CASE HISTORY
FULL NAME:  _____________________________________________________       DATE: ___________________________________
	DO YOU CURRENTLY EXPERIENCE?
	Y
	N
	IF YES – PLEASE BRIEFLY DESCRIBE 

	Skin, hair, or nail problems
	
	
	

	Mouth and/or throat problems
	
	
	

	Nose and/or sinus problems
	
	
	

	Ear problems
	
	
	

	Eye problems
	
	
	

	Chest or lung (breathing) problems
	
	
	

	Heart and/or blood vessel problems
	
	
	

	Blood or lymph node problems
	
	
	

	Digestive problems
	
	
	

	Genital problems (prostate,testicular,vaginal)
	
	
	

	Urinary problems (kidney or bladder)
	
	
	

	Nervous system and/or mental health problems
	
	
	

	Gland and/or hormone problems
	
	
	

	Allergy or immunity problems
	
	
	

	Muscle, tendon or ligament problems
	
	
	

	Bone / Joint  (bone=osteoporosis/joint=arthritis)
	
	
	

	Recurring headaches
	
	
	

	Losing weight without trying
	
	
	

	Does your pain wake you up at night
	
	
	

	Change in bladder or bowel habits
	
	
	

	Sore throat that doesn’t heal
	
	
	

	Unusual bleeding or discharge
	
	
	

	Thickening/ lump in the breast or elsewhere
	
	
	

	Indigestion or difficulty swallowing
	
	
	

	Obvious change in wart or mole
	
	
	

	Nagging cough or hoarseness
	
	
	

	                                                                                                    DO YOU USE?

	Caffeine
	
	
	How much -

	Tobacco
	
	
	Packs per day - 

	Alcohol
	
	
	Drinks per day - 

	Medicinal Marijuana
	
	
	How much-

	Do you exercise on a regular basis? 
	
	
	How- 

	In space below, please explain or give additional details                                                                                        regarding the information you have given above:

	

	

	

	
      FEMALES

	Menstrual problems?
	
	
	

	Is there a chance you may be pregnant?
	
	
	

	Have you ever taken birth control pills?
	
	
	

	                                                                        FAMILY HISTORY

	Are there any diseases or conditions that are common among your family members?
	
	
	

	

	


