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CONFIDENTIAL PERSONAL INFORMATION 
Full Legal Name: 
_____________________________________/___________________________
_____/___________  
(Last Name) (First Name) (Middle Initial)  
 
Preferred Name: ________________ Age: ______  
Date of Birth: ____________ 
Address:_______________________________________________/__________
___/________/________________  
(street#/PO Box) (city) (state) (Zip code)  
 
Telephone # (____)______________/_ 
(____)_____________________/_ 
(____)__________________________ 
(home) (work) (cell phone or other)  
 
E-mail address: _______________________________________________  
Gender: female _____ male _____  
Are you (check one): Single ____ Married __ 
 
What is the best way to communicate with you between office visits? (E-mail, Home, 
Work, Cell Phone).  
Is there any place you do NOT want me to leave a message? 
_________________________  
Please be aware that e-mail is not a secure communication and that discussion of your 
care will become part of your record.  
May Healthy Living send you educational/promotional materials such as newsletters via 
e-mail?  
Yes  
No  
 
May Dr. Bridges discuss your private care information with you via e-mail?  
Yes  
No 
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CONFIDENTIAL HEALTH HISTORY QUESTIONNAIRE 
 

Name:______________________________________________ 
Date: _____________ 

 
What are the concerns for which you are seeking care? (Primary concern first)  
1._________________________________________________________ 
___________________________Date of onset: _________________  
 
2._______________________________________________________________
_____________________Date of onset: _________________  
3._______________________________________________________________
_____________________Date of onset: _________________  
4._______________________________________________________________
_____________________Date of onset: _________________  

 
Medications and Supplements 

 
What medications (prescribed or over the counter), herbs, vitamins, supplements, 
etc. are you currently taking? 
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________  
 

Circle, or place check marks next to, each that you currently use: 
Laxatives  
Pain relievers  
Antacids  
Cortisone  
Antibiotics  
Heart/Blood medication 
Allergy Medication  
Thyroid medication  



www.HealthyLivingMontgomery.com 
Healthy Living 

Healthyliving2006@gmail.com 
15845 HWY 105. W. / Ste 100 / Montgomery, Texas 77356 

Phone (936) 588-2006 
 
Sleeping pills  
Anti-depressants  
Birth Control Pills  
Hormones  
 

Do you have any known contagious diseases at this time? 
Yes  
No  
If yes, what? __________________________________ 
 

Have you have any of the following Childhood Illnesses (check if yes): 
Scarlet fever ____  
Diphtheria ____  
Rheumatic fever ____  
Mumps ____  
Measles ____  
German measles __  
 

Have you had any immunizations? 
Yes  
No  
Negative Reactions? _____________________________  
 
Hospitalizations, Surgery, X-Ray and Special Studies  
What hospitalizations, surgeries, x-rays, or special studies have you had?  
 

Allergies 
Are you hypersensitive or allergic to foods, drugs, or environmental substances? 
Please list:  
_________________________________________________________________
______________________________  

 
General 

Weight  
lbs. Height  
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Any organs removed? List here: 
_________________________________________________________________
_________________________________________________ 
Any Root Canals: Yes___ No___ 
 

Review of Symptoms 
Answer questions or check any of the following you have or have had in 

the past 6 months.  
 
LIFESTYLE HABITS  
Main interests and hobbies? ______________ 
Exercise, what kind? _________________ 
How often do you exercise? ______________  
__Y __ N Have a religious/spiritual practice  
__Y __ N Average 6-8 hrs. of sleep  
__Y __ N Have a supportive relationship  
__Y __ N History of abuse  
__Y __ N Major traumas  
__Y __ N Use recreational drugs  
__Y __ N Treated for drug dependence  
__Y __ N Drink coffee  
__Y __ N Drink black or green tea  
__Y __ N Drink cola or other sodas  
__Y __ N Add salt to your food  
__Y __ N Eat refined sugar  
__Y __ N Enjoy your work 
__Y __ N Take vacations  
__Y __ N Spend time outside 
__Y __ N Watch TV? How much? ______ 

__Y __ N Read? How often? __________ 
__Y __ N Use alcoholic beverages # per week _____ 
__Y __ N Treated for alcoholism  
__Y __ N Use tobacco currently  
__Y __ N Used tobacco in the past  
How many years? _____  
How many packs per day?____  
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Optional Context of Care Overview 
 

I would like to take a moment to welcome you to my Healthy Living. Whether you 
are here for a one-time visit, or are looking for a longer-term comprehensive 
health solution, I look forward to my role in your care. Below are a few questions 
that really assist me in understanding “where you’re coming from” and how I can 
best support your health.  
 

1) How did you discover this clinic and how did you decide to make an 
appointment? 
 

2) What is your present level of commitment to address any underlying causes 
of your signs and symptoms that relate to your lifestyle? (Rate from 0 to 10, 
with 10 being 100% committed)  

0% - 0 1 2 3 4 5 6 7 8 9 10 - 100%  
If you answered less than “10”, what stands between your 

current commitment and 100%?  
 

3) What behaviors or lifestyle habits do you currently engage in regularly that 
you believe support your health? (Please list) 
 
 

4) What do you love most about your life at this time?  
 

5) What behaviors or lifestyle habits do you currently engage in regularly that 
you believe are self-destructive lifestyle habits? (Please list)  
 
 

6) What potential obstacles do you foresee in addressing the lifestyle factors 
that are undermining your health and in adhering to the therapeutic 
protocols which I will be sharing with you?  
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FINANCIAL POLICIES 
 
1) Missed Appointments/Late Cancellations  
All appointment cancellations must occur within 24 hours. If your cancellation is last 
minute or you no-show an appointment there is no refund as it will be too late to fill that 
appointment. 
 
2.) Be Punctual.  
Tardiness will cut into your appointment time or may result in missing your appointment.  
 

INFORMED CONSENT 
 

The purpose of this form is to present risks and benefits of the therapies I offer.  
Please initial the sections that apply to you. This must be signed before your 
appointment. 
Ask me of you have any questions or concerns at any time.  
 
NATUROPATHIC MEDICINE 
Initials:______ Date:_______________________  
Naturopathy combines safe and effective traditional therapies with the most current 
advances in modern medicine by attempting to find the underlying cause rather than 
focusing on symptomatic treatment. The ND’s in our wellness center address a variety of 
conditions including women’s health, stress, pain, organ dysfunction, infections, and 
much more. There is risk of pharmaceutical/supplement interaction, so inform your ND of 
current medications. Your ND may suggest massage therapy, which encourages 
circulation, enhanced immune function and relaxation.  
 
SUPPLEMENTS, HERBALS, HOMEOPATHICS 
Initials:______ Date:_______________________  
These are products that can aid in healing by nutritional, energetic, and mechanical 
support; They can be effective for many conditions. Be sure to inform your practitioner 
about all medications you currently take to minimize drug/supplement interactions.  
 


