Bitterroot Natural Medicine Health History | ntake Form
Nancg Dunne, MA, ND Naturopathic thsician/ Counscling for Changc

Name: Date.
Datc of Blrtl’l Agé: SCX2 ]: M
Sing]e Married Far‘mered Separated Divorced \/Viclowecl Chi]dren’? Y N

Where, when and for what reason did you last receive health care?

Flease list, in order of importancc, 9ourhca]th concerns:

I.

2
5
4.
5

[ AMH Y | ”5] ( ZE Y: Y=ch N=No F=Fast D=Causc oFDcath
F]easc indicate if a Familg member has had any of the Fo”owing. l}cgcs, spechcg who. Write in a “D7 if the

condition was a cause of death for this person and at what age.

Anemia Y N P

Asthma/r“lag fever Y N F

Cancer Y N i

Diabetcs Y N F

E_Pﬂepsy Y N P

Glaucoma Y N F

Hear’c Discasc Y N F’

f“]gpertension Y N P

Kiclncg Disease Y N P

Mental ]”ness Y N F

Lung Discase Y N P

Strokc Y N F

Substance Abuse Y N F

Vcnercal Disecase Y N P

Othcr Y N F

CW Please indicate ixC\ljou have had:

ScaretFever Y N Diphtheria Y N Chicken FPox Y N Measles Y N
Rubc”a Y N Mumps Y N Rheumatic [Tever Y N Folio Y N
Polio Y N Measles Y N Mumps Y N Kube”a Y N

Fertussis Y N Diphthcria Y N r’icpatitis B Y N Tetanus Y N last T etanus shot



A[ l I E! ;“ :izDrugs’? Foods’? E_nvironmen’calSubstanccs’?

[Have you ever been hosPitalizcd? When and Whg?

]”nesses:

Surgcries:

Iy_ﬂ D]( é l ]( 2 51 5: |ndicate hcyou have used any of the Fo”owing:

APPetite suppressants Y N | axatives Y N Tobacco Y N

Antacicls Y N Pain Kclicvers Y N Tranquilizers Y N

Bir’th Control Fi”s or ]mplant Y N Slecping Fi”s Y N (ortisone Y N

Tl’]yroic{ Medicine Y N Otlﬂer [Hormones Y N

PLEASE ST all prescription drugs, over-the-counter drugs, vitamins or other supplements you are currently taking:__

W: Y=Yes N=No F=a condition you have had in the past
SKIN

Acne

Color Changes
Hives

Lumps

Rashes

Boils

[ czema

]tching

Moles
ScalingHaking
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HEAD
[Hair | oss

[Head ]njurg
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Headaches
Sku” fracture
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-
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EYFS
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E—HC Pain Cataracts

Doublc Vision Drgncss

G|asses or contacts G|aucoma

Impaired Vision T earing

EARS

Dischargcs P I araches P
Dizziness F’ ]mPaircd f#]earing F’
Kinging P T rauma to ear P
NOSE &5l i

]:reciuent Colds

Nose Bleeds
Stuffiness

-

Hag Fever
Sinus Pain
Persistent Runn9 Nose

-

-
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MOUTH& THROAT
Blceding Gums
Dental Cavities
[Joarseness

(Ulcerations

Digicultg Swa”owing
]:reciuent Sore T}wroat
Sore Tongue
Dhcxcfculty Speaking

-7
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NECK

Coter Y N P Lumps Y N P

Fain or Stigncss Y N F Swo”cn Glan&s Y N F

Trauma to Neck Y N F

RESPIRATORY

Astl’)ma Y N P Bronclﬁitis Y N P

Cough Y N P Emphyscma Y N P

Dhcxciculty Breathing Y N P Pain with Breathing Y N P

Fleuri53 Y N P Preumonia Y N P

Shor’mcss of Breath Y N F Sputum Y N F
With Iging down Y N P Tuberculosis Y N P
At Night Y N P Spitting up of Bloocl Y N P
With | xertion Y N P

CARDIOVASCUL AR

Angina Y N P (hest Pain Y N P

Dizziness with stancling Y N P High Blood Pressure Y N P

Heart Disecase Y N F Murmurs Y N F

Fa|Pitation5/l:luttering Y N P Fafn in Legs on Wa”dng Y N P

Rheumatic [Tever Y N P Swelling of Ankles Y N P

GASTROINTESTINAL

Belching or Fassing Gas Y N P Blood in Stool Y N I

Change in Appetfte Y N P Change in Tl’)irst Y N P

Ga” Blaclc]cr Disease Y N F [Heartburn Y N F

[emorrhoids Y N P Jaundice or Yellow Skin Y N P

[ iver Disease Y N P Ulcers Y N P

\/omiting Y N F \/omiting of Bloo& Y N F

PBowel Movements How o)cten?v e

Js this a change? % N

(URINARY

]:reciuent infections? Y N P Frequencg at Niglﬂt Y N P

|ncreased Frcqucncy Y N P ]nability to Holcl Urinc Y N P

Kidney Stones Y N P Kidney Fain Y N P

Pain on Urination Y N P Urcthral Discl’xarge Y N P

MUSCUL ATOSKEL FTAL

Joint Pain/Stiffness Y N P Proken Pones Y N P

Swe”ing of Joints Y N P Muscle cramps to spasms Y N P

Arthritis Y N P Weakness Y N P

PERIPHE RAL VASCUL AR

Coldness of Hands/Feet Y N I Varicose Veins Y N I

Deep Leg Pains Y N P Tl’)rombophlebitis Y N P

Numbness of [Jands/[Teet Y N P

NEUROLOGICAL

Dizziness Y N P Numbness or Ting]ing Y N P

Fainting Y N P | oss of Memory Y N P

Scizures Y N F Faralgsis Y N F



ENDOCRINE/BI OOD

Anemia Y N
[asy B!cccling or Pruises Y N
Excessive}‘lunger Y N

U TV TV

I xcessive | hirst

Hcat or Colc’ ]ntolcrancc
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MENTAI /A MOTIONAI

Anxietg or nervousness Y

N
Dcprcssion Y N
I” xcessive Anger Y N

U v

I~ xcessive [Tears
Mood Swings
T ension
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FEMALE REFRODUCTIVE SYSTEM
Age menses began ______

A\/erage NUI’T]}DSF O{: Days
Lcngth of Cgclc ________

Are your cycles regular? Y N F
Do you have:

Painful Menses Y
Pain During |ntercourse Y
I” xcessive I:low Y
Fremenstrual Syndromc Y

MenoPausal ngptoms Y
Breasts:
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Do you do self exams
Lumps

Pain

NiPP[e Dischargc
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Birth control
What tgpe(s)?

<

Z

N umber of Fregnancies

Number of | ive Bir’ths

Number of Miscarriages

Number of Abortions

Difficulty Conceiving

r’iistory of \/encreal Discasc

Are you sexua”g active?

Sexual Difficulties

Sexual Preferences:
r'ictcroscxual o

Bisexual

Homosexual
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MALE REFRODUCTIVE SYSTEM
[Hernias

Testicular FPain

Tcsticular Masses

< < <<

Dischargc or Hores
Prostate Disease/Fain Y
Venereal Discase Y
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Are you scxua”g active?

Sexual Difficulties

Sexual Frc]cerences:
Hcteroscxual o

Bisexual

Homosexual

HARITS Do you..

awaken rested

Z Z

S]CCP WC”

average hOUFS Olc SICCP

crjog gourwork Y N
watch television Y N

[How many hours a da57 ______

read Y N
[How many hours a da57____
take vacations Y N

Have you been treated for:
c{rug dependence

Do you use: recreational drugs

Y
alcohol a})use Y
Y
Y
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alcoholic beverages

-

What are your main hobbies/interests?

V\/hat forms of exercise do you get and how often?




