
C O N F I D E N T I A L   C L I E N T / P A T I E N T   H E A L T H   H I S T O R Y 
Dear Client/Patient:  Please complete this questionnaire.  Your answers will assist us to 
determine the proper course of treatment for your unique health situation.  Thank You. 
 

 

 
Please describe your present symptoms or major complaint(s). (If none, go to back of form): 

 
Name: __________________________________________________________           Date: ______/_____/_______ 
Street Address: ______________________________________________________________________________________ 
City: _________________________________________________   State: __________   Zip: _____________-___________ 
Occupation: _______________________________________   Employer: ______________________________________ 
Date of Birth: _____/_____/_______     Age: ______        Single: ____ Married: ____ Divorced: ____ Widowed: ____ 
Spouses Name: __________________________ 
Emergency Contact: (Name & Phone) __________________________________________________________________ 
Client Cell Phone: ________-_________-______________ 
Home Phone: _______-________-______________ Work Phone: _______-________-______________ 
Email Address: ______________________________________________________________________________________ 
 

 

Doctors’ Name: _______________________________   Referred By: _________________________________ 

List Medications: 

1- _________________________  2- _________________________  3- __________________________ 
4- _________________________  5- _________________________  6- __________________________ 
7- _________________________  8- _________________________  9- __________________________ 

List Vitamins, Minerals & Supplements: 

1- _________________________  2- _________________________  3- __________________________ 
4- _________________________  5- _________________________  6- __________________________ 
7- _________________________  8- _________________________  9- __________________________ 

 

 

 _______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________ 

Is the condition:   ____ Improving?     ____ Getting Worse?     ____Constant?     ____ Comes & Goes? 
Has there been a medical diagnosis? ______     If yes, what is it? _________________________________________ 
When was it made: _____/______/_______    By Whom? ___________________________________________________ 
When did you first notice this complaint? ____/_____/_______  ___________________________________________ 
What do you think is the cause? _______________________________________________________________________ 
What aggravates the condition? _______________________________________________________________________ 
What have you done to get relief? _____________________________________________________________________ 



 


