Nouris]'ling Medicine
Patient Health Historg

Please note that all information is kePt confidential.

Name Date

Age DOB Email

Address

Phone (home) Phone (cell)

Is it all right to leave a message about your care at this number? VYes / No
Emergency Contact

Relationship & Phone #

Phgsician Phone #

How did you hear about Nouris]ning Medicine?

Please list the health concerns you would like to address in order of imPortance:

1. Date of onset:

2. Date of onset:

5. Date of onset:

How does this condition affect your clailg activities/work/ relationshiPs/ emotions?

What is your Present level of commitment to address any undcr!ying causes of your sngtoms
that relate to your lhcestgle? Rate 0-10 where 10 is 100% commitment:
@] 1 2 3 4 5 6 7 8 9 10

Limcestqle & Fundamental Aspects of Good Health

Do you sleep well? v /N Averagc Number of Hours O‘FS[CCP

Do you exercise or “get out and move” regularlg? Y /N List:

Do you feel you drink enough water each clag? Y/N How much?

Do you feel like you have a genera”g hca[thg diet? v /N

Where do you eat out?
Do you tend to have cravings? Y /N What are they?

Do you consume/use alcohol, caﬁceinc, tobacco or any other drug /substance? i 50, which

ones ancJ I’IOW much per wcek?

What is your current occupation? How many lﬁours/week:

Do you enjog your work? Y /N Why?
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Who do you know, if anyone, that will consistentlg support the beneficial !hccstgle changes you

will be making’?
what do you Jove to do?

Does your home life suPPort you or add to your stress?

What aspects oFgour [ife I’ICIP you suppor’c goocl health?

What aspects oFgour [ife compromisc your abilitg to suPPor’c good health?

Please list all meclications/suPplcmcnts/vitamins you are currently taking.

Name / Dosage Reason For How Long

Please list all major accidents, illnesses, surgeries and hospitalizations and when ’cheg occurred.

Please list all Diseases or Conditions that you are currentlg cliagnosecl with or believe you may

have:

Please list any a”ergics you have and your response to them (medications, foods, animals,

environmcntal substances, etc.).

Please list any significant 1Cami|9 health historg (cliseases, conclitions, tcnclencies, genetic

Preclispositions, mental healtlﬂ) and premature deaths inclucling age and reason whg).

Are you or might you currently be Pregnant? Y /N
Do you have a Pacemaker? Y/N Heart Murmur? Y /N
Do you have a historg of seizures? Y /N Fainting? Y/ N

Chronic Infections, Please check all that applgz
___Tuberculosis ___Hepatitis A/B/C _STD

HIV ___AIDS ___Other




] = rarelg 2= occasiona”g

3= Frequently 4 = alwags

I)Cyou do not cxpcricncc the 5ymptom at a//, you can Jeave it unmarked.

Energy & Stress

1234
1234
1234
1234
1234
1234
1234

Fatigue / low energy

symptoms are worse with exercise
sgmptoms are better with exercise
sgmptoms are worse with stress
l'xeavg sensation of the boclg
unclear or Foggg thinking

hands & feet feel cold

Musculo-Skeletal

1234
1234
1234
1234

muscle tiglﬂtness/aclﬁiness
muscle spasms / cramPing
Freclucnt sPrains or strains

joint Pain / stiffness

Neurological Function

1234
1234
1234
1234
1234

muscle weakness

numbness / tingling

loss of sensation / function
Paralgsis

balance Problems

Cardiovascular

1234
1234
1234
1234
1234
1234
1234
1234
1234
1234

Palpitations

chest tig}'ltncss or Pain

ankle / lower boclg swe”ing
varicose veins

l’xigl'l blood pressure

low blood pressure

Fainting or dizziness

poor memory

Palc Face, nails or inside cgelic]s

blackouts / loss of consciousness

Mental & Emotional Tendencies

1234 anxictg / excess worry

12%4 Panic attacks

1254 obsessive / comPulsive behaviors
1234 easyto angcr/irritabilitg

1254 indecisiveness

12354 Fee[ings of grieF / sadness

1254 ?eelings of worthlessness

1254 Frecluent crging

1234 cliFFiculty concentrating / Focusing
1234 excess fear

1254 make time to nurture gourSCIF
1254 feel genera”g Positivc and capable

Gastro-Intestinal

1254 low aPPetite

12%4 big aPPetite

1254 Fatigue after meals

1254 gasor bloating after meals
12354 acid reflux / heartburn
1254 bclching

12354 nauseaor Vomiting

1234 stomach Pain

1254 side or rib Pain

1254 ga”blaclcler stones

1254 intolerance of Fattg foods
1234 constipation

12%4 loose stools or diarrhea
1234 blood in stools

12%4 mucous in stools

12%4 unc}igcstcc] food in stools
1234  hemorrhoids

Have you traveled outside of the U.5.7 Y /N
Have you ever had a Parasitc? Y /N



Heacl, Eyes, Ears, Nose & Throat
1254 headaches

12%4 sinus congestion / pressure

1254 b[urrg vision / poor nigl’lt vision
1254 ear ringing

1254 l'xcaring loss

1234 nasal clisclﬂarge

1234 nose bleeds

1234 clrg nose / mouth / throat/eges
12354 sore throat

1254 blcecling or swollen gums

1254 jaw Pain or tiglﬁtness

Genito-Urinary

12354 excessor Frecluent urination
12%4 waking to urinate at night
1254 Pain or burning with urination
1254 cliFFiculty Passing urine

1254 blood in the urine

1254 clouc]g urine

1254 clribbling or incontinence
1234 kiclncg stones

Endocrine & Immune Function
1234 body tends to feel warm / hot
1234 body tends to feel cool / cold
1254 sPontancous dagtimc swcating
1254 night sweats

1234 skin Problcms (itch, rash, clrg, acne)
1254 excess thirst

1254 hair loss or thinning

1254 unusual hair growth
1254 slow wound l'mcaiing
1254 easy bruising

Men’s Health

12%4 testicular Pain / swe”ing

1254 Pcnilc discharge

1254 low libido

1254 sexual difficulties

Have you had your Prostate checked? v /N

Resgiratorg
12%4 catch cold casily (>§x/3ear)

1254 cough

1254 cough up of Pl’x’egm or blood
1234 asthma/ c]igicul’cy breathing
1254 chest tightncss or Pain
Women’s Health

1254 Vaginal / labial Pain or swe“ing

1254 excess vaginal clischargc

1254 yeast infections

1254 niPP!e clischargc

1254 breast lumPs

self breast exam monthlg? Y/ N

1234 lowlibido

Tgpes of Protection / birth control used?

Menstrual History & Patterns

Date of last annual exam

Age of first Periocl

Age at Mcnopause

Is your cgclc regu!ar? Y /N

Do you bleed between Periods’? Y /N

# of bleccling c{ags

Total [cngth of cgcle (# of clags)

Is your b!eeding l‘lcavg / moderate / ligl’xt?

Do you have clots? Y /N

Do you have cramping? Y /N

CramPing before / cluring/ after menses?

Do you have PMS symptoms? Y /N

. Breast tenderness Y /N

« Emotional instabi!ity / mood swings Y/ N
« Cravings Y /N, what?

Pregna ncy

# of Pregnancics
# of live births
# of miscarriages
# of abortions






