
 
Health History Questionnaire 

 

Personal Information 

 

Name _____________________________________Age _____Birthdate  _________________ 

Height ______  Weight _____  

Occupation  ______________________________________Do you enjoy the work you do?  Y  N   

Phone (best number you can be reached) _______________________________________ 

Address  __________________________________________________________________ 

Email address   _____________________________________________________________ 

Would you like to receive health tips and notices (meetings, new services, product info)?  

Yes  No 

Referred by?  __________________________________________________ 

 

Chief Complaint:  In this section please list in order of importance your health concerns. 

1.  _____________________________ 5.  ________________________________ 

2.  _____________________________ 6.  ________________________________ 

3.  _____________________________ 7.  ________________________________ 

4.  _____________________________ 8.  ________________________________ 

 

Prior Medical Diagnoses (and their treatment) 

1.  ____________________________________________________________________ 

2.  ____________________________________________________________________ 

3.  ____________________________________________________________________ 

4.  ____________________________________________________________________ 

 

Prior surgery/s (including dental surgery), trauma or accident: 

1. _________________________________________________________________ 

2.__________________________________________________________________ 

3.__________________________________________________________________ 

4.__________________________________________________________________ 

 



Current Medication List:  Please list all pharmaceutical medication(s) that you are currently 

taking along with dosage and frequency. 

1.  _____________________________ 5.  ________________________________ 

2.  _____________________________ 6.  ________________________________ 

3.  _____________________________ 7.  ________________________________ 

4.  _____________________________ 8.  ________________________________ 

 

Are you allergic to any medications:  Y  N 

If “yes”, please list:  _____________________________________________________________ 

What happens when you have an allergic reaction to medication?  

______________________________________________________________________________ 

______________________________________________________________________________ 

Have you ever been treated with antibiotics:  Y   N    How many times?   _____________ 

 

 

Current Supplement List:  Please include all homeopathics, herbs, vitamins, minerals you are 

currently taking with dosage. 

1.  ____________________________ 6.  _________________________________ 

2.  ____________________________ 7.  _________________________________ 

3.  ____________________________ 8.  _________________________________ 

4.  ____________________________ 9.  _________________________________ 

5.  ____________________________            10. _________________________________ 

 

How much sleep do you get each night on an average?  _____ 

Do you stay asleep?  Y  N  If no, what time do you typically awaken?  ________________ 

Do you know what typically awakens you?  (pain, hunger, hot flashes, anxiety, racing thoughts) 

 

If awakened do you have trouble falling back to sleep?  Y  N 

 

What time do you typically awaken in the morning?  ______Is it difficult to get out of bed?  Y  N 

 

Do you work shift work?  Y  N  What shift and does it vary week to week?  ____________  Y  N   

 

Sleep aids used?  (medications, sound machine, TV,  alcohol, supplements)  _______________ 

 

How often do you exercise?   _________ for how long?  ___________ 

 

What do you do for exercise?  ________________________________________________ 

How often do you have a bowel movement?  ____________________________________ 

Do you use laxatives?  Y  N   Blood Type: ___O, ___A, ___B, ___AB 



 

Do you eat breakfast?  Y  N  If so, what_________________________________ 

_________________________________________________________________ 

When you have breakfast, is it at home?  Y  N  If not, where? 

_________________________________________________________________ 

 

Mid-Morning Snack?  Y  N  If so, what?  _________________________________ 

 

Do you usually eat lunch?  Y  N   If so, what?  

_________________________________________________________________ 

_________________________________________________________________ 

Do you eat lunch at home?  Y  N  If not, where?  

_________________________________________________________________ 

 

Mid-Afternoon Snack?  Y  N   If yes, what?  

_________________________________________________________________ 

 

Do you usually eat an evening meal?  Y  N  If so, what?  

_________________________________________________________________ 

_________________________________________________________________ 

When you have your evening meal is it at home?  Y  N  If not, where?  

_________________________________________________________________ 

 

Do you use any meal substitutes, such as Slim-Fast, etc.?  Y  N  If so, what? 

_________________________________________________________________ 

How much water do you drink each day? _______________________________ 

What kind of water do you drink?  (well, tap, distilled, reverse osmosis, bottled…etc.) 

_________________________________________________________________ 

 

What foods do you crave?  

_________________________________________________________________ 

What foods do you avoid?  

_________________________________________________________________ 

 

Do you use sugar substitutes?  Y  N 

Do you chew gum?  Y  N      If yes, what kind?  ____________________________ 

Do you use breath mints?  Y  N  If yes, what kind?  _________________________ 

 

 

 



 



 

Family History  

  



Review of Systems





 

 




