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Living Alchcmg
HEALTHCARE




 
Name                                                       Date                           Email (add to newsletter (Y/N))
Age                DOB
         Time                            Place of Birth:  City
State

Place of Childhood
Other Places Lived
Home Address
City
State
Zip
Occupation
Marital Status

Daytime Phone
Evening Phone

Referred by
Family Physician

 Primary Concerns (in order of importance & how long they have troubled you):
Other / Minor concerns:
Personal / Family History:
Do you or your family members have a history of:  (check and circle the appropriate ones)
	
	Myself
	Family  Member
	
	Myself
	Family  Member

	
	
	Maternal
	Paternal
	
	
	Maternal
	Paternal

	Allergies to Food or Drug …………..
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Heart Surgery  ………………………
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Anemia …………………………….
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Hepatitis A  …………………………
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Arthritis ……………………………
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Hepatitis B  …………………………
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Asthma, Pneumonia, TB ……………
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Hepatitis Non-A / Non-B  ……………
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Blood Pressure, High / Low ………..
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	HIV Exposure  ………………………
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Cancer ……………………………
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Implant, Prosthesis  ………………….
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Chemotherapy / Radiation Treatment 
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Kidney or Bladder Disease  …………..
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Chest Pain / Angina.……………….
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Mononucleosis, Jaundice, Gallstone ….
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Contact Lenses …………………….
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Pain in the Ear, Ringing in the Ear……. 
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Dental Treatment Complications.…...
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Popping, Clicking, Locking of The Jaw.. 
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Diabetes……………………………
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Prolonged Bleeding When Cut ……….
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Dizziness …………………………..
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Psychiatric Treatment  ……………….
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Epilepsy, Convulsions, Seizures …….. 
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Rheumatic Fever …………………….
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Fainting ……………………………
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Shortness of Breath  ………………….
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Feet or Ankles, Swelling ……………
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Stroke / Cerebro Vascular Accident …. 
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Glaucoma, Eye Surgery  …………….
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Thyroid Disease or Medication………..
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Heart Attack ……………………….
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Ulcers, Intestinal Bleeding  …………..
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]

	Heart Disease / Heart Murmur…......
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]
	Venereal Diseases  …………………..
	Yes  [   ]
	Yes  [   ]
	Yes  [   ]


History of Any Other Disease or Problems?  (Please list any other illnesses, surgeries, diseases, injuries, trauma, emotional stresses, mental stresses, life-style conditions, addictions, alcohol, drug abuse, changes of weight, or anything else to help us clearly understand your health condition)  

Family history: Any other family illnesses? 
Please check any recent changes or concerns in the following areas:
	· Dryness (skin, lips, hair, nails, colon, cough)
· insomnia

· gas / bloating 

· constipation

· muscle: twitching, cramping, numb, weak
· joint pain, cracking

· stiffness 

· shifting, tearing pain 

· cold extremities

· restlessness

· worry, fear, anxiety
	· diarrhea, loose stool
· nausea / vomiting
· migraines 

· rashes, acne, hives
· easily bruising 

· excess thirst 

· burning, sharp pain 

·  bleeding 

· tenderness to touch 

· excess body heat

· interrupted sleep
· anger, rage, envy, judgment, critical
	· congestion 

· food / respiratory allergies 

· edema 

· heaviness 

· dull, vague pain 

· cold clammy hands 

· frequent urination 

· excess oily skin

· excess sleep 

· depression, greed, attachment

· mental lethargy


	· coating on tongue 

· low fever 

· excess sleep 

· aches / pains 

· malaise 

· lethargy 

· lack of energy 

· lack of taste, appetite

· indigestion

· sinking stool
	· energy level (low, medium, high)
· throat

· eyes

· ears

· chest

· lungs

· heart

· circulation

· urine: clear/cloudy 

    burning, odor


	Females:  
Menopause?  Yes   No   Age ______    Pregnant?  Yes   No    Number of Months______ Birth Control Pills?  Yes   No     
Are your cycles regular? _____ Last Menstrual Period__________ How many days long is your cycle? ________

How many days between cycles ie days between the first day of each period? ______________

Flow heavy, moderate, light? ____________    What color is the blood? ________      Any clots? ________

Do you experience pain during your period? ______Do you have tender breasts and/or PMS before period? _______


Medical and Practitioner History:                                                                              Are you currently under a physician’s or other health practitioner’s care for a specific medical problem or condition?  If so, What for? Who? Field of specialty? 
Last physical examination (date)?


Height 


Weight 

What prescription drugs or medications are you currently taking? For what condition? Dosage? Side effects? Date started? 

What non-prescription drugs, medications, supplements or recreational drugs are you taking?  
What surgeries have you had? 
When?  

Daily routines:

Exercise / Recreational activity?

Relaxational activity? (yoga experience?)

Sleep Schedule?

Work Schedule?
Meals, indicate time(s) of day and food choice:

Diet:        vegetarian      non-vegetarian  

Breakfast:
Lunch:
Dinner:
Beverages and Snacks:

Daily water intake:
Heath History Intake Form


Welcome to our practice, we share the vision to assist you in education and guidance toward a balanced body, mind, and spirit. Please take the time to be present and thoughtful in the completion of this intake. This will save time and allow for a deeper understanding in our initial consultation. Please note Ayurvedic, Yoga Therapy, and Massage Practitioners do not diagnose illness, prescribe medical treatment, or in any way perform the function of a medical doctor. Blessings upon your journey to health!
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