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Health History Form
Name _________________________________________Today’s Date_________________ 

Date of Birth__________ Age ______ Height ________Weight___________  Sex _______ Occupation:________________________________________________________________
Marital Status: ❑ Single ❑ Partner ❑ Married ❑ Separated ❑ Divorced ❑ Widow(er)

Are you pregnant? ____________

Primary Care Physicians Name and phone number: _______________________________________________________

Reason for Nutritional Consult:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List current health problems for which you are being treated: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Laboratory procedures performed and outcome (e.g., stool analysis, blood and urine chemistries, hair analysis):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current medications (prescription or over-the-counter): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current vitamins, herbal or nutritional supplements:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Major Hospitalizations, Surgeries, Injuries: Please list all procedures, complications (if any) and dates:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Circle the level of stress you are experiencing on a scale of 1 to 10 (1 being the lowest): 1 2 3 4 5 6 7 8 9 10

Identify the major causes of stress (e.g., changes in job, work, residence or finances, legal problems): ____________________________________________________________________________________________________________________________________________________________________________
How many hours of sleep do you get each night?__________

Is your sleep disturbed at the same time each night? _______ If yes, what time? _______
Time of day you feel the most energy or the least symptoms:

❑ 7 a.m. - 9 a.m. ❑ 9 a.m. - 11 a.m.  ❑ 11 a.m. - 1 p.m.

❑ 1 p.m. - 3 p.m. ❑ 3 p.m. - 5 p.m.   ❑ 5 p.m. - 7 p.m.

❑ 7 p.m. - 9 p.m. ❑ 9 p.m. - 11 p.m. ❑ 11 p.m. - 1 a.m.

❑ 1 a.m. - 3 a.m. ❑ 3 a.m. - 5 a.m.    ❑ 5 a.m. - 7 a.m.

Medical History

❑ Arthritis   


❑ Depression


   ❑ Inflammatory bowel disease
❑ Allergies/hay fever                      ❑ Diabetes


   ❑ Irritable bowel syndrome
❑ Asthma                                        ❑ Diverticular disease

   ❑ Kidney or bladder disease
❑ Alcoholism                                  ❑ Drug addiction

   ❑ Liver or gallbladder disease 

❑ Alzheimer’s disease                     ❑ Eating disorder

   ❑ Migraine headaches

❑ Autoimmune disease                   ❑ Epilepsy


   ❑ Neurological problems

❑ Blood pressure problems             ❑ Emphysema


   ❑ Sinus problems
❑ Bronchitis/Pneumonia                 ❑ Eyes, ears, nose, throat problems  ❑ Stroke

❑ Cancer
                             ❑ Environmental sensitivities
   ❑ Thyroid trouble

❑ Chronic fatigue syndrome           ❑ Fibromyalgia


   ❑ Obesity

❑ Carpal tunnel syndrome              ❑ Food intolerance

   ❑ Osteoporosis

❑ Cholesterol, elevated 

❑ Gastroesophageal reflux disease    ❑ Sexually transmitted disease
❑ Circulatory problems

❑ Gout

                                ❑ Seasonal affective disorder
❑ Colitis


❑Heart disease


    ❑ Skin problems

❑ Dental problems

❑ Infection, chronic

    ❑ Ulcer

     







    ❑ Urinary tract infection

Other __________________________________________________
Medical (Women)



❑ Menstrual irregularities


❑ Infertility

❑ Premenstrual syndrome (PMS)

❑Pelvic Inflammatory Disease

❑ Endometriosis



❑Vaginal infections
❑ Fibrocystic breasts


❑ Menopause

❑ Fibroids/ovarian cysts


❑ Surgical Menopause

Health Habits 




Exercise
❑ Tobacco:




❑ 5-7 days per week

Cigarettes: #/day _________________

❑ 3-4 days per week

Cigars: #/day ____________________

❑ 1-2 days per week


❑ Alcohol:




❑ 45 minutes or more duration per workout

Wine: #glasses/d or wk ___________

❑ 30-45 minutes duration per workout

Liquor: #ounces/d or wk ___________

❑ Less than 30 minutes

Beer: #glasses/d or wk ____________

❑ Walk

❑ Caffeine: 




❑ Run, jog, jump rope

Coffee: #6 oz cups/d ______________

❑ Bicycle
Tea: #6 oz cups/d ________________

❑ Swim

Soda w/caffeine: #cans/d __________

❑ Weight lift
Other sources _____________________

❑ Pilates
❑ Water: #glasses/d_______________

❑ Yoga
