftEN? .......ouiiuiuiiiieiii e
How long have you been having them? ...........coiiiiiiiiii e

Do you have any back, neck or other body pain? Please desCribe:.........ooooiiiiiiiiiiiiiiii

DIET
Please list what you eat and drink during your normal daily routine:
ATISITIZ: v.vveerietereresiesete st ebete et ebebeesesbebe st s s e be st s b e b e R s e s b e Re s e e e b e R s s e b e R s s o4 e R e RS s e R e Ra RS SR e bR bR SR eSS LSSt

N 7l 10101 OO . 0 - O T
How much water do you drink daily?: v csresessisesssvssasnsssonsstssssionsssssasss sassntssssssssasssssstssnsssssssssnsssssossssessanssssss sussssssssssossnsaressnssssasesssssss
How many cups of tea or coffee do you drink daily?..........c.coiiiiiiiiiiiii
How many sugars (or sweeteners) do you have in driNKS? .........ooiiiiiiiiiniiii et s
Do you have milk in tea? Yes [JNo []  Coffee? Yes [_] No[_]

WOMEN ONLY

Do you have any of the following symptoms prior to, during or after your period?
Underline and tick (note down P - prior, D - during, A - after)

A B

(] sore breasts [} abdominal cramping / aching
D fluid retention D backache

D PMT (] nausea / vomiting

(] fatigue [ headaches

D food cravings (if SO What?........cccccovviiriiiiiiiiinninnnns ) [:] constipation / diarrhoea

D mid cycle bleeding D skin problems

(L] wind / bloating (L] heavy clotting

D unusual discharge
D infections

Are you currently using contraception? If so, what type and how 10ng7........cc.ccoiiiiiiiiiiiiiniiii s
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