NEW CLIEN T REGISTRATION

Name:_________________________  Age:_________   Birthdate: ________  Sex: ____

Address:________________________  City:______________  State:_____ Zip:_______

Phone: (home) _______________ (work) ______________ Email: _________________

Occupation: ______________________ 

Marital status: ____________________

How did you hear about this office:_________________________

Name of family doctor or clinic:____________________________

If the patient is a child, please indicate the following:

Mother’s Name:___________________

Child lives with you?_______

Father’s Name:____________________

Child lives with you?_______

What vaccinations has the child taken?______________________

YOUR HEALTH HISTORY:

What medications do you currently take?_______________________________________

What medications have you taken in the past?___________________________________

Any surgeries or hospitalizations:_____________________________________________

Describe any concerns and your objectives in seeking wellness services here:

	


MEDICAL BACKGROUND FORM

Don’t worry if there are some questions to which you don’t have answers - just fill out what you can. You can type the information into the fields/lines below and email back to me or you can print it out and fill it out the old-fashioned way. 

             Name: 


             D.O.B.: 
  
Please state (if known) the health of your mother when she was pregnant with you: 

  
Did she suffer from vomiting/anemia/toxemia/high blood pressure: 
  
Did she experience any emotional trauma or any other problems during her pregnancy:
  
Was your own birth:  

normal:    

long:

difficult:   

breech:   

forceps:   

premature:   

Cesarean: 

  
Were you breastfed? 

If Yes—how long for?:   
  

Were you a ‘good’ baby? 

  

Did you cry a lot?:   If so, why:   
  
At what ages did you 

teeth:   

crawl:   

walk:   

talk:   
   
Childhood Illnesses

   
Please give ages at which you had the following illnesses and indicate if they were severe or long-lasting:

             Chicken pox:   


             Mumps:   
             German Measles:   


             Scarlet Fever:   
             Measles:   

             Mononucleosis:
             Whooping Cough:   
             Did you suffer from any of the following recurring complaints?

             Coughs/chest infections:   
             Ear infections:   
             Tonsillitis/throat infections:   
             Any other illnesses:   
 
Immunizations
             Please give ages (or dates) of immunizations and indicate if there was a bad reaction:

             DPT (Diptheria/Pertussis/Tetanus):

             Polio:
             Whooping Cough:   


             MMR (Measles/Mumps/Rubella):   


             Chicken Pox (Varicella
             HIB:   
            Hep B:

             PCV (Pneumococcal):
             BCG (TB):   
             Smallpox:   
             Typhoid:   
             Yellow Fever:   
             Cholera:   
             Gamma globulin:   
              Influenza:   
             Any other vaccinations:   
   
Operations
   
Please list all operations to date:

   
Accidents
   
Please give details of any serious falls/burns/broken bones/injuries etc.:   
X-Rays
   
Please add up (roughly) the number of x-rays you have had:   
   
Dental:   




 
Other:   
Medication: Please list all medications (including herbal, homeopathic and vitamin/mineral supplements) that you are currently taking, as well as any homeopathic remedies you have taken to date:   
   
Family History

   
Mother: Date of birth:     




   
Occupation:   
   
Overall health:   
   
Specific problems (in childhood and as an adult):   
   
Father: Date of birth:   




 Occupation:   
   
Overall health:       

   
Specific problems (in childhood and as an adult):   
  
 Immediate Family History: Brothers/Sisters/Grandparents etc.
 Please give as much information as is known regarding the overall health, including major illnesses of close family relatives(including  great-grandparents if known):   
   
Please check below
   
 if you know, or can find out, if any of the following occurred in your immediate family:

   
ALCOHOLISM:   

   
ARTHRITIS/RHEUMATISM/GOUT:   

   
ASTHMA:   
   
CANCER:   

   
CONGENITAL PROBLEMS:

   
DIABETES:   

   
ECZEMA:   

   
EPILEPSY:   
  
 HAY FEVER:   

   
HEART PROBLEMS - high blood pressure/angina/strokes etc.:   
HERNIA/VARICOSE VEINS:   

             HERPES (oral/genital):   

   
WARTS:   
   
JAUNDICE/HEPATITIS:   

   
VENEREAL DISEASES:   

   
TUBERCULOSIS:   
   
MENTAL ILLNESS (including suicides):   

   
SKIN PROBLEMS:   
   
Other illnesses not listed above:   
	Number of organs removed (e.g. wisdom teeth, tonsils, gall bladder, etc)
	 
	 
	 
	 
	 
	 
	 
	

	
	 
	Personal stress  1-10  (1 = least amount, 10 = most)
	

	
	 
	 
	 
	 
	 
	 
	 
	

	Number of synthetic drugs currently used (both prescription and over-the-counter)
	 
	No. of sugar type products in a day   1-10  (e.g. soda, ice cream, etc)
	

	
	 
	
	

	
	 
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Number of exercise sessions/week  (20 minute session, breaking a sweat)
	

	Number of times you smoke/day
	
	
	
	 
	 
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	

	Number of steroid type drugs used in the past year (e.g. inhaler, cortesone cream, birth control pills, etc)
	 
	 
	 
	 
	 
	 
	 
	

	
	 
	Number of alcoholic drinks /day (avg.)
	 
	

	
	 
	 
	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Number of caffeine products per day (coffee, tea, soda, chocolate, etc))
	

	Number of amalgam (silver) fillings in your mouth
	
	 
	 
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Number of toxic exposures  (radiation, chemicals, insecticides, beauty salon treatments, etc)
	

	Number of street drugs used each month
	
	 
	 
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Number of major injuries in the past  (physical, emotional, trauma)
	

	Number of all known allergies
	
	
	
	
	 
	 
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	

	Number of unresolved emotional factors (anger, depression, anxiety, etc)
	 
	Number of major infections in the past  (life threatening illness)
	

	
	 
	
	

	
	 
	
	

	I am responsible for my body  1-10  (1 = least responsible, 10 = most responsible)
	 
	 
	 
	 
	 
	 
	 
	

	
	 
	Number of glasses of water per day
	
	 
	

	
	 
	 
	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	If you feel you are overweight, then by how many pounds/kilograms
	

	Amount of fat in diet  1-10
	
	
	
	
	 
	 
	


PLEASE USE A SEPARATE SHEET OF PAPER TO ANSWER THESE QUESTIONS

1. What is your chief complaint (CC)?

2. When did the problem begin? What happened in your life around that time? What do you think caused it?

3. What aggravated the CC? (certain types of food or weather, movement, light, noise, heat/cold, or anything else that you can think of, please be specific)

4. At what time of the day or night is CC the worst?
Specify hours if you can.

5. What symptoms can you identify that accompany the CC?

General Questions

6. Questions about the weather and environment: you only need to answer those which apply to you.

a. In which season does the weather bother you the most?

b. How do you react to cold, hot, dry, wet or windy weather? Please mention any and all types of weather that affects you and how?

c. How does a change of weather affect you?

d. How do you feel in bright sunlight?
Do you wear sunglasses a lot?

e. Do you have any special reactions before, during or after a storm?
Please specify.

f. How do you react to drafts of air (e.g. open window, having a fan on you)
Do you like to sleep with the window open even when it’s cold out?

g. How do you react to sudden changes in temperature, e.g. going from a cold environment to a hot room or vice versa?

h. What about warmth in general, warmth of the bed, of the room, of the heater or stove?

i. How do you feel at the seashore or on high mountains?

7. What position do you dislike the most:
sitting, standing, lying?

8. Do you perspire a great deal? If so, when and where on the body? (feet, head, hair, armpits, etc.)

9. What time of day tends to be a down time for you?

Mental/Emotional

10.  What do you worry about?
How do you deal with worries?

11.   Do you tend to be neater and more fastidious than those around you, or more casual?

12.   Do you cry easily?
In what situations?

13.   When you are upset, do you tend to tell a lot of people or keep it to yourself?

14.   On what occasions do you feel despair?

15.   In what circumstances do you feel jealous?

16.   When and on what occasions do you feel frightened or anxious?
Any fears (darkness, being alone, in crowds, altitude, flying elevators, etc.)?

17.   What are the greatest grief’s that you have gone through in your life? How did you react?

18.   What are the greatest joys you have had in your life?

19.   In what situations do feel the blues, depressed, sad, pessimistic?

20.   What bothers you most in other people?

How, if at all, do you express it?

21.   Do you have a lack of self confidence and a poor sense of self worth?

22.   Do you have any recurring dreams?
What is the theme?

23.   What would you need to feel happy?

24.   What do you do for work?
Ideally, what would you like to do?

25.   If you had an unexpected week’s vacation from work and $1000, what would you          do?

26.   How do other people view you?

27.   What would you like to change most about yourself?

Food

28.
How do you feel before, during and after meals?  How do you feel if you go without a meal?

29.
What would you most like to eat?
(If you did not have to consider calories, fat, anything you’ve read about the right way to eat)


30. What foods do you dislike and refuse to eat? What foods do you react badly to, and in what way?

31. How much do you drink in a day?
Include sodas, juice, coffee, tea, milk, and alcoholic beverages as well as water. How thirsty do you tend do get?

Sleep

32. What hours do you sleep?
Do you tend to wake up at a particular time? Why? What makes you restless or sleepy?

33. Do you do anything during sleep? (speak, laugh, shriek, toss about, grind your  teeth, snore)

34. How do you feel in the morning?

Women

35. No. of pregnancies,
no. of children,    no. of miscarriages,
      no. of abortions

36. At what age did your menses begin?
If you have gone through menopause, at what age?

37. How frequently do they (or did they) come?

38. What about their duration, abundance, color, time of day when the flow is greatest; any odor or clots?

39. How do you (did you) feel before, during and after menses?

Any PMS symptoms?

Health History

40. What medications are you taking at present?

41. Bowel movements:
Frequency if you don’t use a laxative.

42. How frequently do you get colds or flus?

43. Have you had any childhood illnesses twice, or in a very severe form, or after puberty?

44. Have you had vaccinations since the standard childhood ones? Have you ever had an adverse or unusual reaction to a vaccination?

45. Have you had any surgery? What and when?

46. Have you had at any time (mention year):
What therapy was given?

a. Warts: where?

when?

how treated?

b. Cysts:  where?

when?

how treated?

c. Polyps: where?

when?

how treated?

d. Tumors: where?

when?

how treated?

e. Skin disorders: where?
when?

how treated? 

47. Do you tend to have any discharges (nasal, vaginal, etc.)?  Color, consistency:

Sensitivity

a. Do you tend to need a smaller dose of medications than other people?

b. Do you need less anesthesia  than others, or have a hard time coming out of it?

c. Do you tend to react to vitamins and herbs and/or need hypoallergenic vitamins?

d. Are you sensitive to paint fumes, exhaust, dry cleaning fluid, fragrances etc.?

48.
Family History:     Mention diseases, causes and ages of deaths of father, mother, sisters, brothers and grandparents on both sides

49. 
Construct a time line:      Mention from birth on to the present day, all important events (emotional and physical traumas, heartbreaks, divorces, work related events, diseases or traumas your mother had while being pregnant with you, family stress, death in the family or of friends, disappointments, etc.) Mention the symptoms experienced at those moments or which you can date to those traumas. Please try to write at least one page outlining major events of your life.

50.
What else would you like to tell me about yourself and your condition?
