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Naturopathic Intake Medical Questionnaire

PLEASE PRINT CLEARLY

Name:___________________________________
Date:________________

Address:_________________________________
Weight:______________

City/State/Zip:_____________________________
Height:______________

Phone:  (H)_______________
(W)______________  
Date of Birth:_________


(C)________________
Email:_______________


	Please list all health concerns:  

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	 

	Medications and OTC drugs
	Date started
	Dose & time of day taken
	Supplements 
	Date started
	Dose & time of day taken

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	

	Drugs:
	
	Environment:  i.e. grasses, trees, smoke, animals:

	Foods:
	
	

	Note year of past surgical / treatment history:

	
	Cataracts
	
	Gallbladder surgery
	
	Colon/rectal/bowel surgery
	

	
	Appendectomy
	
	Stomach surgery
	
	Splenectomy
	

	
	Hernia repair
	
	C-section
	
	Tubal ligation/vasectomy
	

	
	Thyroid surgery
	
	Hysterectomy
	
	Ovary removal
	

	
	Radiation therapy
	
	Heart surgery
	
	Neck/back/shoulder surgery
	

	
	Tonsillectomy
	
	Appy:
	
	Hip/knee/foot surgery
	

	Imaging/Special tests:

	CT scan
	MRI
	Colonoscopy
	EEG
	Echo
	EKG
	X-ray 
	
	DEXA
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	List all accidents/physical traumas/past serious illnesses/broken bones, etc.  

	

	

	

	

	

	List all childhood illnesses: 

	

	Immunizations & year:  
	Pertussis
	
	Tetanus
	
	Polio
	
	Diphtheria
	

	
	MMR
	
	Hepatitis
	
	Others:
	
	
	

	Date of last physical exam:
	Date of last screening labs:

	Date of last vision exam
	Date of last dentist visit

	Family History

	
	Father
	Mother
	Brother
	Brother
	Sister
	Sister
	Child
	Child
	Child

	Ages (if living)
	
	
	
	
	
	
	
	
	

	Health Issues
	
	
	
	
	
	
	
	
	

	Age at Death
	
	
	
	
	
	
	
	
	

	Cause of Death
	
	
	
	
	
	
	
	
	

	Check those applicable:

	Alcoholism
	
	
	
	
	
	
	
	
	

	Allergies/Asthma
	
	
	
	
	
	
	
	
	

	Alzheimer's
	
	
	
	
	
	
	
	
	

	Anemia/Blood disease
	
	
	
	
	
	
	
	
	

	Arthritis
	
	
	
	
	
	
	
	
	

	Autoimmune disease
	
	
	
	
	
	
	
	
	

	Birth defect
	
	
	
	
	
	
	
	
	

	Genetic abnormality
	
	
	
	
	
	
	
	
	

	Cancer (what kind)
	
	
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	
	
	

	Epilepsy/Seizures
	
	
	
	
	
	
	
	
	

	Glaucoma
	
	
	
	
	
	
	
	
	

	Headaches
	
	
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	
	
	

	Hepatitis
	
	
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	
	
	

	Kidney Disease
	
	
	
	
	
	
	
	
	

	Mental Illness
	
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	
	

	Thyroid problems
	
	
	
	
	
	
	
	
	

	Tuberculosis
	
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Please note if you have (or have had) any of the following:  mark  P for past, C if it is a current issue.

	
	Condition
	
	Condition
	
	
	Condition

	
	Hay fever
	
	Heartburn
	
	
	Prostate Condition
	

	
	Glaucoma
	
	Indigestion
	
	
	Kidney stones
	

	
	Sinusitis
	
	Varicose veins
	
	
	Other kidney disease
	

	
	Mumps
	
	Transient Ischemic attacks
	
	Bronchitis
	

	
	Cataracts
	
	Phlebitis
	
	
	Emphysema
	

	
	Loss of vision
	
	High blood pressure
	
	
	Pneumonia
	

	
	Color Blindness
	
	Valvular heart disease
	
	
	Asthma
	

	
	Hearing aid
	
	Heart murmur
	
	
	Lung disease
	

	
	Hearing loss
	
	Heart attack
	
	
	Diabetes
	

	
	Strep throat
	
	Heart disease
	
	
	Gout
	

	
	Head injury
	
	High cholesterol
	
	
	Osteoporosis
	

	
	Muscle disease
	
	High triglycerides
	
	
	Low blood sugar
	

	
	Arthritis
	
	Blood clots
	
	
	Eczema
	

	
	Bursitis
	
	Stroke
	
	
	Psoriasis
	

	
	Knee/Hip problems
	
	AIDS/HIV
	
	
	Rash
	

	
	Paralysis
	
	Polio
	
	
	Skin disease
	

	
	Back/Neck problems
	
	Mononucleosis
	
	
	Acne
	

	
	Physical handicap
	
	Tuberculosis
	
	
	Multiple chemical sensitivity

	
	Hives
	
	Lyme Disease
	
	
	Parkinson's Disease
	

	
	Allergies
	
	Venereal Disease
	
	
	Endometriosis
	

	
	Auto immune disease
	
	Urinary tract infection
	
	
	Hypothyroidism
	

	
	Liver disease
	
	Measles (2 weeks)
	
	
	Hyperthyroidism
	

	
	Pancreatitis
	
	Rubella (German 3-day measles
	
	Cancer of any kind
	

	
	Ulcer
	
	Herpes (oral or genital)
	
	Headaches
	

	
	Jaundice
	
	Rheumatic/ Scarlet fever
	
	Migraine headaches
	

	
	Hepatitis
	
	Chicken Pox
	
	
	Convulsions/Seizures
	

	
	Gallstones
	
	Genetic abnormality
	
	
	Fainting spells
	

	
	Hiatal hernia
	
	Birth defect
	
	
	Loss of consciousness

	
	Hernia
	
	Eating disorder
	
	
	Paresthesias/neuralgia

	
	Diverticulosis/colitis
	
	Blood disease
	
	
	Anxiety/Depression
	

	
	Hemorrhoids
	
	Blood transfusion
	
	
	Psychiatric illness
	

	
	Other bowel disease
	
	Anemia
	
	
	Alcoholism
	

	
	Gallbladder disease
	
	Suicide attempt
	
	
	Drug addiction
	

	
	
	
	
	
	
	Other:
	

	Review of systems:  Check any that apply within the past 6 months/ or if it has been significant in the past

	General:
	
	Mouth & Throat:

	
	Appetite Increased or Decreased
	
	
	Frequent sore throats

	
	Fatigue
	
	
	Sore tongue

	
	Difficulty falling asleep
	
	
	Sores in mouth/on lips

	
	Wake frequently
	
	
	Gum problems

	
	Wake early, can't go back to sleep
	
	
	Root canals

	
	Weight gain-amount_______lbs
	
	
	Silver fillings

	
	Weight loss-amount_______lbs
	
	
	Tooth pain

	
	Frequent chills and/or fevers
	
	
	Missing teeth/implants/dentures

	
	Night sweats
	
	
	TMJ/jaw problems

	Skin:
	
	
	Teeth grinding

	
	Rashes
	
	
	Bleeding gums

	
	Infection
	
	
	Speech difficulties

	
	Growths
	
	
	Frequent tonsil infections/strep throat

	
	Change in hair/nails
	
	
	Frequent hoarseness

	
	Change in mole (size/color)
	
	
	Difficulty or pain with swallowing

	Review of systems:  Check any that apply within the past 6 months/ or if significant in the past

	
	Hair loss
	
	
	Bad breath

	
	Acne/boils
	
	Vascular:

	
	Skin sores that won't heal
	
	
	Anemia

	

	

	Skin:
	Itchy skin
	
	Vascular
	Easy bruising/bleeding

	
	Hives
	
	
	Deep leg pain

	Head:
	
	
	Varicose veins

	
	Frequent or severe headaches
	
	
	Cold hands/feet

	
	Migraines
	
	
	Thrombophlebitis

	
	Head trauma
	
	
	Fluid retention

	
	Dizziness
	
	
	Swelling in hands/feet/ankles

	Eyes:
	
	
	Legs cramp with walking

	
	Double or blurry vision
	
	
	Stroke/Transient ischemic attack

	
	Vision problems/worsening eyesight
	
	
	Clots/DVT's

	
	Wear glasses/contacts
	
	
	Low blood pressure

	
	Frequently see "floaters"
	
	Respiratory

	
	Color Blindness
	
	
	Cough

	
	Light sensitivity
	
	
	Spitting up blood

	
	Temporary loss of vision
	
	
	Wheezing

	
	Eye pain/strain
	
	
	Difficulty breathing/shortness of breath

	
	Tearing/Redness/Dryness
	
	
	Pain with breathing

	
	Cataracts/glaucoma
	
	
	Shortness of breath lying down

	Ears:
	
	Resp. 
	Shortness of breath at night

	
	Impaired hearing
	
	
	Shortness of breath with exertion

	
	Ringing/buzzing in ears
	
	
	Positive TB test

	
	Earaches
	
	
	Cough up mucous-color_____________

	
	Itchy ears
	
	Heart:

	
	Frequent ear infections
	
	
	Heart disease

	Nose & Sinuses:
	
	
	High blood pressure

	
	Frequent colds
	
	
	Chest pain, pressure or tightness 

	
	Nose bleeds
	
	
	Heart palpitations/irregular or fast heartbeat

	
	Runny nose/stuffy nose/PND
	
	
	Chest pain worse with movement

	
	Loss of smell
	
	
	Chest pain worse with deep breathing

	
	Frequent sinus infections
	
	
	Chest pain worse with exertion

	
	Hay fever
	
	
	High cholesterol or triglycerides

	Gastrointestinal
	
	Urinary:

	
	Heartburn or indigestion
	
	
	Burning or pain with urination

	
	Stomach pain
	
	
	Frequent urination

	
	Abdominal pain
	
	
	Urinate more than once per night

	
	Change in thirst
	
	
	Inability to hold urine

	
	Change in appetite
	
	
	Bladder infection

	
	Nausea
	
	
	Blood in urine or dark urine

	
	# Bowel movements per day _________
	
	
	Trouble starting or stopping urine

	
	Change in bowel habits
	
	Neurologic

	
	Constipation
	
	
	Fainting

	
	Diarrhea
	
	
	Seizures

	
	Blood in stools
	
	
	Paralysis

	
	Change in color or shape of stool
	
	
	Muscle weakness

	
	Belching or gas
	
	
	Numbness or tingling

	
	Hemorrhoids
	
	
	Loss of memory

	
	Black & tarry or white, clay colored stools
	
	
	Loss of balance

	Male Reproduction
	
	Female Reproduction

	
	Hernias
	
	
	Date of last gynecological exam_________

	
	Testicular masses
	
	
	Date of last menstrual period ___________

	
	Testicular pain
	
	
	# Days menstrual flow _________

	
	Have you previously been sexually active?
	
	
	# Days between cycles________

	
	Are you currently sexually active?
	
	
	Are your cycles regular_________

	
	Form of birth control, if any ____________
	
	
	Excessive flow

	

	

	
	Discharges or sores?
	
	
	Bleeding between periods

	
	Any sexual difficulties/concerns? _______
	
	
	PMS

	
	Premature Ejaculation
	
	
	Menstrual cramps

	
	Erectile dysfunction
	
	
	Endometriosis

	
	(Optional) Sexual preference (circle)
	
	
	Abnormal vaginal discharge

	
	Heterosexual    Bisexual     Homosexual
	
	
	Fibroids/ovarian cysts

	Endocrine:
	
	
	Menopausal symptoms

	
	Thyroid problems
	
	
	Number of pregnancies _________

	
	Heat or cold intolerance
	
	
	Number of live births

	
	Hypoglycemia
	
	
	Number of miscarriages

	
	Excessive thirst
	
	
	C-section

	
	Excessive hunger
	
	
	Infertility

	
	Unexplained weight loss or gain
	
	
	Surgical menopause

	
	Change in sexual desire
	
	
	Describe surgery:

	
	Seasonal depression
	
	
	

	Musculoskeletal:
	
	Female Reproduction

	
	Joint pain or stiffness
	
	
	Reproductive cancer

	
	Muscle spasms/cramps
	
	
	Vaginal Candidiasis

	
	Restless legs/leg cramps at night
	
	
	Vaginal infections

	
	Muscle weakness/aches
	
	
	Pelvic inflammatory disease

	
	Back/Shoulder/Bone pain
	
	
	Have you previously been sexually active 

	
	Hip/knee/feet pain
	
	
	Are you currently sexually active?

	
	Unusual numbness/tingling
	
	
	Form of birth control, if any

	Emotional:
	
	
	Pain during intercourse

	
	Anxiety
	
	
	Date of last mammogram

	
	Depression
	
	
	Breast pain/lumps/nipple discharge

	
	Mood swings
	
	
	Breasts-do you self exam regularly_______

	
	Treated for emotional problems
	
	
	Fibrocystic breasts

	
	Feelings of loneliness
	
	
	Date of last pap

	
	Thoughts of suicide
	
	
	History of abnormal pap

	Immune:
	
	
	Age of first period

	
	Vaccinations
	
	Skin:

	
	Chronic Fatigue syndrome
	
	
	Rash

	
	Chronically swollen glands
	
	
	Acne/boils

	
	Chronic or frequent infections
	
	
	Color changes

	
	Slow wound healing
	
	
	Moles have changed color/size

	Skin:
	
	
	Psoriasis

	
	Warts
	
	
	Itching

	
	Hair loss
	
	
	Dry skin

	Habits:

	
	Use of alcoholic beverages- list type & amount (note per day/week/month or year):

	
	Have you been treated for alcoholism in the past?

	
	Use of recreational drugs-list type & amount (per day/week/month or year)

	
	Use of tobacco products (smoking or chewing)-list type, amount used per day & overall length of time for tobacco use:

	
	

	
	Have you been treated for substance abuse in the past?

	
	Coffee/ black tea/soda 

	
	Frequent dieting- if so, what kinds of diets have you used?

	Lifestyle:
	The information you provide will be helpful in evaluating your case from a holistic viewpoint.  This information is confidential.  

	
	

	
	Main interests & hobbies:

	
	Exercise-amount & type per day/week:

	
	Do you have a religious or spiritual practice that you feel supports you?  

	
	Do you average 7-8 hours sleep per night?           If no, how many?

	
	Do you awaken rested?         If no, why?

	
	Where born?/Genetic lineage?

	
	List types of jobs you've had in the past, with number of years worked in each (most recent first). 

	
	

	
	

	
	No. hours worked daily?  Do you enjoy your work?  Why or why not?

	
	

	
	List names/relationships of those living in your household-please include pets, too!

	
	

	
	

	
	Amount of time spent outside per day/week & for what activities

	
	

	
	Amount of television viewing daily/How do you typically relax?

	
	List geographic locations where you've lived in the past & no. years in each:

	
	

	
	Countries outside the U.S. or Canada that you've traveled to:

	
	

	
	Checking for possible toxic exposures;  have you ever been exposed to the following (circle all that apply):

	
	Mold in a place you've lived
	
	Asbestos
	
	Herbicides/Pesticides

	
	Lead paint
	
	Chemicals/solvents
	
	Mining

	
	Do you feel supported by your current relationships?          If no, what would you change?

	
	

	
	

	
	Is there any history of abuse or personal trauma in your life?

	
	

	
	

	
	How does your current health conditions impact the activities in your life.  How are your activities limited or changed by your current health?

	
	

	
	

	
	

	
	

	
	Typical food intake/choices per day and time you typically eat each meal:

	
	Breakfast:

	
	Lunch:

	
	Dinner:

	
	Snacks:

	
	Cravings:
	Aversions:

	
	Fluids/Amt. water per day:

	
	Describe usu. Daily life for past 24 hours:

	
	

	
	

	
	What gives you joy in life-hobbies?

	
	

	
	

	
	Anything else you feel is important that the physician be aware of with regards to your health?

	
	

	
	

	
	

	
	When was the last time you felt well?

	
	Major emotion in past mo.?

	
	Goals overall?

	
	

	
	

	
	What specifically would you like addressed today?

	
	

	
	Biggest stressor/challenge in your life?  

	
	

	
	Biggest aggravation/anxiety  in your life?

	
	

	For physician use:
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