ry Questionnaire

Name:

Date: 2 /24 |7
Date of Birth: Age __Q.QC)_

Email:
Phone:

Please tell me your most important health concerns at this time. ©co \oe'>

What other health concerns do you have at this time?

1.___Constipation

2,

3.
Please list other doctors, chiropractors, acupuncturists and physical therapists you see and for what:
1. D¢ Tvwomas  Forest, W pemnkon — upPPer oV cal
2.

3.
List prescription medicine you now take (include dosage, reason you take it):

Medication Dose per Day How long? Reason for medication

_None,

Rare  Mokaow=

Please list over-the-counter medicines, vitamins, and food supplements you take and why?:
Sypplement Dose per Day How long? Reason for medication

R €amMa
&' )

Mo alucnale
- ol

Niocnamide .

Are there any adverse effects from any of the above? If so what is it and is it a concern?

NO

Medical History (Please include dates):
Any Major illnesses that have been diagnosed or suspected:

lliness When? How diagnosed? (lab, imaging, symptoms)
O,\
Injury/Trauma/Accidents
What? What was injured? When?

O




Surgeries/Hospitalizations:

SurgerylHospstahzatlon When?
utorivwe C,Ul‘)f 204
Nn L

Yomone do] =

Anaphylactic Reactions or severe reactions (medications, food, stings) to:

Sensitivities (medication, supplements, foods, etc.)
G luten

Recent Medical Care; Where did you last receive medical care?

For what reason(s)?

Date of last physical exam:

Do you visit the dentist annually or more frequently? Y i
Characterize your dental health Poor Fair Goo reat
Gum-periodontal health Poor_ Fair Good (Great

Height_£'S Weight_ | 20 Max weight \{O  Desired weight 1\ <7

Date of last lab work:

Circle if the symptom has occurred in the last year. Please check mark if the symptom

occurred in the past, 1 for not often, 2 for occasional, 3 for often.

Weight gain fatigue-_ Spontaneous Heat intolerance

i Weightloss > (] ﬁ?_\rg__;nfagggg_, sweatin Cold
Weight gain (20lbs) | Weakness — eats intolerance
Weight loss (20 Ibs) | Excessive thirst Fever/chills Cold
History of dieting Anemia hands/feet

Other:

Skin d Dry skin__> Acne Athlete’s foot Any change to nails
ltchy skin Eczema Nail fungus Any change to skin
Rashes Psoriasis Moles color
Hives Shingles Varicose veins Any change to

moles
Bruise Fungal Bumpy skin back of | Other:
asily Rash/ringworm arms

Head Headaches Dizziness Trauma Seizures

{ Migraines ™ Vertigo Hair Loss
Other:

Eyes Dry eyes Blurred vision Styes Vision correction;
Watery eyes Double vision Cataracts Nearsighted
ltchy eyes Sensitive to light Vision loss Farsighted

Last exam___ Eye pain Poor night vision Other:
Red e_yes Contacts
Eye discharge Glasses
Laser

o e
™ C&W{

kg
oc&~-

A0



Ears Ear pain Discharge from ears | Ear infections Hearing Aids

ltchy ears Ringing in ears Ear infections as Other
Waxy ears Hearing loss child

Nose & Sinuses | !tchy nose CHay-fever/Allergies Breathes thru CPAP use
Discharge from Post nasal drip mouth Snores Other:
nose Nosebleeds
Phlegm Loss of smell

Mouth & Dry mouth Sore throat Dentures Jaw clicking
ltchy mouth/lips Difficulty swallowing Inflamed/bleeding T™J

Throat Sores on mouth/lips | Loss of taste gums

Last dental exam Bad breath Hoarseness Teeth sensitivity
Braces

C'V\‘\m‘) fo \’N (\’Q“CR

¢ ¢ A
Neck Neckpain ) | Swollep glands Trauma Other: \_\65’ @ =l de
oD %ﬁ 2

O , QO%\N&S on L
Respiratory Shortness of breath | Asthma Exposure to: Tuberculosis
Wheezing Bronchitis/Pneumonia| Chemicals Other:
Pain with breath Persistent cough Solvents
Coughing up blood Particulates
Cardiovascular | High blood pressure | Heart races Cold hands/feet Clots
Low blood Pressure | Palpitations Purple fingers/lips Varicose veins
LastEKG High Cholesterol Chest tightness Heart murmur Spider veins
Chest pain Difficulty breathing at | Dizzy on standing Calf pain-night
Heaviness in legs night Exhaustion with Calf pain-walking
mild
Bleeding issues Swelling in ankles exertion Other:
sk Hoo\pt ~ Sood celoted.
Gastrointestinal | Poor appetite Nausea Intolerance to Fatigue after eating
(u er) Excessive Vomiting foods: (list foods) Anal itching
L l:pn i appetite/thirst Burping Liver disease
SELERCOSRORY —— Changes in appetite | Belching Gall bladder disease
Trouble swallowing | Heartburn Treated for
parasites
Stomach pain H. pylori
Ulcers

Gastrointestinal | Abdominal pain <Cﬁnsﬁpa1ion\<1 stool }~Stool hard to pass NStool shape: -
el 2 SO0

Abdominal bloating | a ing sioo one piece

(lower) Gas/flatulence day [ Loose stools > | -iittle pellets -
Last colonoscopy . Painful Stool requent stools >3 | breaks up
5 Hemorrhoids day -other:
History of ; . ;
Last rectal exam __ abdominal/pelvic g:oog b St?mf ;thgllgs;ested food in
surgery Sathan sools Color:
-yellow
| -green__
-brown -5
black

< qb\f&“* ¥ C\Cﬁ’d.@ﬁ — Mm% Dfd\‘
e \'U\ N e &



rlzidney/Urinary Fn_equent urination | Kidney infections Dripping after Color:
Urinate <3x day Bladder infections urination Light yeliow
Can't hold urine Urination at night Bed-Wetting Dark yeliow
Urination with cough Pain/burning with Red urine
or sneeze urination Other: Cloudy
Strong smelling
Musculoskeletal Pain in- Painful  bones Chronic  pain Herniated/bulging
Arms  Shoulders Tight Shoulders Loss of height disc
Arthritis
Neck Hands Pain Muscles Osteoporosis Rheumatoid arthritis
¢ Upperback > Swollen Unable to sit straight| Tendonitis
i knees/elbows =N
C @) Buming W ) |# Broken bones __
due
Hips Legs Spasms/cramps ( to pain DEXAY N
Knees Feet Morning stiffness When Normal?
Neurological Fainting Poor Concentration | Loss of grip Head trauma
Dizziness/vertigo Memory loss Loss of muscle tone | Other:
Numbnessftingling -long-term Muscle weakness
Where? -short term Head heavy N
Trembling hands Lack of alertness Heavy exiremities
Endocrine Hypothyroid - Hypoglycemia Fatigue Unexplained weight
surgical Hyperglycemia Poor appetite gain / loss
~Hashimoto’s -DM1 Excessive Hunger Other:
-unknown cause -DM2
Hyperthyroid -Medications Y N
Cold hands/feet Excessive thirst
Cold intolerance
Immune Slow wound healing| Chronic fatigue Chronically swollen Frequent colds/flus
Reactions to] syndrome glands Herpes
Vaccines
Cancer Auto immune Chronic Infections Warts
disorder
Mononucleosis Chicken pox Other:
Shingles
faY
. Women only Menses: Sexually active Y \N Spotting Vaginal
Age of first: ; between -itching
# Pregnancies —_ -
Days bleed:_____ #Live births . menses PMS -discharge
Length of cycle:____ Gender you are -irritability -odor
: . . - diness -dryness
Date of last menses: sexually active with? | “M00 :
Heaviest Men Women Both -crave sweet Infections
flow day: Type of birth contro?| ~Crave sait -yeast
Heavy ~—— | -Birth control pills | ~loating -bacterial
days -IUD Cu+ / Hormone | ~Dreast tendemess | _viral
#pads/tampons: -Con dOll"nS | -crave salt History of STIY N
Clots? -Implant Fatigue with menses
Cramps 12345 R Miss menses —_—
Medication Y N Occ ?,epo sthm Imegular menses | Difficulty conceiving
H - vasectomy Libido 1-5
ysterectomy Other e
Fibroids
Cystic Pain




Women only Breast ~~"\History of Menopause Hormone
Monthly self exar@ /mammogram Age _ Yrs ago_p replacement
/N(——\\ Abnormal -standard
<[ Fibrous breast ) | mammogram T N -natural -
<] ribrous pbreast
Breastfed achild | + PAP history &_%‘;—;wah::t—s——’) herbal
Implants -Cryo : Other:
Reduction -LEEP ﬁ‘;‘;&g‘:‘i\
Nipple discharge +Vaginal dryness
Men only Sense of full bladder Discharge from penis| Testicular pain Sexually active Y N
PSA test Difficulty urinating Sore on penis Testicular lump Gender you are
Prastaie.comm Pain with urination History of STI Y N Testicular sexually active with?
— Wake >1x to urinate | Premature monthly exam Y Men Women Both
Dripping after ejaculation N Type of birth / STI
urination Erectile dysfunction | History of prostatitis | control?
Strain with urination | Sexual difficulties Vasectomy
gischarge fr(_)m penis| Libido 1-5 __ Pain in genitals Condoms
ore on penis Harmiig
Emotional & Unexplained crying Self-blame Indecisiveness Memory impaired
Loss of interest Excessive guilt Inability to -recall words

Mental

Boredom Socially withdrawn concentrate Anxiety | -learn new tasks
Restless Irritability Overly concerned Unable to recognize
with or
Panic attacks Worry social encounters identify objects
Aggression Loss of confidence / | Thought of suicide Disturbance in
self-esteem planning or execution
of plan

Sleep Difficuity falling Wake catching Hours sleep Apnea
Difficulty staying breath Hours Sleep needed Treatment Y N
Wake refreshed Snore

Wake tired e

Exercise Never Inten Bike Swim Other:

0-2 x week 2- <@g__§é?e> Hike  Weights
ixb Easy going Run
‘ 5 + x week Gym ' \ 1
S A m ol Wils
Lifestvle Spiritual participation | Art Married Usg of
ty Yoga Knitting # Children Daily/Weekly/Monthly,
Tai chi Quilting # Children living with Alcohol AR
Chi kung Drawing you 5 Marijuana
Meditation C @ Tobacco
Other: Other Other
VUV




Average Diet] Breakfast Lunch Dinner Snacks
When When When When

what you eat ' o o ; :

(What y . ) | What . What 0 o | Wt oy wna& @Lﬂ(}o
Quantity ? @()DCS ol | od oX |\ & v

Water A 7 OS‘ o N \ QU\‘( C/U“‘(\

Toa W/ SCAAN Ju;)i\ \ \ N0 oX o

Wine 2 ()‘\\ (/O(/O“

Be

Ccoz'l'(t il Other Beverages

Other: Beverages Beverages Beverages

xel

(5 ) o0 «
(0 \mv\@ \)JCAQ’ (o ﬁoﬁﬂ\“

Family History? Who?
Alcoholism

Arthritis

Asthma \ &
Cancer Type G tomadh ~ Oa
Arthritis

Asthma

Diabetes

Heart Disease (hypertension, CAD, Stroke) ™MOM
Mental iliness

Gastrointestinal

Thyroid

Autoimmune

Rate your stress level (1=low 10=very high)12345 6@8 910
Circle and rate the contributors
Health = work | Money (, _Kids _(, Marriage_| _Parents _|_

Home 1_  Other

In your everyday life, your present faith/ iritual practices are (1=Important, 10= very
important)1 2 3 4 5 6 7 8 9(10

Please rate your motivation to affect change in your health (1= unmotivated, 10=
highlymotivated) 1 23 4 "5 g 7 g % %‘)

Tell me your Hobbies: ,
O OnF s hordn  art

Do you actively engage in interests or hobbies? I Ues




Addendum For Yoga Therapy

Prioritizing your physical body (skeletal, muscles, pain) name the most limiting to your life to
the least limiting.

1.__ ok
2_ Nock
3

Do you have mobility restrictions? What are they? C)u"a\’ pam :
How would you describe your breathing? 7
When is your energy elevated and deficient?
Season? Elevated < pring Deficient__ wivkRA~
Time of day? Elevated _lute. maocnnd@ Deficient  oxenin
What would you change about your sleep?T =1 133 cmea\mugb‘) O,

Overall How is your digestion (1=poor — 10=great) o

Food preferences (circle all apply) salty Jsou sweet _pungent spicy bitter
Dietis % wise wwok 5% $n 5% veqrow 109 A0%cacked. %{d\“: fot
processed O Zz homemade <0 Zp fast food 7@_ good restaurant _’S’T_Z
Meals perDay_ 2 _ When _ qam _ \Zpm 2om
Do you require motivation? N o
Three Words that describe your personality 1 %‘L@p‘ﬁ w|
2.__cuovs 3._ Seiendlu
What is deeply meaningful to you? Qy\m\\d - N
How much do you devote to this? E /o,
How do you Cope with stress or difficult issues? exex cree . %Qrcuﬂ :

Circle those above you consider positive

What would you like to learn or teach others?

What do you do that brings you joy? _Yido ’ Q)(\ engo ’ Y?COL5 u&hojrocj r&@v{r E 0)3

Thank you and please add anything else.



