Samantha LeVine, N.D.

Docere: Naturopathic Wellness

The Gotham Building

2256 N. Albina   Suite 179

503-281-6767 

HEALTH HISTORY QUESTIONNAIRE

Patient’s Name:                                                                                                    Date:
[image: image1.png]



Natural medicine addresses whole body issues and imbalances within all systems.  It is therefore vital for the physician to completely understand the patient’s physical, mental, and emotional condition.  The information you provide in this extensive intake will help me understand your needs and how to reach your health goals.  Please mark anything you have a question about with a question mark.  Thank you for your patience.

	Address ______________________________________
City __________________  State ____    Zip Code ______  Telephone #  (home)_____________ (work) ___________
Age ______    Date of Birth ____________  Gender:     F      M

S.S.# ________________________________________
Emergency Contact (Name) _________________________                             
                                     (Phone)_________________________

                                   (Relationship)_____________________
Do you have medical insurance?         Y         N 

                           (If yes, see insurance information form)
Who may I thank for this referral? ____________________
Are you currently receiving healthcare?    Y         N    

If yes, where and from whom?_______________________
Marital Status_______________  # Children___________
Occupation____________________________________
With whom do you live?___________________________

	When did you last go to a doctor’s office, medical clinic, or hospital? What was the reason?

_________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your most important health concerns in order of importance:

1._____________________2._____________________
3._____________________

4._____________________
5._____________________
6._____________________



How do your health concerns affect your everyday living?_______________________________

______________________________________________________________________
What do you feel needs to happen for you to get better?________________________________

______________________________________________________________________
How much change are you willing to make at this time for improving your health?

MINIMAL     SOME     COMPLETE

	HOSPITALIZATION AND SURGERY

What hospitalizations or surgeries have you had?________________________________________________________________________________________________
X-RAYS & SPECIAL STUDIES

What diagnostic imaging studies have you had?
□ X-Rays                        □  Bone Density Scan
□ CT Scan                       □ Mammogram
□ Electrocardiogram (EKG)             □MRI

□ Electroencephalogram (EEG)  
□ Other___________________________
IMMUNIZATIONS
What immunizations have you had? Put a “?” if you do not know.
□ Polio

□ Pertussis

□ Tetnaus shot

□ Diptheria

□ Measles/Mumps/Rubella
□ Hepatitis B
Other






CHILDHOOD ILLNESSES

Please circle those you know you have had and note any complications.
Scarlet Fever

Diphtheria

Rheumatic fever

Mumps

Measles


German measles

ALLERGIES

Do you have any allergies to food, drugs, or other allergens in the environment (cats, mold, dust..)?
___________________________________________________________________________________________________

	CURRENT MEDICATIONS

Please list any prescription medications, over the counter medications, vitamins or supplements you are currently taking.
__________________________________________________________________________________________________________________________________________________________________________
Please check the box for any of the following that you currently take:

□ Pain relievers (aspirin or Tylenol)    □ Antacids

□ Diet pill/Appetite suppressants      □  Laxatives

□ Cortisone (cream or pills)                □ Tranquilizers

□ Sleeping pills

TYPICAL FOOD INTAKE

Breakfast: ___________________________
Lunch: _____________________________
Dinner: _____________________________

Snacks: _____________________________
Beverages: 




____
HABITS

Main interests and hobbies?

__________________________________
Do you exercise?       Y        N   

If yes, what kind?______________________
How often? __________________________
Average # hrs. sleep_____________________


Awaken rested?
Y  

N
Enjoy your work?
Y  

N
Take vacations?
Y  

N

Watch television? 
Y  

N
Watch television?
Y  

N


Take vacations?
Y  

N
      how many hours? ________
___

Read?
Y  

N

Use recreational drugs?
Y  
  
N
If so, what form and how often?_____________

__________________________________
      how many hours? 

     

       Been treated for drug dependence?
Y  
P  
N

Use alcoholic beverages?
Y  
   
N
If so, what form and how often?____________

__________________________________
Use tobacco?
Y  

N
Do you use tobacco?
Y  
P  
N

Drink coffee?
Y 
  
N
Smoked previously?
Y  
P  
N

Drink black or green tea?
Y 
  
N
    how many years?  




Drink cola or other sodas?
Y  
  
N
    how many packs per day? 



Eat refined sugar?
Y  
  
N


Add salt to your food?
Y  
  
N


Do you have a religious or spiritual practice?   Y   N



	GENERAL
Weight___________

Maximum weight____

When?___________

Height___________

Rate your energy on a scale of 1 to 10______

Time of day most energized?_________
MENTAL

Depression

          

Mood Swings                          

Anxiety or nervousness            

Considered suicide 

Tension                                  

Poor concentration                  

Easily stressed                         

Memory problems                   

ENDOCRINE

Hypo/Hyperthyroid                 

Heat or cold intolerance           

Hypoglycemia                          

Diabetes                                  

Excessive thirst                        

Excessive hunger                     

Fatigue                                    

Seasonal depression                 

IMMUNE                            
Reactions to vaccinations               

Chronic infections                    

Chronically swollen glands       

Slow wound healing                 

NEUROLOGIC

Seizures                                   

Paralysis                                  

Muscle weakness                     

Numbness or tingling               

Vertigo or dizziness                 

Loss of balance
Fainting
                       

SKIN

Rashes                                    

Eczema, Hives                        

Acne, Boils                             

Itching                                    

Color Change                          

Perpetual Hair Loss                 

Lumps                                    

Night Sweats                            
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	HEAD

Headaches

Head injury

Jaw pain/TMJ
NECK

Lumps                                    

Swollen gland                          

Goiter                                     

Pain

EYES

Spots in vision
Cataracts

Impaired vision

Glasses or contacts

Blurriness

Eye pain/strain

Color blindness

Tearing or dryness

Double Vision

Glaucoma
EARS
Impaired hearing

Ringing

Earaches

Dizzines

NOSE AND SINUSES

Frequent colds

Nose bleeds

Stuffiness

Hay fever

Sinus problems

MOUTH/THROAT

Frequent sore throat

Sore tongue

Gum problems

Hoarseness

Dental cavities

RESPIRATORY

Cough

Cough blood

Asthma

Pneumonia

Emphysema

Pain on breathing

Tuberculosis

Sputum

Wheezing

Bronchitis

Pleurisy

Difficulty breathing

Shortness of breath  
Tuberculosis
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	CARDIOVASCULAR

Heart disease

High/Low Blood Pressure

Blood clots

Phlebitis

Rheumatic Fever

Swelling in ankles

Angina

Murmurs

Fainting

Palpitations/Fluttering

Chest pain

GASTROINTESTINAL

Heartburn

Trouble swallowing

Change in thirst/appetite

Nausea

Vomiting

Blood in stool

Pain or cramps

Belching or passing gas

Black stools

Jaundice (yellow skin)

Liver Disease

Bowel Movements: 

               How often_________ 
               Is this a change_____
Constipation

Diarrhea

Gall Bladder disease

Ulcer

Hemorrhoids 

URINARY

Pain on urination

Increased frequency

Frequency at night

Inability to hold urine

Frequent infections

Kidney stones 

MUSCULOSKELETAL

Joint pain or stiffness

Broken bones

Muscle spasms or cramps 

Arthritis

Weakness

Sciatica

BLOOD

Easy bleeding or bruising

Deep leg pain

Varicose veins 

Anemia

Cold hands/feet

Thrombophlebitis
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	FEMALE REPRODUCTIVE

Age of first menses________
Are cycles regular     
# Days bleeding___________
Length of cycle___________

Bleeding between cycles 

Painful menses

Clotting

Heavy or excessive flow

Discharge

PMS

Pain during intercourse 

Birth control used

Method?_______________
Number of pregnancies_____

Number of live births_______

Number of miscarriages_____

Number of abortions_______

Difficulty conceiving

Endometriosis

Ovarian cysts

Cervical Dysplasia

Abnormal PAP
Sexual difficulties

Venereal Disease

Are you sexually active?
Sexual orientation:  
    □  Heterosexual

    □  Bisexual

    □  Homosexual
Do you do breast self exams

Breast lumps

Breast pain/tenderness

Nipple discharge

Menopausal symptoms


	Y  P  N

Y  P  N

Y  P  N

Y  P  N

Y  P  N

Y  P  N

Y  P  N

Y  P  N
Y  P  N
Y  P  N

Y  P  N

Y  P  N

Y  P  N

Y  P  N

Y  P  N

Y  P  N

Y  P  N

Y      N

Y  P  N

Y  P  N

Y  P  N

Y  P  N
	
	MALE  REPRODUCTIVE

Hernias

Testicular pain

Venereal disease

Are you sexually active

Sexual orientation:
   □  Heterosexual

   □  Bisexual

   □  Homosexual

Impotence

Premature ejaculation

Birth control used?
Method_______________
Testicular masses

Prostate disease

Discharge or sores
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FAMILY HISTORY
Father                                                                        Mother 
Health       □ Good       □ Poor                               Health     □ Good      □ Poor  
Age (at death) __________                             Age (at death)_________

Cause of death__________                             Cause of death_________
Check the box for any of the following conditions that you or family members have experienced:
                       Cancer    □ self        □ father       □ mother        □ sibling        □ child         □ other_______                
                    Diabetes    □ self        □ father        □ mother        □ sibling        □ child         □ other_______
           Heart Disease    □ self        □ father        □ mother        □ sibling        □ child        □ other_______
High Blood Pressure   □ self       □ father       □ mother        □ sibling        □ child         □ other_______
                         Stroke    □ self        □ father        □ mother        □ sibling        □ child        □ other________
                     Epilepsy    □ self        □ father        □ mother        □ sibling        □ child        □ other________
           Mental Illness    □ self        □ father        □ mother        □ sibling        □ child        □ other________
                       Asthma    □ self        □ father        □ mother        □ sibling        □ child        □ other________
        Hayfever, Hives    □ self        □ father        □ mother        □ sibling        □ child        □ other________
                       Anemia    □ self        □ father        □ mother        □ sibling        □ child        □ other_______
          Kidney Disease   □ self        □ father        □ mother        □ sibling        □ child        □ other_______
              Liver Disease   □ self        □ father        □ mother        □ sibling        □ child        □ other_______
  Gallbladder Disease   □ self        □ father        □ mother        □ sibling        □ child        □ other_______
                            Ulcer    □ self        □ father        □ mother        □ sibling        □ child        □ other_______
               Tuberculosis   □ self        □ father        □ mother        □ sibling        □ child        □ other_______
                           Goiter    □ self        □ father       □ mother        □ sibling        □ child        □ other_______
                       Arthritis    □ self        □ father       □ mother        □ sibling        □ child        □ other_______
           Heart Murmur    □ self        □ father       □ mother        □ sibling        □ child        □ other_______
                     Cataracts    □ self        □ father      □ mother       □ sibling        □ child        □ other_______
                    Glaucoma    □ self        □  father       □ mother       □ sibling        □ child        □ other_______
Is there any information  you would like to add?   ___________________________________________ _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
consent to routine clinic services: I consent to the services to be rendered during this visit on an outpatient basis by Samantha LeVine and/or other licensed doctors of naturopathy who now or in the future treat me while employed by, working or associated with, or serving as back-up for Samantha LeVine.  I understand and am informed that, in the practice of naturopathy, there are some risks.  I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my best interests.  I understand that no guarantee has been made to me as to the result or cures that may be obtained from examination or treatment in this clinic.  I intend this consent to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.
Financial agreement:  I agree to pay for services rendered according to the provider’s rates and terms.   If I have provided insurance benefits information to my provider(s), I understand that I will be responsible for charges not covered or reimbursed by my insurance or other agency, which may include deductible, coinsurance and services or supplies that my provider(s) considers medically necessary yet my plan will not pay for them.  If insurance payment is not received after 30 days, the balance in full becomes my responsibility.  Accounts are payable in full at time of billing and I may be required to pay a service charge on any unpaid past due balance.  If this account is referred to an agency or attorney for collection, I understand that I am responsible for such collection costs and reasonable attorney and court fees as may be required to effect collection.
assignment of insurance benefits: I authorize the provider rendering the services to submit claims to my insurance carrier(s) on my behalf.  I authorize direct payment to the provider rendering services of any insurance benefits otherwise payable to me.  My authorization and assignment is effective until I revoke it.

authorization to release information:  I authorize my healthcare provider to furnish information from my medical record to any company that may be responsible for processing or payment of all or part of my claims, including my insurance companies and their representatives, and my employer or union if they are involved in the processing of the claim.  This consent is valid for the life of the claim.  I authorize information from my medical record to be reviewed by employees of my insurance company, their agents or my health care providers.  I understand that information from my medical record may be reviewed or released while I am receiving care or after discharge and this information shall be held confidential except as allowed by law.

If payment of a bill creates financial hardship, please contact us to discuss setting up a payment plan or other alternative to resolve your debt.  
I, or my representative, have read, fully understand and agree to the above statements.  

Signature of Patient



Date

If patient is under age of 15, or is otherwise unable to sign, complete the following: 

Patient is 
   year(s) of age OR is unable to sign because: 

__


_____
_____________________________             _________________________________         __________ 
Signature of Representative                          
Relationship to Patient                                        Date
Welcome!       
 REVIEW OF SYSTEMS





Y=current symptom      P=had in past      N=never experienced





Y=current symptom      P=had in past      N=never experienced









