    HEALTH  HISTORY -- Men                                                   

Name: ________________________ Age: ____  Blood Type:  ___  Date:  ______________

Please reflect back to your childhood and give a rating for each decade of your life. If you were feeling poorly during your 40’s, then please write a “P” beside 41-50. If you were your best during your 20’s, then choose either a “VG” for very good or “E” to put in that blank. Here are all the ratings: “P” poor; “F” fair; “G” good; “VG” very good; “E” excellent’

__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(s) did you feel your worst? ___________

Please describe how you are feeling right now. Please be specific about symptoms.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Is there anything else which you would like to see addressed in your Wellness Plan?

______________________________________________________________________________

______________________________________________________________________________

What type of diseases or medical conditions are part of your family history?

______________________________________________________________________________

______________________________________________________________________________

Are you taking any medications which impact on your emotions or moods such as anti-depressants or anxiety medications? __ yes; __ no.  Which medication? What is the 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?

______________________________________________________________________________

______________________________________________________________________________

Have you ever been diagnosed with cancer or had any cancer treatment? __ yes; __ no.

______________________________________________________________________________
______________________________________________________________________________
Have you had any accidents or falls? __ yes; __ no. If so, please identify the year in which the incident occurred and what happened afterwards in terms of hospitalization or recovery time. Please tell us if you feel you are fully recovered now or are there some long-lasting effects?

______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________

Do you have any problems with allergies, asthma, sinusitis, lung or bronchial problems? Anything related to the respiratory system such as TB or pleurisy? Any difficulty at all with breathing, eg. are you sometimes winded? Do you smoke now __ or did you smoke __?

______________________________________________________________________________

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

______________________________________________________________________________

Have you received any of the treatments listed below more than once during the past 5 years?

□ chiropractic ;  □ reflexology □ massage therapy; □ cranio-sacral therapy; □ healing touch; □ reiki;

□ colonics; □ trager; □ therapeutic touch; □ other energy work ___________________________
______________________________________________________________________________

List any surgeries you’ve had and the year:  _________________________________________
______________________________________________________________________________
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Have you ever been given a diagnosis of any disease by a medical doctor? ___ yes ___ no

Diagnosis:  ___________________________________________________________________

Are you taking any medications at this time? __ yes; __ no. Name of Medication(s) and please tell us what they are for beside the name:  __________________________________________

_____________________________________________________________________________

Do you take supplements for sports or recreation:  __ yes;  __ no.  Are they natural? __ yes;

What type of supplements do you take? __ protein powder; __ vitamin B; __ vitamin C;

__ vitamin E; __ vitamin A & D; __ multi-vitamin; __ calcium-magnesium; __ multi-mineral; 

__ glucosamine-sulphate; __ chondroiton; __ others: _______________________________

____________________________________________________________________________

How many months/years have you been consistently taking supplements? __ 1 year or less;

__ 1-2 years; __ 3 or more years; __ a number of years although not consistently.

Do you feel your supplements have contributed to lessening symptoms and general improved wellness? Please comment:  _____________________________________________________

​​​​​​​​​Have you ever been given a program for taking supplements under the direction of a natural health care practitioner? __ yes; __ no. My compliance with supplements is __ excellent; __ good; __ fair; __ in need of improving.

Have you ever had a sexually transmitted disease? __ yes; __ no. If yes, was the treatment successful? __ yes; __ no.  What happened? ______________________________________

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

Have you ever had your hormones tested? __ yes; __ no. If yes, when: _________________

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 you have family or friends with whom you can talk about personal matters and feel supported by them should you have a problem? __ 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? __________________________________________________

______________________________________________________________________________

