Name _______________________________________________Date_______________
What prescription medications and supplements are you taking? Please list here-

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Sleep

Do you have trouble falling asleep? ___Yes ___No 

Do you have trouble Staying Asleep? ___Yes ___No

What over the counter or prescription medications have you taken for sleep?

__ Ambien __Zanaflex __Trazadone __Sonata __Tylenol P.M. ___Elavil ___Neurontin   Doxepin ___Flexeril __Xanax __Klonopin __Ativan __Melatonin __5HTP ___Benadryl __Other

Digestion and Elimination

Do you have normal, daily bowel movements (at least one bowel movement a day)? 

___Yes ____No

If no, please circle one- diarrhea, constipation, or both?

Have you been diagnosed with Irritable Bowel Syndrome (IBS)? ____Yes ____No

Bloating ___Yes ___No      Gas ___Yes ___No Indigestion ___Yes ___No ___Reflux?

Intestinal Dysbiosis

Have you ever been on long-term (more than 2 weeks) antibiotic therapy? ___ Yes____ No

Have you ever had vaginal yeast infections? __Yes __No  

If yes, when was last infection? ________________

Do you have chronic vaginal yeast infections (more than 2 a year)? ___Yes __No

Have you taken birth control pills for more than 1 year? ___Yes___ No

Do you crave Sugar? ____  Yes ___No   

Does eating sugar make your symptoms worse? __Yes __No

Do you have rectal itching after eating sugar, fruit, or a lot of starches? ___Yes  ___No

Have you EVER been on prednisone or cortisone long-term (weeks)? _____Yes ___No

Have you EVER been on long term (month or more) non-steroidal anti-inflammatory medications (Vioxx, Celebrex, Naprosyn, Advil, Bextra, Mobic, etc.)? __Yes __No

Thyroid
Please check any of the following that apply-

___ Fatigue ___High Cholesterol ___Chronic Headaches ___Cold hands/feet ___Hair loss ___ Irregular periods ___Severe menstrual cramps ___Low blood pressure 

___Frequent colds and sore throats ___Depression ___Fluid retention ___Decreased memory ___Ringing in the ears ___Decreased concentration ___Infertility ___Decreased sex  drive ___ Constipation  __ Inappropriate weight gain                      

Moods

Have you taken any anti-depressants in the past? ___Yes___ No 

Are you currently taking any antidepressants? ___ Yes ___ No  Do you feel ___Depressed ___Anxious?

Please list here _____________________________________________________      

Immune Function
Please check those that apply.

___Chronic Sinus Congestion ___Chronic Sinus Infections (2 or more a year)    ___ Chronic Sore Throats ___Chronic Colds or Flu infections each year ___Chronic Upper Respiratory Infections (Bronchitis, Pneumonia)                                                                                 

Adrenal Function
If you skip a meal do you feel bad (have headaches, become irritable, get jittery, tired, etc.)? ___ Yes __No

Do you have low blood pressure? ___Yes ___ No __Don’t Know

Do you crave salty foods? ___Yes  ___No

Does increased stress or stressful situations make your symptoms worse? ___Yes ____No

How's your energy level? Choose 1 to 5, with 5 being the best. ______

How is your concentration and memory on a scale of 1-5, with 5 being best? ________

How do you feel in the morning? __Refreshed ___Hung over ___Exhausted

___Nauseated ___Achy All Over

Are you hungry in the morning? ___Yes ___No

Please place a check mark by any that apply below.
Do you ever have problems with-

Chemical Sensitivities/ Seasonal Allergies: ___Yes ___No

CVS: 

___Chest Pain ___Palpitations ____High Cholesterol ___High Blood Pressure ___MVP  ___Congestive Heart Failure ___Type I or II diabetes ___Strokes
Lungs:  

___Coughing ____Wheezing ____Breathing Problems ___ Frequent Respiratory Infections ____Sinus infections ____Frequent sinus congestion  or drainage

GU: 

____Urinary Frequency ____Urinary Hesitancy

Male:

___Problems with Prostrate (BPH) ___Low sex drive ___Erectile dysfunction
Female:

____Irregular Periods ___Heavy periods  ___Bloating/swelling ___Cramps ___Mood changes 

____Decreased Sex Drive ___Menopause ____Perimenopause

Skin: 

____Rashes ____Dry Skin ____Fungus Infections ____Eczema ____Psoriasis

Pain:

Do you have Osteoarthritis ___Yes ___ No 

If so where (knees, fingers, back, etc.) _______________________________________

Rheumatoid or autoimmune arthritis ___Yes ___No 

If so where_______________________________________________________________

  

