HEALTH HISTORY QUESTIONNAIRE
Date:____________________






1208B VFW Parkway Suite201












Boston MA 02132

Tel:617.327.1712 www.sunudang.com
First Name:

Last Name:

Date of Birth:                /
/
Age:


Height:
Weight:
                 BMI:
      BP:
               
Stress Level:
	Single   MACROBUTTON CheckIt (
	Married   MACROBUTTON CheckIt (
	Life Partner   MACROBUTTON CheckIt (
	Divorced   MACROBUTTON CheckIt (
	Widowed   MACROBUTTON CheckIt (


Address:
   
City/State/Zip:

Home Phone:


Work Phone:

Email Address:

Cell Phone:
May we correspond with you (invoices, questions, etc.) via email?     Yes  MACROBUTTON CheckIt (    No  MACROBUTTON CheckIt (
If not, how shall we correspond with you?  
Occupation:



Name of Company:
In Case of Emergency Contact:

Relationship & Phone:

Family Physician:                                

Phone: 

How did you hear about us?
Reason for Today’s visit

What is the reason for your visit today?  ______________________________________________________________
_______________________________________________________________________________________________
How, when and where did this condition begin?    ______________________________________________________ 

_______________________________________________________________________________________________
What types of treatments have you tried, if any? 

_______________________________________________________________________________________________

_______________________________________________________________________________________________
How does this condition impair your daily activities? 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

What makes it better or worse?_____________________________________________________________________

Please list your main health problems that you would like to be free of in order of importance:

1. ____________________________________________________________________

2. ____________________________________________________________________

3. ____________________________________________________________________

Hospitalizations/Surgeries, Falls and Major Accidents (incl. Dates): ____________________________________________________________________________________________________________________________________________________________________________________________________
Please list any medications/vitamins/supplements you are currently taking:
Medications                            Reason                               When &For how long

_______________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________

Herb/Medication allergies and reaction (if any):________________________________________________________
Do you have, or have you ever had any of the following illnesses?

( Mental Illness
( Diabetes
( Hepatitis

( HIV+
  
     ( Seizures

( Cancer
( Heart Disease
( Asthma

( Allergies
( Stroke  
( Arthritis

( Ulcers


( High Blood Pressure 
( Venereal Disease
( Osteoporosis
( AIDS
( Rheumatic Fever
( Thyroid Problems
( Mononucleosis 
( Gall Stones 
           ( Herpes

( Kidney Stones
(  Chronic Fatigue
( Parasites 

(  Other ___________________________________
	OTHER PROBLEMS

	Check if you have, or have had, any symptoms in the following areas to a significant degree and briefly explain.

	General:

	(
	Fevers
	(
	Poor Sleeping
	(
	Night Sweats

	(
	Sweat Easily
	(
	Chills
	(
	Cravings

	(
	Bleed or Bruise easily
	(
	Fatigue
	(
	Change in appetite

	(
	Peculiar tastes or smells
	(
	Strong thirst:
	(
	Weight gain

	(
	Sudden energy drop
	
	       Hot/Cold/Room temperature
	(
	Weight loss


	Skin and Hair:

	(
	Rashes
	(
	Ulcerations
	(
	Hives 

	(
	Itching
	(
	Eczema
	(
	Pimples

	(
	Dandruff
	(
	Loss of hair
	(
	

	Recent Moles:

	Change in hair or skin texture:

	Any other hair or skin problems?

	

	Head, Eyes, Ears, Nose and Throat:

	(
	Dizziness
	(
	Glasses
	(
	Spots in front of eyes

	(
	Concussions
	(
	Cataracts
	(
	

	
	    Dates:
	
	    Diagnosis date:
	(
	Poor hearing

	(
	Nose Bleeds
	(
	Poor vision
	(
	Ringing in ears:

	(
	Facial pain
	(
	Eye strain
	
	    High pitch/Low pitch

	(
	Sinus problems
	(
	Night blindness
	(
	Earaches

	(
	Jaw clicks
	(
	Blurry vision
	(
	

	(
	Migraines
	(
	Eye pain
	(
	Recurrent sore throats

	(
	Grinding teeth
	(
	Color blindness
	(
	Sores on lips or tongue

	Headaches: 

	Teeth problems:

	Any other  head or neck problems?

	

	Cardiovascular:

	(
	High blood pressure
	(
	Swelling of hands
	(
	Chest pain

	(
	Low blood pressure
	(
	Swelling of feet
	(
	Difficulty in breathing

	(
	Irregular heartbeat
	(
	Cold hands and feet
	(
	Blood clots

	(
	Fainting
	(
	Phlebitis
	(
	

	Any other heart or blood vessel problems?

	

	Respiratory:

	(
	Cough
	(
	Coughing blood
	(
	Asthma

	(
	Bronchitis
	(
	Pneumonia
	(
	Pain with a deep breath

	Difficulty breathing when lying down?

	Production of phlegm? If yes, what color?

	Any other lung problems?

	

	Gastrointestinal:

	(
	Nausea
	(
	Vomiting
	(
	Diarrhea

	(
	Constipation
	(
	Gas
	(
	Belching

	(
	Black stools
	(
	Blood in stools
	(
	Indigestion

	(
	Bad breath
	(
	Rectal pain
	(
	Hemorrhoids

	(
	Abdominal pain or cramps
	(
	Chronic laxative use
	(
	Poor appetite

	Any other problems with your stomach or intestines?




	Genito-Urinary:

	(
	Urgency to urinate
	(
	How many times per day do you urinate?
	(
	Pain w/urination

	(
	Unable to hold urine
	
	
	(
	Blood in urine

	(
	Decrease in urine flow
	(
	Do you wake to urinate?

    How often?
	(
	Kidney stones

	(
	Color to urine?

    White/Yellow/Clear/Cloudy
	
	
	(
	Sores on genitals:

    How often?

	Any other problems with your genital or urinary system?

	

	Musculoskeletal:

	(
	Neck pain
	(
	Muscle pain
	(
	Knee pain

	(
	Back pain
	(
	Muscle weakness
	(
	Foot/Ankle pain

	(
	Hand/Wrist pain
	(
	Shoulder pain
	(
	Hip pain

	Any other joint or bone problem?



	

	Neuropsychological:

	(
	Seizures
	(
	Depression
	(
	Lack of coordination

	(
	Areas of numbness
	(
	Easily angered
	(
	Loss of balance

	(
	Tremors
	(
	Anxiety
	(
	Poor memory

	(
	Fearful
	(
	Easily susceptible to stress
	(
	Sadness

	Have you ever been treated for emotional problems?

	Have you ever considered suicide?

	Have you ever attempted suicide?

	Any other neuropsychological problems?




Lifestyle:

How good do you feel your nutrition is? _____________________________________________________________
Describe your average daily diet:
Typical Breakfast: ______________________________  Lunch: ___________________________________________ 
Dinner: _______________________________________ Snacks:___________________________________________
Worst food in your diet?_____________________ What foods do you crave?________________________________

Water intake per day ____________________ Caffeine(what form & how much)_____________________________

Do you use tobacco?   Yes / No         How much?____________   Alcohol?  Yes / No          How much?_____________

Work:    Do you enjoy your work?    (  Yes     (  No    Hours per week working: __________
Exercise:
Do you Exercise?   (  Yes   (  No     
Number of times/ week: ___________
Type of exercise: ______________________________________________________
Sleep:  
Do you have trouble falling asleep?     (  Yes     (  No  


How many hours of sleep do you get per night? _____________

Are you rested in the morning?  (  Yes  (  No  Do you wake in the night?   (  Yes  (  No
Describe any stressors occurring at this time:__________________________________________________________
Urination:   
Please circle any of the following symptoms you are currently experiencing:


Burning    Urgent      Retention     Scanty
Profuse
   Dribbling     Greater than 1x a night
Bowel Movements:  Frequency:   _____________   Feels complete?   Yes  / No         Painful?   Yes /  No  



Consistency:       Well-formed         Hard            Loose          Alternates





Undigested food       Blood        Mucus         Sink
      Float
Men Only:

Have you been diagnosed with prostate problems?     (  Yes   (  No 

Do you experience premature ejaculation? 
(  Yes     (  No

Do you have problems with Impotence?       (  Yes 
(  No


Have you been diagnosed with Infertility?     (  Yes 
(  No

Diseases/ Disorders:  

____________________________________________________________________________________

____________________________________________________________________________________

Women Only:   
At what age did you get your first period: _______  What was that like?___________________

________________________________________________ Date of last menstrual cycle? ________
Are you currently using contraception?     (  Yes   (  No      How long have you used contraception throughout your life?__________    Dates/Type:___________________________
Are you pregnant now?    (  Yes   (  No

How many pregnancies have you had?_______ No. of deliveries______Dates____________

Terminations:______________________ When_______________ Complications?______________
Miscarriages:______________________ When_______________ Complications? _____________
Maternal Family History of (please circle):     Infertility
    Fibroids     Endometriosis   

         Cancer (type)________________  Menstrual Problems     PMS      Menopause
Medications your mother took when she was pregnant with you (if any)_______________

Number of days from the start of one period to the start of the next: ___________________
Are your menstrual cycles spaced regularly?
(  Yes
  (  No
Average number of days of flow: __________     Flow is:      (  Light     (  Normal    ( Heavy

Color is:         (   Pale       (      Normal      (      Dark       (   Bright Red       (   Brown  
Are blood clots present?       ( Yes      ( No    

Does your period cause you pain or cramping?      
( Yes      ( No    

When?           (  Before            (  During              (  After Period
Do you get nausea or vomiting with your period?      (  Yes    (  No
When?  
(  Before           (  During              (  After Period 




Do you experience any of the following before your period each month?

(  Water retention
(  Breast tenderness or swelling
(  Mental depression                   (  Irritability
(  Food cravings
(  Migraines
( Other________________
Do you ever bleed or spot between periods?   (  Yes
(  No

Do your bowel movements become loose at the beginning of your period?
 (  Yes    (  No
Do you have any vaginal discharge between periods?      (  Yes    (  No  Color_____________
Do you have/have you ever had:


Abnormal pap smear?      (  Yes    (  No          When/Why?________________________________  
A cervical biopsy, operation, cauterization, conization?   ( Yes    ( No    

Venereal disease?   ( Yes    ( No                        Chlamydial infection?    ( Yes    ( No   

Yeast infections?      ( Yes    ( No                        Sores on your genitals?  ( Yes    ( No
Uterine fibroids or polyps?  ( Yes    ( No             Endometriosis?                ( Yes    ( No
Varicose veins?                ( Yes    ( No                Sore heels when walking? ( Yes    ( No 

Incompetent Cervix?      ( Yes    ( No                Painful intercourse?          ( Yes    ( No

Numb legs/feet when standing still?   ( Yes    ( No
Pelvic inflammatory disease?
( Yes    ( No   Difficulty experiencing orgasm?    ( Yes    ( No

Were you treated for it?
( Yes    ( No    
How___________________________________
Date of last pap smear? _______________________

Have you been diagnosed with pelvic adhesions?
( Yes    ( No    

Have you been diagnosed with any pelvic abnormalities?
( Yes    ( No    

Have you experienced menopause?     (  Yes    (  No      When? ______________________
If you are experiencing menopausal symptoms, please describe:  _____________________
____________________________________________________________________________________
Thank you for taking the time to fill out this form thoroughly.  It will help us serve you better.

Signature: ______________________________ Date: _______________
1

