HEALTH QUESTIONNAIRE

NAME






 

DATE OF BIRTH






OCCUPATION






Do you enjoy your work?





















Are you experiencing any health problems or challenges at present? Please detail


























What symptoms are you experiencing?



















Have you had any surgeries?  Please detail and date. (Include plastic surgeries)


























Have you had or do you have any of the following?

__Heart Disease
__Cancer
__Autoimmune Disease
__Sinus problems

__Digestive problems

__Diabetes
__Kidney problems  _Lymes disease
__Liver problems
__Hormonal problems__ Lymphedema    _Thyroid problems
Please detail.




































Are you under a Doctor’s care for any of the above?



















Do you suffer from high/low blood pressure?



















Do you suffer from constipation?





















Do you suffer from frequent headaches or migraines?
How frequently?















What do you do for your headaches?





















CURRENT MEDICATIONS

What medications are you on and what are they for?































Do you take or use:

_   Laxatives

_   Pain relievers


_   Antacids
_   Cortisone

_   Tranquilizers

_   Thyroid medication

_   Sleeping pills
_   Antibiotics

_   Appetite supressants
_   Nasal decongestants

_   Birth control pills
_   Hormones

Please list any prescription or over-the-counter medications, vitamins or other supplements you are taking and dosages:

1.






 
5.








2.






 
6.








3.






 
7.








4.






 
8.








What hospitalizations or surgeries have you had?





ALLERGIES
Are you hypersensitive or allergic to:

Any drugs:








Any foods:








Any chemicals or environmental toxins:





What happens to you when you have an "allergy attack?"





Do you experience low blood sugar?









Do you have numbness in your feet or hands?







If yes, how often?











How would you describe your life?













































If you could change one thing about your life, what would it be?





























Are you:  Married
Divorced
Single
     (circle one)

Do you have children?
How many?

.

FOR FEMALES:

How many pregnancies have you had?








How many births have you had?









Do you still menstruate?










Do you suffer from PMS?










Are you in menopause/post menopause?








Do you take HRT (synthetic hormones)?








If no, what are you doing?










Have you visited a wellness center before?








Have you  seen:  aromatherapist, holistic health practitioner, naturopath, acupuncturist, homeopath, dietician, or manual lymph drainage therapist?







List alternative health practitioners you have seen in the past.





























Do you practice yoga?










Do you stretch?











How often do you exercise?










Check off any of the exercises you do.

__swim
__walk

__run

__aerobics
__step class  _ pilates
__weights
__yoga

__tai chi
__chi gong
other





What would you like to achieve with your visits to our wellness center?




























What is you favorite color?










What aromas do you like best? (e.g. floral, citrus, woody)






























DIET:

Describe a typical day’s diet.

A.M.













Mid Day












P.M.













Snacks 












Do you drink alcoholic beverages?









How often?












Do you drink coffee or beverages that contain caffeine?






How many cups a day?










How many glasses of water do you drink daily?







Do you eat dairy?
Red meat?
Chicken?
Fish?



Do you have any cravings?






















Check which of the following you crave:

__sweet
__sour

__bitter
__salty

How do you feel after eating?










Do you experience indigestion?
Gas?
Bloating?
Fatigue?


How many times do you chew your food?








Do you drink while you eat?










Do you have bowel movements daily?








Do you retain water?











Do you have swelling towards the end of the day?







If yes, is the swelling improved by elevation?



















LIFE STYLE
Main interests and hobbies:









Do you exercise?  _  Yes     _  No

If yes, what kind?









Do you have a religious or spiritual practice?  _  Yes     _  No 

If yes, what kind?









Do you eat 3 meals a day?  _  Yes     _  No 

If no, how many?


Do you average 6-8 hours sleep?  _  Yes     _  No 

If no, how many?


Do you sleep well?  _  Yes     _  No

If no, what is the problem?









Do you awaken rested?  _  Yes     _  No 

If no, what is the problem?









Do you enjoy your work?  _  Yes     _  No 

If no, why not?









Do you spend time outside?  _  Yes     _  No 

If yes, how much and in what form?








Do you watch television?  _  Yes     _  No

If yes, how much?









Do you read?  _  Yes     _  No

If yes, what and how much?









Do you take vacations?  _  Yes     _  No

If yes, how long and what kind?








Do you have a supportive relationship?  _  Yes     _  No

If no, what's wrong with it?









Do you have a history of abuse or trauma?  _  Yes     _  No

If yes, please describe:









 Rate on scale:                      mild      moderate  severe 
Musculoskeletal

Joint pain or stiffness
_
_
_
Arthritis
_
_
_
Broken bones
_
_
_
Weakness
_
_
_
Muscle spasms or cramps
_
_
_
Back pain
_
_
_
Blood/peripheral vascular

Easy bleeding/bruising
_
_
_
Anemia
_
_
_
Deep leg pain
_
_
_
Cold hands/feet
_
_
_
Varicose veins
_
_
_
Thrombophlebitis
_
_
_
Fluid retention
_
_
_

Bleeding from unusual places
_
_
_
Emotional

Treated for emotional problems
_
_
_
Anxiety/nervousness
_
_
_
Mood swings
_
_
_

Depression
_
_
_
Considered/attempted suicide
_
_
_

Tension
_
_
_
Excessive worry
_
_
_

Panic attacks
_
_
_
Lymphatic/Connective tissue

Edema                                      -            -           -                        Lipedema                              
Lymphedema                          -            -            -                        Dercums

Chronic venous insufficiency -         -         -                      Madelungs
Neurologic

Seizures/epilepsy
_
_
_

Paralysis
_
_
_
Muscle weakness
_
_
_

Numbness or tingling
_
_
_
Loss of memory
_
_
_

Easily stressed
_
_
_
Vertigo or dizziness
_
_
_

Loss of balance
_
_
_
Endocrine

Hypothyroid
_
_
_

Heat/cold intolerance
_
_
_
Hypoglycemia
_
_
_

Diabetes
_
_
_
Excessive thirst
_
_
_

Excessive hunger
_
_
_
Fatigue
_
_
_

Seasonal depression
_
_
_
Unexplained weight loss/gain
_
_
_

Change in sexual desire
_
_
_
Immune

Vaccinations
_
_
_

Reactions to vaccinations
_
_
_
Chronic fatigue syndrome
_
_
_

Chronic infections
_
_
_
Chronically swollen glands
_
_
_

Slow wound healing
_
_
_
Skin
Rashes
_
_
_

Eczema/hives
_
_
_
Acne/boils
_
_
_

Itching
_
_
_
Color changes
_
_
_

Hair loss
_
_
_
Lumps
_
_
_

Warts
_
_
_
Habits

Use alcoholic beverages
_
_
_

Ever treated for alcoholism
_
_
_
If yes, list types and amounts:









Use recreational drugs
_
_
_

Ever treated for drug dependence _
_
_
If yes, list types and amounts:









Smoke tobacco products
_
_
_

Chew tobacco products
_
_
_

If yes, list types and amounts:









Drink coffee
_
_
_
If yes, amount:









Drink black tea
_
_
_
  
Drink cola
_
_
_
Eat out often
_
_
_

Go on diets often
_
_
_
Eat excessive sugar
_
_
_

Eat excessive salt
_
_
_
GENERAL INFORMATION
Weight:

lbs.
Weight 1 year ago:

lbs.

Maximum weight:
 
lbs.

When:

Height:

ft.  
 
in.


When is your energy the best during the day?

Worst?



CURRENT ILLNESS OR CONDITION
How does your condition affect you?








What do you think is happening?








Why?










What do you feel needs to happen for you to get better?





What do you enjoy most in life?








How much change are you willing to make at this time for improving your health?




What is your goal for this visit at Beauty Kliniek Day Spa and Medical Wellness Kliniek?
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