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HEALTH RECORD

Name:__________________________________________________________      Date of Birth:    _____/_____/_____

Address: __________________________________________________________________________________________         

City: ________________________________  County: __________________
State: _______   Zip Code: ____________

Telephone: (Hm) _____________________________     (Wk) ____________________________   Ext: ____________

Martial Status  M  S  W  D   Ht _____  Weight _____  Age _____  Sex  M  F   Occupation ______________________

1. How are you feeling? 


2. What are you doing for your health?


( Exercise   ( Yoga   (  Relaxation Techniques  (  Meditation  (  Diet   (  Herbs   (  Vitamins   (  Minerals

( Chiropractor   (  M.D.  (  Medication   (  Other


3. Name of Doctor: __________________________  Address: _____________________________ Phone:


4. Are you having any other therapy?


5. When did you last visit your doctor? _______________What did he/she find?


6. Have you ever had surgery? ( Yes   ( No  What? ___________________________________When?


7. Are you taking any medication? ( Yes   ( No  What?_____________________________ How Often?


8. Have you ever had any accidents? ( Yes   ( No   What? ______________________________ When?


9. Have you ever had any serious illness? ( Yes   ( No   What? ___________________________When?


10. Do you sleep well?


11. Do you drink  ( Coffee    ( Tea     ( Soda Pop     ( Alcohol        How often?  


12. Do you smoke cigarettes?   ( Yes     ( No

13. How is your blood pressure?


14. How is your spine?


15. Give me an example of your daily food regime.


How much water do you drink daily?  _________Oz.


How many servings of vegetables do you eat daily?



How many servings of fruit do you eat daily?



How many servings of grains do you eat daily?



How many servings of protein do you eat daily?



How many servings of dairy do you eat daily?



How much tea do you drink daily?


16. Do you have any food allergies?


17. Do you experience any specific food cravings?  ( Yes     ( No   If Yes, When?


18. Do you exercise?    ( Yes     ( No

How often and what kind?


19. How do you feel today?


 8:00 A.M.



11:00 A.M.



 1:00  P.M.



 3:30  P.M.



 7:00  P.M.



10:00 P.M.


20. What would you like to change?


21. What are your expectations of my services?


22. Is there any thing else about your health you would like to tell me?


23. Explain detoxification in your own words:


Authorization:

Fees:  Phone or Office

· Initial Consult  - $235.00 - Covers 1 Hr. Initial Nutritional Consulting Session w/Personalized Program 

·  Follow-up - $110.00   

· New Programs - $25.00 for Patients

Signed:
Date:


