Flease circle The symptroms thar are important to you in the past or present.

Weight change b N Night Sweats g N
Fatigue i N ~ever i 6§ N
Chills i N Jizziness 2 o N
Neck Surgery Ry N Neck Injury G N
Inrtolerance for heat b i N itolerance for cold i N
=Typoglycemic e N Thyroid problems o N
Dicbetes R < N Vision probiems b N
~earing difficulty B "N Nose bleeds i N
Sinusitis i ¢ N =<inging in ears 3 N
Sore +throar By N Hoarseness e N
Nausea b N Vomiting e N
Difficutty swallowing h - N Feartburn iy N
Belching b ] N Sloating 30 N
Jaundice Y- N Constipation o N
Fiatulence i h N —emorrhoids s N
Abgominal Surgery o N Abdominal Pain b7 N
Gallbledder &7, N Indigestion e N
Diarrhea ¥ N Hernia 211 N
Blood in stool i N Pancreatitis 4 N
Animal bites D S N Jog bite e N
See stings o N Fainting he N
Sturtrering 5 N Wheezing e N
Asthma Y N Shortness of breath T N
~neumonia b § N Cough i N
Heart disease T8 N =vpertension e N
=dema N g N Kidney stones Y N
Urinary frequency X N JUrinary urgency 5 N
Urinary pain N N Urinary tract infections Y N
=Rheumatism S N ArTArttis i N
Joint Trouble R 4 N Dack trouble > N
Felvic pain Y N Vaginal discharge B N
Fostcoital bleeding > 4 N Postmenopausal bleedingY’ N
Age period began Mencpausal age

Menstrual duration Menstrual interval

last date ofperiod . Pregnacies________Abortions
Sreast lump R N Breast tenderness ¥ N
Depression Y N Moles B N
Anemia ko N Insomnia B N
SeorEnicke - Cafteine imtake |

Drugs . Smoke

Have you been immunized?
Any dllergies 1o food, medications, or seasonal changes
Any family history of muscular disease, cancer, kidney problems, T.B., diabetes, alcoholism,
heart disease, skin disorders? Circle any that apply. Other’;

What do you think is wrong with you?
How much time are you willing to spend on your health?
Do you remember your dreams?? e e o gie ot e PSR oD C SR RIPERU A RS
Do you like your job?_____ What do you do?
Ever lived or traveled outside of the U.©.7 Where?

7




