Healing Arts Medical
Confidential Health Questionnaire
_____________________________________________________________________________________
Name:	________________________________________Today’s Date: __________________________
Date of Birth: _______________________________	Place of Birth: ___________________________
Age:  _________    Gender: ________________  Referred by:___________________________________
What are your health concerns? Please indicate date of onset. _____________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________
What would you like to learn/gain from this consultation? ______________________________________
_____________________________________________________________________________________
Are you currently taking any vitamins/supplements/minerals/herbs/homeopathic remedies, prescription/non-prescription medications?  Please list including name, dosage and frequency.  For non-prescription products please include the brand (Please write on separate sheet if you need more space):
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Do you have any known allergies? Yes / No,  If Yes, please list and include what type of reaction, (rash, swelling, etc.)
_____________________________________________________________________________________
_____________________________________________________________________________________
Past Medical History:  Please list all significant past and ongoing medical issues for which you have sought medical care (please include date of onset):
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Please list any surgeries, accidents, injuries or childhood diseases you have had.  Please include the dates: _____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Family Health History (Indicate Yes with a check mark)
Diabetes			Kidney Disease			Asthma
Heart Disease			Arthritis			Gallbladder Disease
Back Pain			High blood pressure		Stroke
Cancer		Type of Cancer
Stomach/Intestinal disorders			Other:
Mother: Age:		Alive: Yes / No - Died from:
Father:  Age:		Alive: Yes / No - Died from:
Maternal Grandmother:  Age:		Alive: Yes / No - Died from:
Paternal Grandmother:	Age:		Alive: Yes / No	- Died from:
Maternal Grandfather:	Age:		Alive: Yes / No	- Died from:
Paternal Grandfather:	Age:		Alive: Yes / No	- Died from:

Social History
Occupation: ___________________________  How many hours do you work per week? _____________
Relationship Status (circle):  Single    Married    Separated    Divorced    With Partner    Widow(er) 
Children? _______________________________
Do you sleep well?_________________________________ Do you wake up during the night? ________
How do you feel when you wake up? ______________________________________________________
Do you drink caffeinated drinks? _____  How much & how often? _______________________________
Do you use tobacco products? ________How long and how much?  ______________________________
Do you drink alcohol? ______ How much & how often? _______________________________________
Height: _____________   Current Weight: ____________
Do you feel well at this weight? ___________________________________________________________
What role does exercise play in your life? ___________________________________________________
How much water do you drink per day? ____________________________________________________
Have you ever experienced any nontraditional health therapies such as acupuncture, hypnotherapy, Reiki? Yes / No (Which ones?)____________________________________________________________
_____________________________________________________________________________________
How would you rate the amount of stress in your life 1(low)-10(High)____________________________
How do you manage your stress?__________________________________________________________
_____________________________________________________________________________________
Feel free to write anything else that you would like us to know that we didn’t ask above? (Please know that there will be plenty of time to cover your health concerns during your appointment.) 
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