Women’s Health History                  Date Form Completed:  ______________________                                            

Name: ________________________    Birth Day: ______________________    Blood Type:  ___  

Please reflect back to your childhood and reflect on your overall health since childhool. 

__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?

______________________________________________________________________________

______________________________________________________________________________

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. The number of other medications you are taking? ____
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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?

______________________________________________________________________________________

How is your B.P.? Cholesterol Results, if known: _____________________________________

Check off if you eat any of the following:  __ margarine? __ shortening like Crisco; __ Pam; __ canola oil; __ olive oil; __ nutrasweet;; __ aspartame; __ splenda; __ tomatoes; __ coke
Have you ever been diagnosed with cancer or had any cancer treatment? __ yes; __ no.

______________________________________________________________________________________
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 allergies, asthma, sinusitis, lung or bronchial problems? Anything related to the respiratory system such as TB or pleurisy? Any difficulties 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.

____________________________________________________________________________________

Please check off the type of treatment modalities that you’ve had in the past:
□ 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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Are you menstruating? __ yes; __ no; __ yes, inconsistently though due to menopause.

Started menstruating at age? ____   If applicable, what age did you stop? ____

Have you ever been pregnant and given birth? __ yes; __ no.  # of Pregnancies: ____

If you have children, what ages are they: ________________________________________________

Please check off any of the descriptions given below that apply to you now. If they were a problem in the past, please put a “P” in the line provided.

___  irregular periods; ___ heavy bleeding; ___ painful periods;  ___ fluid retention

___  mood swings; ___ gas pains or cramping; ___ acne problem; ___ endometriosis

___  ceased menstruating since: ___ (year); ___ concerned about osteoporosis

___  hormonal headaches; __ weight gain during my cycle; __ thyroid problems.

If you have been diagnosed with a thyroid condition, please provide details concerning the nature of the diagnosis; What treatment do you take/were offered? Medications?
__________________________________________________________________________________________

If you had a hysterectomy: __ uterus only removed; __ 1 or 2 ovaries removed; __ both.

Synthetic Hormone Replacement?  ___ no; __ took in the past; __ yes, am currently taking 

Have you ever been diagnosed for any other medical condition by a MD  ? ___ yes ___ no

Diagnosis:  _____________________________________________________________________________

Have you seen a natural health practitioner before? __ yes __ no.  If you care to share, please provide a little detail regarding areas worked on, eg. To correct low thyroid or get help with osteoporosis, or general detoxification.  Last year or month of visit: _______
____________________________________________________________________________________________
PLEASE USE THE BACK OF ANY OF THE SHEETS TO ELABORATE IF YOU RAN OUT OF SPACE.

