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HEALTH HISTORY
	Name:
	
	Date of Birth:
	
	Date:
	

	
	
	
	
	
	

	Address:
	
	Phone (day):
	
	(evening):
	

	
	


GENERAL

	Place of birth
	Ethnic/cultural background

	Relationship status
	# of children                       # of pets

	Occupation
	Hobbies/life interests

	Hours worked per week
	Blood type

	Weight                Weight 1 year ago              Max Weight
	Lowest Weight                Desired Weight

	Height
	Spiritual/Religious practice

	Emergency contact
	Phone


MEDICAL RECORDS


	Date of last physical exam:
	Date of last full blood work:                         

	List any serious illnesses, injuries, or hospitalizations you have experienced.  Indicate year these occurred:      FORMCHECKBOX 
  None

	List any abnormal lab results:   FORMCHECKBOX 
 None     FORMCHECKBOX 
  I will bring a copy with me 



CHIEF CONCERNS:  Please describe your chief concerns (in order of importance):

	

	

	

	

	


What treatments and/or other health care practitioners (medical doctor, naturopath, acupuncturist, counselor, psychiatrist, chiropractor, herbalist, etc.) have you explored?  How have they been helpful?  

	

	

	


MEDICATION (Please underline, give names and provide dates for everything you have taken or are taking: pills, tablets, liquids, ointments, suppositories, etc)
	Antacids
	Antibiotic/Antifungal
	Antidepressants
	Antidiabetic/Insulin 

	Aspirin/Tylenol
	Chemotherapy
	Cortisone
	Anti-Inflammatories 

	Heart Medications
	High Blood Pressure
	Hormones
	Laxatives 

	Lithium
	Oral Contraceptives
	Pain medication
	Recreational Drugs

	Relaxants/Sleeping Pills
	Thyroid
	Ulcer Medication
	Others: 

	
	
	
	


VITAMINS, MINERALS, HERBS & OTHER SUPPLEMENTS, INCLUDE DOSES (Please list all you are taking and length of time you’ve been taking them)

	
	
	
	

	
	
	
	

	
	
	
	


ALLERGIES/SENSITIVITIES:

	Drugs:
	
	
	

	Foods:
	
	
	

	Environmental Sources:
	
	
	

	Other:
	
	
	


	Do you sleep well at night?   Y /  N
	If you wake during the night, how many times, at what times, and for what reasons:
	

	

	What time do you generally wake in the morning?  
	
	Do you experience:  constipation / diarrhea   

	How frequent are your bowel movements?  
	
	Describe consistency and color (be descriptive please):
	

	Rate your energy level (0-10, 10=highest):  
	
	Rate your stress level (0-10, 10 highest):
	

	Women:  Are your periods regular?   Y  /  N  
	How many days is your flow?   
	
	How frequent? 
	

	Painful or symptomatic?  Y  /  N     Please explain:
	

	Do you have any dietary restrictions?   Y /  N            If yes, please describe?
	

	What diets have you tried in the past?  What were the outcomes?
	

	What role does exercise play in your life? 
	

	Have you ever had an eating disorder, or experienced significant disordered eating patterns?
	

	Do you drink, smoke, or have any major addictions?   
	


CIRCLE/UNDERLINE, AND INDICATE FREQUENCY (1=once a year, 2=several times a year, 3=monthly, 4=1-3 times a month, 5=daily or weekly)
	Diet often
	Are under excessive stress
	Are exposed to chemicals at work
	Do not sleep well

	Eat excessively if bored, anxious, or depressed
	Swallow food before chewing well
	Hurried or rushed meals
	Have strong or uncontrollable cravings

	Sneak or hide food
	Purge after eating
	Avoid eating
	Use recreational drugs


CHILDHOOD DIET: Please list typical foods consumed on a regular basis
	Breakfast: 
	

	Lunch:     
	

	Dinner:    
	

	Snacks:   
	
	Fluids:
	

	Favorite foods:
	
	Food dislikes:
	

	Describe your childhood typical mealtime environment (peaceful, nurturing, rushed, chaotic, hostile, lonely, irregular, etc.):
	


CURRENT DIET:  please list typical foods consumed on a regular basis
	Breakfast: 
	

	Lunch:     
	

	Dinner:    
	

	Snacks:   
	
	Fluids:
	

	Alcohol:
	

	Favorite foods:
	
	Food dislikes:
	

	Where do you grocery shop?
	
	What type of restaurants do you eat at?
	

	What percentage of your food is home cooked?
	
	Describe your comfort level with cooking:
	

	Describe your current typical mealtime environment (peaceful, nurturing, rushed, chaotic, hostile, lonely, irregular, etc.):
	


Food Frequency Questionnaire - HOW MANY TIMES PER WEEK DO YOU DRINK OR CONSUME:
	Alcohol
	Candy (besides dark chocolate)
	Soft drinks (regular or diet?)
	Cheese, milk, cream or ice cream

	Olive Oil (extra virgin?)
	Vegetable oil (other than olive)
	Coffee (regular or decaf?)
	Dark chocolate (what %?______)

	Bread/bagel (wheat, white, whole grain?)
	Potato chips, popcorn, pretzels 
	Add cream / sugar to coffee
	Artificial sweeteners

	Cooked whole grains
	Beans / lentils
	Black tea
	Natural sweeteners (e.g. honey)

	Cold breakfast cereals
	TV dinners
	Energy drinks 
	Yogurt, kefir, buttermilk

	Raw veggies
	Cooked Veggies
	Corn chips/corn bread/corn tortillas
	Hot dogs, bologna, luncheon meats

	Sauerkraut, kim chee
	Pastries and desserts
	Pizza
	Fried foods

	Smoke / chew tobacco
	Herbal tea
	Fast food
	Meals out 

	Butter
	Margarine
	Meat (Beef, pork, lamb, venison…)
	Added sugar

	Fresh/frozen fruit
	Canned fruit or vegetables
	Fish / seafood (wild or farm raised?)
	Eggs

	Nuts (except peanuts)
	Peanuts
	Water (filtered?)
	Soy products  


PAST MEDICAL HISTORY

Measles


 FORMCHECKBOX 

Hives or Eczema 

 FORMCHECKBOX 

chest x-ray 

 FORMCHECKBOX 

Mumps


 FORMCHECKBOX 

Tuberculosis 

 FORMCHECKBOX 

Infectious Mono 

 FORMCHECKBOX 

Chickenpox

 FORMCHECKBOX 

Diabetes 


 FORMCHECKBOX 

Rheumatic Fever

 FORMCHECKBOX 

Whooping Cough 

 FORMCHECKBOX 

Cancer 


 FORMCHECKBOX 

Mitral Valve Prolapse 
 FORMCHECKBOX 

Scarlet Fever

 FORMCHECKBOX 

Polio


 FORMCHECKBOX 

Stroke


 FORMCHECKBOX 

Diptheria


 FORMCHECKBOX 

Glaucoma 


 FORMCHECKBOX 

Hepatitis


 FORMCHECKBOX 

Smallpox


 FORMCHECKBOX 

Hernia 


 FORMCHECKBOX 

Thyroid Disease

 FORMCHECKBOX 

Blood Transfusions 

 FORMCHECKBOX 

Kidney Disease

 FORMCHECKBOX 

AIDs or HIV+

 FORMCHECKBOX 

Heart Disease 

 FORMCHECKBOX 

Bleeding tendency

 FORMCHECKBOX 

Anemia


 FORMCHECKBOX 



Venereal Disease (STD’s)
 FORMCHECKBOX 

Depression

 FORMCHECKBOX 

Anxiety


 FORMCHECKBOX 



ADHD


 FORMCHECKBOX 

Bipolar


 FORMCHECKBOX 

Other:  ________________________________
DIGESTIVE SYSTEM



yes
no
Are you on a vegan diet (no animal products at all)?

 FORMCHECKBOX 

 FORMCHECKBOX 

Do you experience belching, gas or bloating after eating?
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you see undigested food or a greasy film in the toilet?
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you lose weight easily or is it hard to gain weight?

 FORMCHECKBOX 

 FORMCHECKBOX 

Do you get heartburn/acid reflux?  Times per week _________
 FORMCHECKBOX 

 FORMCHECKBOX 


Are your fingernails soft, brittle or have white spots?

 FORMCHECKBOX 

 FORMCHECKBOX 

Are you prone to muscle cramps?  Which muscles? ___________
 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have or have you had an Ulcer? 


 FORMCHECKBOX 

 FORMCHECKBOX 


Do you have or have you had gall bladder disease?

 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have thyroid problems (that you know of)?

 FORMCHECKBOX 
 
 FORMCHECKBOX 
  (include all prior labs if you have been diagnosed)

FAMILY HISTORY:
who
who


	Alcohol or Drug Problem
	
	High Blood Pressure
	

	Allergies
	
	High Cholesterol
	

	Anemia
	
	HIV
	

	Ankylosing Spondilitis
	
	Kidney Disease
	

	Anxiety Disorders
	
	Leukemia
	

	Asthma
	
	Mental Illness - Other
	

	Autoimmune disorders
	
	Migraine Headaches
	

	Cancer
	
	Multiple Sclerosis
	

	Chronic Lung Disease
	
	Muscular Dystrophy
	

	Depression/Mood Disorders
	
	Obesity
	

	Diabetes
	
	Osteoporosis
	

	Digestive Disorders
	
	Psoriasis
	

	Disordered Eating
	
	Parkinson’s disease
	

	Eczema
	
	Rheumatoid Arthritis
	

	Epilepsy
	
	Stroke
	

	Glaucoma
	
	Thyroid Disease
	

	Gout
	
	Tuberculosis
	

	Heart Disease
	
	Ulcers
	

	Hepatitis
	
	Other
	




Present age /or Age of death
     If living, health (good, fair, poor)

 If deceased, cause of death



	Father:
	
	
	

	Mother: 
	
	
	

	Siblings:
	
	
	

	
	
	
	

	
	
	
	

	Spouse:  
	
	
	

	Children:  
	
	
	

	
	
	
	


	What brings you joy, comfort, or relaxation?
	

	

	Is there anything else that would be helpful for me to know about you?
	

	

	

	


Thank you for taking the time to fill this out.  I look forward to working with you!
Ying Yu, MS, CN, CHHC�Green Lake Nutrition


7300 E. Green Lake Dr. N | Seattle, WA 98115


(206) 683-8753  |  ying@greenlakenutrition.com�
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