Men’s Health History                      Date Form Completed:  ________________________                                            

Name: __________________________    Birthday: _____________________    Blood Type:  __ 
Please reflect on your overall health since childhood and rate each decade by putting a “P” for poor or “F” for fair; or “G” for good, where applicable:
__0 – 10; __11 – 20; __ 21 – 30; __ 31 - 40; __ 41 – 50; __ 51 – 60; __ 61-70; __ 70+
At what age did you feel your best? _____  What age did you feel your worst? _____

Please describe how you are feeling right now. Please be specific about symptoms. The purpose of sharing this information is to get an understanding of what you believe is going on in your body or areas for us to focus on. Thank you!!
___________________________________________________________________________________
___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Anything else which you would like to see addressed in your Wellness Plan?

___________________________________________________________________________________

___________________________________________________________________________________

Family History: Please tell me about your parents (or grandparents) and what diagnosis they currently have. If deceased, at what age? What was the cause?
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Are you taking any drugs which are mood altering, eg. anti-depressants or anxiety medications? __ yes; __ no.  Name of Drug and Dosage: ________________________
_______________________________________________________________________________
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Are you currently taking any heart medications? __ yes; __ no.  Which medication? What is it for? What is the dosage? How long have you had this problem?

___________________________________________________________________________________

Last MD Physical Exam: ___________; How is your B.P.? _______; Cholesterol? _________
Check off if you eat any of the following:  __ margarine? __ shortening like Crisco; __ Pam; __ canola oil; __ olive oil; __ nitrates; __ aspartame; __ splenda; __ tomatoes; __ coke; __ soybeans or soymilk; __ cruciferous veggies, eg. Broccoli, cauliflower, kale
Do you take omega 3 fatty acids, eg. Fish oil caps, cod liver oil, flaxseed? __ yes __ no

Have you ever been treated for cancer? __ yes; __ no. Type of Cancer: _____________
Details: ___________________________________________________________________________
Have you had any accidents or falls? __ yes; __ no. Please tell us when this happened and if you feel you are fully recovered now or are there some long-lasting effects?

___________________________________________________________________________________

___________________________________________________________________________________

Do you have any problems with respiratory system, eg. allergies, asthma, sinusitis, lung or bronchial problems? TB or pleurisy?  Do you smoke now? __ or did you smoke __?

__________________________________________________________________________________

__________________________________________________________________________________
Do you have any problems with your neck or spine?  __ yes; __ no; __ used to have.

___________________________________________________________________________________

Please check off the type of treatment modalities that you’ve had in the past:
□ chiropractic ;  □ reflexology □ massage therapy; □ counseling; □ healing touch; □ reiki;  □ colonics; □ osteopathy □ acupuncture; □ other energy work  
List any surgeries you’ve had and which year:  _________________________________________________
___________________________________________________________________________________
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Are you taking any medications at this time? __ yes; __ no. 

Please list the name(s) of medication(s) and what they are for:  ___________________

________________________________________________________________________________

Do you take sports supplements or vitamins for your health?  __ yes;  __ no.  

Check off any that apply and then list others:  __ protein powder; __ vitamin B; __ vitamin C;  __ vitamin E; __ vitamin A & D; __ multi-vitamin; __ calcium-magnesium; 

__ multi-mineral; __ glucosamine-sulphate; __ chondroiton; __ probiotics; Other: 

__________________________________________________________________________________

How long have you been taking supplements? __ 1 year or less; __ 1-2 years; 

__ 3 or more years; __ a number of years although not consistently. 

Please comment on how you feel when taking or not taking supplements: 

___________________________________________________________________________________

Have you ever had a sexually transmitted disease? __ yes; __ no. If yes, was the treatment successful? __ yes; __ no.  Comments: ____________________________________

Do you believe your libido is __ average; __ too strong; __ less than average.

Are you happy with your spiritual life? __ yes; __ no.  Do you sleep well? __ yes; __ no.

How many hours do you sleep on average?  __ less than 6; __ 6-7 hrs.; __ 7-8 hrs.; __ 8+.

Do you feel supported by family/friends? __ yes, I’m very fortunate; __ no, I do not feel I have enough support; __ I have people to talk with; however, I tend to shy away.

Are you worried about anything? __________________________________________________

__________________________________________________________________________________

Have you seen a natural health practitioner before? __ yes __ no.  Month or year of last visit: _______  Reason for the visit: _______________________________________________
__________________________________________________________________________________

PLEASE USE THE BACK OF ANY SHEETS TO ELABORATE IF YOU RUN OUT OF SPACE.

