
    COMPREHENSIVE HEALTH PROFILE
Date __________________ email: ___________________
Name  _________________________________Address_______________________________
City  _______________ State ______ Zip __________  Phones: Home  ___________________
Work _ __________________ Cell________________ D.O.B ___________________________
Referred By ________________________________    Marital Status   M    S    W    D    Other__
Occupation __________________________________Employer_________________________
Living situation:  Alone_______With:_______________________________________________
Nearest friend or relative who can be called in case of emergency:
Name ________________________________Relationship____________________________
Address______________________________________ Phone __________________________

1.REASON FOR TODAY’S VISIT:
____________________________________________
_____________________________________________________________________________

Please check what is applicable and when necessary, write your answer:
2.ILLNESS/INJURIES - Have you had:
Mumps Arthritis Back Pain Nerv. Breakdown Measles
Rubella Chicken Pox Whooping Cough Pneumonia Polio
Rheumatic Fever Mononucleosis Tuberculosis Asthma STD
Freq. Colds Broken Bones Poisoning Head Injury Freq..Headaches
Glaucoma Peptic Ulcer Heart Problems Hypertension Diabetes
Hemorrhoids Kidney Problems Liver/Gallbladder Thyroid problems Skin disorders
Rheumatic Fever Mental Illness Anxiety Depression
List any other Illnesses or Injuries:

3.SURGERY/HOSPITALIZATIONS-
Have you had removed:      When? Other operations or reason for hospitalizations
___Tonsils       ____________
___Appendix       ____________          _____________________________________
___Gallbladder        ____________         _____________________________________
___Uterus (hysterectomy)    ____________         _____________________________________
___one or both ovaries         ____________         _____________________________________

4. IMMUNIZATIONS- Have you had any of the following innoculations:
___Polio        List any others:____________________________________
___(DPT)   ________________________________________________
___measles   ________________________________________________
___mumps   ________________________________________________
___smallpox   ________________________________________________
___tetanus booster (last ten years)________________________________________________

5. ALLERGIES- Are you allergic to any:
           ___Foods                   __Drugs or Medications             ___other substances
List: ______________________________________________________________________



6.MEDICATIONS- Do you regularly take:
___digestive enzymes    ___sedatives                ___sleeping pills
___laxatives                ___diet pills ___thyroid (grains per day____)
___antacids                ___cortisone List any other medications you are
___aspirin and cold medicine   ___estrogen currently taking:_______________

7. HABITS/ ENVIRONMENT- Do you:
___awaken feeling unrested      ___drink alcohol ( how much__________________?)

___have trouble sleeping      ___drink coffee (cups per day _________________?)
___have problems with constipation      ___smoke tobacco (packs perday______________?)
___exercise ( how much, how often?________________ Have you been treated for:
___have problems at work, home                                         ___alcoholism   ___drug abuse
___have trouble relaxing/ enjoying your spare time

8. DIET-  Do you:
___feel you diet is inadequate ___regularly drink “softened “ water

___eat at irregular intervals ___regularly salt your food
___eat in a hurried atmosphere ___regularly eat fried foods
___eat quickly and forget to chew ___use sugar on your food or in drinks
___drink with meals ___use sugar in cooking
___eat out often ( more than once per wk.) ___eat foods with artificial coloring
___avoid certain foods flavoring or preservatives.
List any vitamin, mineral, or other dietary supplements you are taking ______________________

9. FAMILY HISTORY- Which members of your family or near relatives had:_
__________diabetes          _________ high blood pressure   ___________hives or hay  fever
__________tuberculosis         _________stroke              ___________arthritis or gout
__________heart problems     _________neurological problems   __________thyroid problem
__________kidney problems   _______emotional problems        ___________bleeding  problems
__________cancer           ___________asthma             ___________weight problems

10.WOMEN ONLY- MENSTRUAL HISTORY/ PREGNANCIES
Do you have:___irregular periods Age at onset of menses_____________________
___cramps or pain with period    Age at menopause________________________
___tension or depression before period    Usual length of cycle___________________days
___breast tenderness before period    Usual duration of flow__________________days
___hot flashes at any time    Is your flow:    light          medium        heavy
___pain during intercourse    Date last period began______________________
___any unusual bleeding or discharge       Date of last PAP__________________________
Are you: Number of :
___pregnant or possibly pregnant ___children born alive___miscarriages
___having trouble getting pregnant              ___cesarian sections ___abortion
___using any method of birth control ___premature births
what kind___________________ ___stillborn




