Health History Application
Personal Details:
Name _____________________________
Date of Birth _______________________ Age ____
Gender ___________________________
Marital Status ______________________
No. of Children _____________________
Occupation ________________________

Purpose of Consultation: _____________________________________________________________
                                             _____________________________________________________________

Present Health Conditions

	Hunger
	⃝ low
⃝ normal
⃝ high 


	Appetite
	⃝ low
⃝ normal
⃝ high

	Thirst
	⃝ low
⃝ normal
⃝ high



Digestive Concerns:
	⃝ Nausea/Vomiting
⃝ Excessive Gas
⃝ Heartburn
	⃝ Bloating
⃝ Belching
⃝ Slow 
	⃝ Heavy after eating
⃝ Burning indigestion
⃝ Pain before/after eating


  ⃝ Other ___________________________________________

Elimination:
	Stool
	⃝ Regular, no. of stools/day _____
⃝ Irregular
⃝ Constipation
⃝ Diarrhea
⃝ Dry stool
⃝ Sticky-Smelly 
⃝ Irritable bowel
⃝ Pain while passing
⃝ Other _________________________
	Urine
	⃝ Normal
⃝ Frequent
⃝ Scanty
⃝ Urgent
⃝ With pain
⃝ Yellow ⃝ Dark
⃝ Burning
⃝ Incontinent
⃝ Other _________________________



  Sweat   ⃝ Normal    ⃝ Profuse    ⃝ Minimal    ⃝ Odorous

Eating:
Meals     ⃝ Regular___x/day     ⃝ Irregular   ⃝ Snacking
Speed     ⃝ Normal                      ⃝ Slow          ⃝ Fast
Thought ⃝ Many thoughts while eating         ⃝ Many thoughts about eating
   ⃝ Loves cooking     ⃝ Loves food
Taste preference     ⃝ Sweet 	⃝ Salty     ⃝ Sour    ⃝ Spicy-Hot     ⃝ Bitter     ⃝ Astringent
Texture preference ⃝ Dry	⃝ Moist   ⃝ Oily      ⃝ Creamy     ⃝ Other _______________
Eating issues/disorders? If yes, _________________________________________________

Addictions (smoking, alcohol, coffee, tea, drugs, etc.):
⃝ No    ⃝ Yes, _____________________________________________________________________
If you have quit any addictions & when? _________________________________________________

Allergies (food, drug, environmental, etc.)
⃝ No    ⃝ Yes, _____________________________________________________________________

Sleep:
	⃝ Regular/Good
⃝ Irregular
⃝ Hard to fall asleep
⃝ Interrupted   …by 
⃝ Day sleeping      
	⃝ Too much
⃝ Not enough
⃝ Other _________________
_________________________
⃝ Immediately after eating

	
	


Sexual activity:
⃝ No    ⃝ Yes,    ⃝ Satisfied        ⃝ not satisfied    ⃝ any problems? _________________________________

Spirituality:
   Any practices _________________________________________________________________________
	_______________________________________________________________________________
_______________________________________________________________________________

Medical History:
⃝ Diabetes	⃝ Hypertension       ⃝ Heart/Circulation problems   
⃝ Surgery/date  _________________________________  _____________________________________
⃝ Current medications/treatments _______________________________________________________
________________________________________________________________________

Female specific:
   Any abnormal discharge?    ⃝ No     ⃝ Yes, ________________________________________________ 
Menstrual History
   Last menstrual cycle began (day/mnth) _____/________________      ⃝ Menopause (see below)
   Cycle length        ⃝ Regular _____ days   ⃝ Irregular _________-_________ days
   Flow quality        ⃝ Normal    ⃝ Abnormal ___________________________________________________
   Flow quantity     ⃝ Normal    ⃝ Heavy    ⃝ Scanty
   Pain present       ⃝ No     ⃝ before flow    ⃝ during flow _______________________________________
   Extreme fatigue ⃝ No     ⃝ Yes         Heaviness  ⃝ No     ⃝ Yes
   Abnormal mood ⃝ No     ⃝ Yes, ___________________________________________________________
   Any concerns	__________________________________________________________________________
		__________________________________________________________________________
Menopause –
   Last cycle (year) __________
   Pre/post menopausal symptoms ___________________________________________________________
		__________________________________________________________________________
Children    ⃝ No    ⃝ Yes, # ________
   Delivery type  ⃝ natural _________________  ⃝ surgical ______________________________________
   Any concerns	__________________________________________________________________________
Mental Aspects:
    ⃝ Energetic – Clear – Aware
    ⃝ Worry – Anxious
    ⃝ Stress
    ⃝ Fear
    ⃝ Decisive in making decisions
    ⃝ Indecisive
    ⃝ Reactive
    ⃝ Anger 
    ⃝ Irritable
    ⃝ Lazy – Lethargic – Slow
    ⃝ Depressed
    ⃝ Violent thoughts
    ⃝ Any others _________________________________________________________________________

Comments on symptoms checked above - ______________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________


Upon waking, I feel:
	Stiffness
	⃝ never
	⃝ rarely
	⃝ sometimes
	⃝often
	⃝always
	how long___________

	Tiredness
	⃝ never
	⃝ rarely
	⃝ sometimes
	⃝ often
	⃝ always
	how long___________

	Heaviness
	⃝ never
	⃝ rarely
	⃝ sometimes
	⃝ often
	⃝ always
	how long___________

	I feel:
	
	
	
	
	
	

	Blocked/congested
	⃝ never
	⃝ rarely
	⃝ sometimes
	⃝ often
	⃝ always
	how long___________

	Weak physically, even without reason
	⃝ never
	⃝ rarely
	⃝ sometimes
	⃝ often
	⃝ always
	how long___________

	Oily/sticky hair
	⃝ never
	⃝ rarely
	⃝ sometimes
	⃝ often
	⃝ always
	how long___________

	Frequent cough/cold
	⃝ never
	⃝ rarely
	⃝ sometimes
	⃝ often
	⃝ always
	how long___________

	Wet/sticky skin
	⃝ never
	⃝ rarely
	⃝ sometimes
	⃝ often
	⃝ always
	how long___________

	Very little hunger
	⃝ never
	⃝ rarely
	⃝ sometimes
	⃝ often
	⃝ always
	how long___________

	Sluggish digestion
	⃝ never
	⃝ rarely
	⃝ sometimes
	⃝ often
	⃝ always
	how long___________

	A need to spit
	⃝ never
	⃝ rarely
	⃝ sometimes
	⃝ often
	⃝ always
	how long___________

	No appetite, or don’t have taste for food
	⃝ never
	
	
	⃝ often
	⃝ always
	how long___________

	Exhausted, tired in mind and body
	⃝ never
	
	
	⃝ often
	⃝ always
	how long___________




   




















   	 
	

