
Client Medical History 

Name___________________________________________________Date _______________ 

DOB ______________Age ____ Height _______  Weight ______ Occupation ____________ 

Address ____________________________________________________________________ 

Home Phone__________________  Cell  _______________  Work ____________________ 

E-mail address _______________________________________________________________ 

Whom may we thank for the referral?  ____________________________________________ 

Present complaint ____________________________________________________________ 

Have you been exposed to toxic chemicals? _______________________________________ 

What diagnosis were you given? ________________________________________________ 

The reason you are not seeing your MD? __________________________________________ 

Do you have any allergies? ____________   Are you on any specific diet? ________________ 

List all medications you currently take and for what conditions_________________________ 

___________________________________________________________________________ 

Do you crave sweets (chromium), Chocolate (Mg)  or salt? ____________________________ 

What are examples of typical breakfast for you? ___________________________________ 

___________________________________________________________________________ 

Snack? _____________________________________________________________________ 

What are typical lunches for you? _______________________________________________ 

What are typical dinners for you? _______________________________________________ 

How many hours of sleep do you get each night? __________ Do you wake rested? _______ 

Do you drink purified or bottled water? ___________________________________________ 

Do you drink juices, soda, diet drinks, coffee, tea, alcohol? 

Do you use all natural skin care products? _________________________________________ 



Do you have amalgam fillings? ______   Do you eat organically grown foods? ____________ 

Do you have constipation? ______   How many bowel movements a day? ________________ 

How many times a week do you eat fish? __________________________________________ 

List the three worst foods you eat during the average week? ___________________________ 

Do you have belching, burping, or bloating after meals? ______________________________ 

What have you tried to improve the state of your health? _____________________________ 

Family Health History: 
Father’s Health_____________________________________________________________ 

Mother’s Health ____________________________________________________________ 

Siblings Health ____________________________________________________________ 

Pleas list the 5 most significant stressful events in your life, from the most recent to the most distant.  Are 
any of these situations continuing to impact your life? If so, please indicate these clearly.   
a.        b.  
c.        d. 
What areas of your lifestyle are likely involved with your condition and you would like to improve:   
(Prioritize #1, 2, 3, etc) 

____ My level of anxiety   _____ Not enough time spent in nature 
____ My pace of living   _____ My creative expression 
____ My exercise program              _____ My feelings around career 
____ My social and family life   _____ My communication skills 
____ Not enough quiet time and rest             _____ My diet and nutrition program 

Please list any self-destructive lifestyle habits (e.g. smoking, lack of exercise, addictions) 

________________________________________________________________________________ 

Is there anyone to blame for your health? _______________________________________________ 

Are you emotionally and spiritually ready to help yourself? _________________________________ 

For our time together to be successful, what do you want to take place over the course of your care here? 
____________________________________________________________________ 

If you could change anything how to function or feel, what would you change.  _____________ 

_____________________________________________________________________________ 

How long do you feel this will take? ________________________________________________ 



Please list your special interests and passions: 

If you think of your health in terms of grade point average, we want you to have 4 point average and not 2 
point average, which is considered grade “C”.   

Signature __________________________________________ 
             Rev. 2/1/17


