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What is your motivation to see us?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What other modes of health care have you explored as a result of this?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does this interfere with your ability to
 work   sleep   daily routine   exercise   relax   socialize  other_______________________
When did it begin? _______________________________________________________________________________________________________
Were you doing anything in particular when it started?
____________________________________________________________________________________________________________________________
Is this a work related injury/complaint? Y/N______________ If ‘Yes’, please elaborate:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DOCTORS NOTES (OPPQRST)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any current medications or supplements you are taking (name and dosage) 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Date of last physical exam? ___________________________________
Any abnormal findings? __________________________________________________________________________________________________
Previous injuries or traumas (type and date)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list surgeries, hospitalizations or procedures you have undergone:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any conditions or illnesses you currently experience, or have experienced in the last 6 months:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please check any of the following you have experienced in the last 6 months:
Gastro-Intestinal
	Poor Appetite
	
	Heartburn
	
	Excessive Appetite
	

	Frequent Nausea
	
	Excessive Thirst
	
	Vomiting
	

	Constipation
	
	Diarrhea
	
	Hemorrhoids
	

	Black/Bloody Stools
	
	Liver Problems
	
	Gas/Bloating 
	

	Gall Bladder Problems
	
	Colitis
	
	Abdominal Cramps
	



Musculo-skeletal 
	Low Back Pain
	
	Pain b/w shoulders
	
	Painful/Clicking Jaw
	

	Arm Pain
	
	General Stiffness
	
	Difficulty Walking
	

	
	
	Neck Pain 
	
	
	



Genito-Urinary
	Frequent Urinary Tract Infections
	
	Painful Urination
	

	Discoloured Urine
	
	Frequent Urination
	



Cardio-Vascular-Respiratory
	Chest Pain
	
	Shortness of Breath
	
	High Blood Pressure
	

	Irregular Heartbeat
	
	Heart Disease
	
	Lung Disease
	

	Varicose Veins
	
	Ankle Swelling
	
	Stroke
	



Ears/Eyes/Nose/Throat
	Change in Vision
	
	Ringing in Ears
	

	Painful Swallowing
	
	Frequent Cold/Flu
	



Nervous System 
	Nervous/Anxiety
	
	Numbness
	
	Paralysis
	

	Dizziness
	
	Forgetfulness/Confusion
	
	Depression
	

	Fainting
	
	Convulsions
	
	Tremors
	

	Cold/Tingling Limbs
	
	Difficulty Hearing
	
	
	



Reproductive System 
	Pregnancy
	
	Menstrual Irregularity
	
	Abnormal Menstrual Pain
	

	Vaginal Pain
	
	Breast Pain
	
	Sexual Dysfunction
	

	Prostate Problems
	
	Difficulty Conceiving
	
	Impotences
	



General
	Fatigue
	
	Headache
	

	Allergies
	
	Fever
	



How often do you exercise (x/wk) ____________How many hours do you exercise (/wk)___________
What kind of exercise do you do? ___________________________________________________________________
How much water do you drink per day (8 oz) ______________
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